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The United States, unlike all other industrialized na-
tions, does not have a comprehensive public sys-
tem for financing health care. Nevertheless, the

magnitude of America’s public health care financing effort
is remarkable. Of the one trillion dollars the United States
spent on health care in 1996, almost half, $483.1 billion,
was spent by public programs.1 In 1995, Medicare—our
social insurance program for persons over sixty-five and
the long-term disabled—covered 37.5 million Americans;
Medicaid—our program for indigent elderly and disabled
persons and indigent children and their families—covered
36.3 million.2 In 1996, Medicare and Medicaid spent
$203.1 and $147.7 billion, respectively.3 The payment poli-
cies of these massive public health care programs have a
profound effect on the provision of health care.

Many of the recipients of Medicare and Medicaid suf-
fer pain. In 1994, 376,200 Americans over age sixty-five
died of cancer.4 Virtually all of these would have been
Medicare recipients, and as many as 70 percent of them
died in unrelieved pain.5 Nearly four million Americans
over sixty-five endured the pain of inpatient surgery in 1995,
again nearly all of whom were Medicare recipients.6 The
Medicare hospice benefit provided palliative care to
266,000 suffering persons in 1994.7 In some states, Medi-
caid covers almost half of all persons with acquired im-
mune deficiency syndrome (AIDS)—another very painful
disease—and Medicaid’s share of AIDS-related expendi-
tures is increasing.8 Medicare and Medicaid, therefore, play
a critical role in paying for pain management in the United
States.

Although Medicare and Medicaid pay for a great deal
of pain management, they often stand in the way of, or at

least fail to facilitate, the provision of adequate pain man-
agement services. First, many persons who suffer debilitat-
ing pain and are not covered by private insurance, are not
eligible for Medicare and Medicaid or any other public
health insurance program. Each of our public health care
financing programs covers only those who fit into certain
eligibility categories—the aged, the disabled, children—
and some have financial eligibility requirements as well.
This is not accidental—as a nation, we try to limit our
programs to those truly and justifiably in need.

Second, even persons who are covered by Medicare
and Medicaid face significant gaps in benefits. Medicare,
for example, does not cover oral prescription pain medica-
tions for most noninstitutionalized beneficiaries. Though
most states voluntarily cover prescription pain medications
through their Medicaid programs, many do not cover over-
the-counter (OTC) pain medications, and some programs
impose significant restrictions on drug coverage.

Third, institutional participation and payment struc-
tures limit the usefulness of some available benefits. A
Medicare beneficiary, for example, cannot simultaneously
receive Medicare hospice and skilled nursing facility (SNF)
benefits, thus SNFs have a disincentive to refer their resi-
dents to hospices. Medicare and Medicaid SNF certifica-
tion standards, however, emphasize a rehabilitative rather
than a palliative model of care, and are thus not oriented
toward addressing terminal pain.

Fourth, in recent years, aggressive utilization review
and fraud and abuse surveillance and enforcement have,
some believe, deterred the adequate provision of pain man-
agement services. In many states, for example, Medicaid
prescribing is subject to both prospective and retrospective
utilization review. Under federal law, state Medicaid drug
utilization review (DUR) programs are responsible for as-
suring that drugs are not overused, abused, or misused.9
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Though some state DUR programs have taken the lead in
trying to educate physicians and pharmacists in pain man-
agement, inquiries sent by DUR programs to physicians
questioning pain medication prescribing practices may de-
ter physicians from prescribing adequately high dosages of
medication in some situations. Highly publicized fraud and
abuse prosecutions of health care professionals who pre-
scribe controlled substances may also be a deterrent. As a
society, we are uncomfortable with controlled substances.
Our programs to control their use can, however, limit le-
gitimate (as well as illegitimate) uses.

These gaps and deficiencies in public program cover-
age of pain management services should concern us for
several reasons. First, the alleviation of pain is one of the
most fundamental obligations of health care professionals.
The ethical codes of both the medical and nursing profes-
sions recognize an obligation to “relieve suffering.”10 In-
deed, the Agency for Health Care Policy and Research
(AHCPR) has opined that “The ethical obligation to man-
age pain and relieve the patient’s suffering is at the core of
a health care professional’s commitment.”11 The obligations
of beneficence and respect demand that health care profes-
sionals provide adequate treatment for pain.12 Health care
financing programs that pay for care for a wide variety of
medical conditions but discourage adequate pain manage-
ment threaten the ethical practice of health professionals.

Second, adequate pain management is necessary as an
alternative to assisted suicide. Congress took a strong posi-
tion opposing assisted suicide in the Assisted Suicide Fund-
ing Restriction Act of 1997.13 Research has consistently
shown, however, that uncontrolled pain is an important
contributing factor in suicide by cancer and AIDS patients,
and one of the most common reasons for requests for eu-
thanasia or physician-assisted suicide (PAS).14 An effective
program for limiting euthanasia and PAS must provide for
adequate pain management.

Third, funding of a full range of pain management
modalities is cost effective. As is explored below, Medicare
tends to cover expensive modalities for pain management,
such as internal infusion pumps, but not less expensive
modalities, such as oral medication. A patient may be cov-
ered for the $4,000 cost of morphine delivered through an
infusion pump, but not for the $100 cost of an oral mor-
phine solution.15 Medicaid programs cover prescription pain
medications, but usually do not cover less expensive OTC
preparations.

In this article, I survey the Medicare and Medicaid
programs, examining the pain management benefits they
provide and exploring the barriers each poses to effective
pain management. I also explore the problems caused by
Medicare and Medicaid fraud and abuse enforcement for
the treatment of pain. At the end of each section, I make
recommendations for changes that may encourage better
provision of pain management services.

Medicare
Medicare is our nation’s largest health care financing pro-
gram, both in terms of expenditures and number of recipi-
ents. Medicare covers virtually all persons in the United
States who are over sixty-five, as well as persons who have
been disabled for more than two years and persons with
end-stage renal disease. Medicare is in fact not one pro-
gram, but two, or perhaps three, programs. First, Medi-
care Part A, the Hospital Insurance Program, pays for care
received in hospitals or other health care institutions. Se-
cond, Part B, the Supplemental Medical Benefits Program,
covers services provided by physicians and other health
care professionals, as well as some medical devices and
supplies. Third, the Balanced Budget Bill of 1997 created
Part C, the Medicare+Choice managed care program,
which essentially covers the benefits provided by Parts A
and B in managed care settings.

Medicare beneficiaries suffer from a variety of pain
problems. Beneficiaries in hospitals suffer from postopera-
tive pain. Beneficiaries in SNFs are often recovering from
painful fractures or suffer from painful disabilities. Benefi-
ciaries in hospice, in particular, but in other settings as
well, often experience the pain associated with terminal
illness. Medicare beneficiaries often suffer from the chronic
pains that accompany advanced age and disability.

Medicare only covers pain management services to the
extent that they fall within the categories covered by Parts
A, B, and C. Thus pain medication provided in a hospital,
SNF, or hospice is covered by Medicare, as is medication
covered by a risk-based managed care organization (MCO)
as a supplemental benefit. Pain medication injections and
some pain management technologies are also covered.

The greatest limitation of Medicare financing of pain
management is that it does not cover oral medications re-
ceived in outpatient settings, including pain medication.16

This means that Medicare beneficiaries must either pay for
their own pain medication or receive it through a more
expensive modality or in a more expensive setting.

Another overarching problem with Medicare is the limi-
tations of its payment for physicians’ services for pain
management. Medicare pays for physicians’ services based
on its resource-based relative value scale (RBRVS).17 A phy-
sician cannot bill for a service unless that service corre-
sponds to a Current Procedure Terminology (CPT) code
recognized in RBRVS. If a physician’s service does not in-
volve a procedure otherwise assigned a CPT code, the phy-
sician must use the CPT evaluation and management (E
and M) or consultation codes to bill Medicare. The level at
which physicians can bill for E and M and consultation
CPT codes, however, is closely related to the amount of
time they spend face-to-face with patients in outpatient
settings or at the bedside or on the floor in inpatient set-
tings.18 CPT Codes 99358 and 99359, which cover pro-
longed service without patient contact, are not covered by
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Medicare. The only opportunity physicians have for bill-
ing for service time not involving face-to-face patient con-
tact is the care management codes for hospice and home
health patients, CPT Codes 99374 through 99378. These
codes can only be billed once a month, however, and only
then for management of hospice or home health care.

These coding rules create particular problems for phy-
sicians who practice pain management. Pain management
tends to be heavily cognitive. For every hour that a physi-
cian spends face-to-face with a patient, he/she may spend
several hours reviewing records of previous treatment and
several more hours devising and writing a care plan re-
port.19 Medicare does not adequately compensate doctors
for this preservice and postservice time, and thus deters
adequate treatment.20

As noted, Medicare only covers pain management ser-
vices in certain specific settings. Each of the settings in
which Medicare will cover pain medication has its atten-
dant opportunities and limitations. These include the fol-
lowing: injections; infusion pumps and electrical stimula-
tion; hospital services; SNF services; hospice benefit ser-
vices; and Medicare managed care.

Injections
Medicare Part B covers drugs administered by a physician
incident to the physician’s professional services.21 The drugs
must be of a type that cannot be self-administered and that
is commonly furnished in a physician’s office or clinic with-
out charge or included in a physician’s bill.22 Ordinarily,
this means that the drug must be injected. Injected medica-
tion is not covered, however, if standard medical practice
indicates oral administration.23

The Medicare statute seems intended to discourage
doctors from providing medication injections. Injections
cannot be billed separately to Medicare unless no other
physician fee schedule service is billed at the same time.24

Moreover, payment for postoperative pain control medi-
cation may be included in the global fee paid for the sur-
gery and thus may not be separately billable.25 A doctor
also can only be reimbursed for 95 percent of the whole-
sale price of a drug he/she provides.26 For some pain pa-
tients, however, injections that their doctors are willing to
provide are the only available relief that will be covered by
Medicare.

Infusion pumps and electrical stimulation
Medicare covers some of the technologies used for pain
management. Medicare covers external and internal infu-
sion pumps used to deliver pain medication, and the pain
medication provided through them.27 Infusion pumps are
covered under Medicare’s Part B durable medical equip-
ment (DME) benefit.28 External infusion pumps are only

covered by the DME benefit under limited circumstances,
but these include morphine infusion via an external infu-
sion pump when necessitated by intractable pain caused by
cancer, both in inpatient and in outpatient settings, includ-
ing hospice.29 The morphine necessary for the use of the
infusion pump is also covered if reasonable and necessary.30

Medicare also covers implantable infusion pumps to
administer opioids intrathecally or epidurally for treating
“severe chronic intractable pain of malignant or nonmalig-
nant origin.”31 To be eligible, patients (1) must be expected
to live for at least three months; (2) must have proven
unresponsive to less invasive medical therapy, such as sys-
temic opioids, and (3) must have completed a preliminary
trial of intraspinal opioid drug administration with accept-
able pain relief, acceptable side-effects, and patient accep-
tance.32 Again, necessary drugs for infusion are also cov-
ered.33 Infusion therapy is normally managed by a home
health provider.34 In cases where infusion pumps are cov-
ered, therefore, but less expensive and invasive therapies
may also be effective, Medicare incurs additional expense
because it must pay both for the pump and for the profes-
sional (usually home health care) staff to maintain it.

Medicare will cover electrical nerve stimulation under
some circumstances.35 Transcutaneous electrical nerve
stimulators (TENS) units are covered under Medicare for
acute postoperative pain as hospital supplies or supplies
incident to a physician’s services.36 They are also covered
for chronic intractable pain under the DME benefit.37 Im-
planted electrical nerve stimulators are covered, but only
as a last resort, after other modalities have failed and the
patient has been evaluated by a multidisciplinary team.38

Medicare presumes that patients can be trained to use stimu-
lators, hence it does not cover electrical nerve stimulation
provided by physicians or physical therapists in an office
or clinic on an ongoing basis.39

Hospital services
The hospital benefit is arguably the most basic Medicare
benefit. Part A covers inpatient hospital care for up to ninety
days for any “spell of illness,” plus up to sixty “lifetime
reserve” days available on a one-time basis.40 Because about
one-quarter of all persons between ages sixty-five and sev-
enty-four and almost one-half of all persons over seventy-
five are hospitalized each year,41 and about one-half of all
deaths occur in hospital, a great deal of pain is treated
under the Medicare hospital benefit.

Medicare hospital coverage includes the provision of
drugs and biologicals.42 Under the Medicare regulations,
drugs are only covered if (1) they represent a cost to the
hospital, (2) they are ordinarily furnished for the care of
inpatients, and (3) they are furnished to an inpatient for
care within the hospital.43

A hospital stay solely for the purpose of administering
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a drug is not covered by Medicare.44 Medicare will, how-
ever, cover inpatient hospitalization for pain rehabilitation
where hospitalization is reasonable and necessary, the
patient’s condition is attributable to a physical cause, usual
methods of treatment have not been successful in alleviat-
ing pain, and the pain has resulted in a significant loss of
ability to function independently.45 Medicare also covers
outpatient treatment necessary for pain. The new hospital
outpatient prospective payment scheme will have a special
payment category for nerve blocks.

Medicare-participating hospitals must be accredited by
the Joint Commission on Accreditation of Healthcare Or-
ganizations (JCAHO), unless they are independently certi-
fied for Medicare participation.46 JCAHO requires that
hospitals address care at the end of life, including “manag-
ing pain aggressively and effectively.”47 Most Medicare
participating hospitals should be addressing pain manage-
ment under this requirement.

Though the Medicare hospital benefit facilitates the
provision of pain relief services to Medicare beneficiaries,
it has serious drawbacks. In part because of diagnostic-
related group (DRG) reimbursement, hospital lengths of
stay are very short. For instance, the average length of stay
in 1995 for persons with malignant neoplasms, age sixty-
five to seventy-four, was 7.3 days.48 Issues of pain can only
be addressed in the most transitory way during these short
stays. Hospitals that keep patients for longer periods of
time, however, begin to lose money dramatically. Medicare
has introduced a new ICD-9 Code for palliative care, but, at
this point, is only using it to test the feasibility of a special
DRG reimbursement category for palliative care.49 Until
hospitals are compensated adequately for the costs of pallia-
tive care, they are unlikely to focus on pain management.

SNF services
Medicare Part A covers pain medication through the SNF
benefit. Medicare covers up to 100 days per spell of illness
of posthospital extended care for beneficiaries in a SNF.50

Medicare covers the cost of drugs and biologicals provided
to Medicare beneficiaries resident within the facility.51

The Medicare SNF benefit, again, plays a limited role
in providing pain relief. The SNF benefit is intended as an
extended care benefit, supplementing hospital care for acute
episodes. It is ordinarily available only if the resident has
been hospitalized for at least three days within the thirty
days preceding admission.52 The average length of SNF
Medicare coverage per admission is quite short, 27.4 days.53

The articulated goal of SNF services under Medicare
is to “attain or maintain the highest practicable physical,
mental, and psychosocial well-being for each resident,” and
each resident must have a plan of care to this end.54 Al-
though Medicare criteria governing the need for skilled
services recognize that not every SNF resident has “resto-

ration potential”—for example, that “terminal cancer pa-
tients may need some ... skilled services”55—the orienta-
tion of the SNF benefit, the SNF participation requirements,
and the SNF survey process are geared toward restorative
rather than palliative care. This regulatory neglect of pain
within SNFs is, not surprisingly, reflected in poor perfor-
mance of nursing facilities in pain management.56

Regulations governing the SNF survey process in par-
ticular pay little attention to pain management.57 The Health
Care Financing Administration’s (HCFA) survey procedure
guidelines, for example, lists sixteen issues on which sur-
veyors are supposed to focus in assessing the extent to which
the physical, emotional, psychosocial, or spiritual needs of
residents are being met, but pain management is not on
that list.58 Pain management is not even listed among the
141 issues of concern that a surveyor can check on the
observation/interview worksheet provided on HCFA’s SNF
inspection form.59 Nor is pain mentioned in HCFA’s care
guidelines for SNF inspections, which come to 136 pages
in the Code of Federal Regulations—not even under the
section dealing with observation of terminally ill residents.60

Pain is beginning to appear in subregulatory guide-
lines and manual provisions related to the SNF survey pro-
cess and certification. One of the items that facilities must
report on a HCFA resident census form is the number of
patients in pain management programs.61 Surveyors are
supposed to identify hospice patients and interview them
in the survey process.62 Pain is also addressed incidentally
in the process of reviewing other care issues.63 Though
HCFA is interested in addressing pain more expressly in its
guidelines and protocols, pain is still largely ignored in the
survey process.

Pain is noted in the SNF patient assessment process
and in the most recent iteration of the minimum data set
(MDS). MDS is a computer-reported resident assessment
tool, which since 1995 has tracked, among other factors,
pain symptoms, frequency, and site. Final rules for resi-
dent assessment in long-term care facilities, published on
December 23, 1997, in the Federal Register, require resident
assessment based on MDS.64 Though the regulation does
not list pain as one of the eighteen items that states must
consider in resident assessment instruments or as one of the
eighteen items that states must address through resident
assessment protocols (RAPs), pain is discussed in the pre-
amble of the regulation. Specifically, the preamble, in the
context of discussing comments on the proposed regulations,
notes the pain items in MDS and suggests that these items
might be considered in evaluating special populations.65

Most important, the preamble seems to acknowledge
the inappropriateness of the rehabilitation-oriented “ag-
gressive work-up to determine causal factors” that con-
tribute to lack of functioning (which is normally required
for SNF residents) for SNF hospice patients receiving pal-
liative care.66 The preamble encourages states to focus on
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RAPs appropriate for the special needs of hospice patients,
that is, to focus on increasing residents’ comfort level and
on helping patients to die with dignity.67 It also recognizes
that more work needs to be done to devise appropriate
regulatory tools for addressing the needs of hospice pa-
tients in SNFs.68 In the end, however, HCFA’s regulatory
scheme for nursing facilities under Medicare and Medi-
caid still largely ignores pain management. Nursing facili-
ties, which are largely financed by Medicaid and to an in-
creasing degree by Medicare, have, therefore, faced few
regulatory incentives to improve pain management, or even
to attend to pain. This may be changing, but further change
needs to be encouraged.

Because the Medicare SNF and hospice benefits are
mutually exclusive, Medicare hospice services cannot be
provided to Medicare beneficiaries in SNFs while they are
under the SNF benefit. Thus, some Medicare SNFs have a
financial incentive, in some instances, to hold onto patients
who might appropriately be referred to hospices. That is,
not only does Medicare not provide incentives for adequate
pain management in SNFs, but it also provides disincen-
tives for SNF referral of residents to hospices, where their
needs could be more adequately met.

Hospice benefit services
The Medicare hospice benefit is the primary Medicare pain
management benefit, at least for the terminally ill. The
benefit was created in 1983, in part to save money for the
Medicare program by moving beneficiaries requiring end-
of-life care out of more expensive treatment settings.69 It
has been estimated that about 77 percent of hospice pa-
tients are covered by Medicare nationally.70 Though the
Medicare hospice benefit has made hospice services avail-
able to many who might not otherwise have obtained them,
it has also made hospices heavily dependent on Medicare
and subservient to Medicare requirements.

Because the hospice benefit was designed to reduce
costs, eligibility has always been strictly limited, specifi-
cally to Medicare beneficiaries who are “terminally ill.”71

Medicare considers a beneficiary to be terminally ill if the
beneficiary’s attending physician certifies that the benefi-
ciary has a life expectancy of six months or less.72 A benefi-
ciary who elects hospice care must waive his/her right to
Medicare coverage of any other treatment of the terminal
condition (other than physician’s services), though the ben-
eficiary may subsequently revoke the waiver and leave
hospice care.73 Hospices are paid on a per diem rate, based
on four different payment levels, subject to a cap in all
cases.74 Though the Medicare hospice and SNF benefits
are mutually exclusive, hospices do provide services to
dually eligible (Medicare and Medicaid) beneficiaries re-
ceiving Medicaid-funded nursing facility care.75

For a number of years after its introduction, the Medi-

care hospice benefit was fiscally insignificant. In 1986, the
program paid out $77 million.76 In recent years, however,
the program has grown rapidly. During 1995, program
expenditures reached $1.85 billion, a 36 percent increase
from the preceding year.77 The program has begun to at-
tract more attention from government, including attention
from the Department of Health and Human Services Of-
fice of Inspector General (OIG), which polices fraud and
abuse.78

The hospice program was significantly revised by the
Balanced Budget Act of 1997 (BBA),79 which addressed
many problems that affected the hospice program, but dif-
ficulties remain. Perhaps the most important is the short
and rapidly declining length of hospice stays. Although the
hospice benefit is available to persons in their last six months
of life, most patients remain in hospices for a much shorter
time. A study using 1990 Medicare claims data found that
the median hospice patient survived thirty-six days after
enrollment in a hospice.80 The study found that 28.5 per-
cent of patients died within two weeks after entering hos-
pice.81 A more recent, as yet unpublished, study has found
a decline in median length of stay, using 1995 data, to
twenty-nine days.82 One hospice director asserted that, in
the last quarter of 1996, the median length of stay had
declined to twenty-one days.83

A number of factors may contribute to the declining
length of stay.84 One, as discussed below, is the increased
pressure being placed on doctors both through regulation
and enforcement to refrain from referring patients to hos-
pices until death is almost certain. A second is Medicare
DRG hospital reimbursement, which both discourages
hospitals from admitting patients until their condition is
grave and encourages hospitals to discharge patients as
rapidly as possible, making it tempting for discharge plan-
ners to make a quick home health referral rather than a
more time-consuming hospice referral.85 A third might be
changing trajectories of dying, brought on by new treat-
ments that often permit patients to remain in the commu-
nity with symptoms controlled for a much longer time than
previously, followed by a precipitous death when the treat-
ments finally fail.86 A final reason, also discussed below,
may be the reluctance of other Medicare providers, such
as SNFs or home health agencies, to refer patients to hos-
pices until the patient is in the last stages of dying because
of the exclusivity of the hospice benefit.

Whatever the cause of the decline, its implications for
hospices are very serious. Hospices are paid on a per diem
basis, but most of their expenses are incurred during the
first week of care—when the plan of care is being esta-
blished and resources are marshalled for the patient—and
the final week—when death is being managed.87 Hospices
can survive because their income may be greater than their
costs in the intervening weeks. If there are no intervening
weeks, however, hospices face serious financial problems.
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As noted above, one reason why patients come to hos-
pices late in the dying process is the Medicare requirement
that a physician must certify that a patient has only six
months to live before the patient can receive the hospice
benefit. The “death sentence” requirement imposes an im-
mediate barrier to hospice entry because it requires that
before the patient can receive hospice benefits—and the
pain management hospice affords—(1) the patient must
come to terms with his/her own mortality and (2) the treating
doctor must essentially admit defeat in curing the patient.88

The Medicare requirement that patients waive curative treat-
ment for their terminal condition reinforces the relinquish-
ment of hope that the certification requirement documents.

As hospices increasingly move beyond simply caring
for cancer patients, and take on patients with other diag-
noses, and as new treatments for cancer emerge, predic-
tion of death trajectories becomes more difficult.89 A par-
ticular problem arises when physician certifications for
patients who did not die as early as predicted are reviewed
retroactively by investigative agencies.90 Prognoses are al-
ways easier to make retrospectively. Reviews are especially
problematic for noncancer hospice patients, where certifi-
cation standards have only recently been clarified.91 When
earlier physician certifications are reviewed under recently
promulgated standards, documentation deficiencies may
be found which could be interpreted by a reviewer as dem-
onstrating an inappropriate referral.92 With the encourage-
ment of OIG, fiscal intermediaries have become more ag-
gressive in retrospectively reviewing hospice certifications.93

This review may be deterring doctors from making appro-
priate referrals to hospices, because no doctor wants trouble
with OIG.

Hospices are also facing increasing problems in func-
tioning within Medicare payment rates. Hospices are re-
sponsible for all costs related to terminal illnesses and
must cover them within their Medicare per diem rate. It is
not always clear, however, whether costs are related to a
terminal illness. Hospices are clearly responsible for the
costs of opioids required by a dually eligible Medicaid pa-
tient for pain management; but Medicaid should have to
pay independently for that patient’s insulin if the patient is
a diabetic, because the diabetes is unrelated to the patient’s
terminal condition and insulin is not palliative care.94 Some
Medicaid DUR programs, however, have reportedly taken
the position that hospices must pay for all medications
hospice patients receive.95 Hospices are also arguably re-
sponsible for the costs of chemotherapy for cancer or im-
munosuppressive medication for AIDS therapy, which re-
lieve the pain and other symptoms caused by incurable
conditions. Antiretroviral therapy medication for AIDS
therapy can cost more than $10,000 a year, however.96 The
ever-increasing costs of these therapies severely taxes the
ability of hospices to deliver care within the per diem rates
granted by Medicare.

Another area of concern is coordination between hos-
pice and other Medicare or Medicaid providers. Though a
patient receiving the Medicare hospice benefit is not eli-
gible for the Medicare SNF benefit, dually eligible Medi-
care and Medicaid recipients may receive the Medicare
hospice benefit and Medicaid payment for their nursing
facility care.97 The state Medicaid agency must pay the
hospice at least 95 percent of the rate the agency would
pay for nursing facility services, and the hospice in turn
must contract to pay the nursing facility for board and care
services.98 Many hospices, however, pay nursing facilities
at least 100 percent of the Medicaid rate the facility would
otherwise get from the state, with the difference coming
from the hospice.99 Over 17 percent of Medicare hospice
patients lived in a SNF in 1995, and many of them were
dually eligible.100

The hospice/nursing facility benefit has met with in-
creasing suspicion in recent years. In 1997 and 1998, OIG
issued two reports examining the hospice/nursing facility
benefit and a fraud alert, suggesting that the benefit is re-
sulting in excess payments, duplicative coverage of services,
underservice by each provider, and inappropriate refer-
rals.101 Further clarification of responsibilities, at the very
least, seems necessary.

Coordination between Medicare managed care and
hospices is problematic as well. When a Medicare benefi-
ciary enrolled in managed care elects hospice, the bene-
ficiary’s managed care enrollment ceases. The attending
physician with the MCO can still treat the patient and the
MCO can provide services unrelated to the terminal con-
dition; but the MCO must now bill Medicare on a fee-for-
service (FFS) basis.102 Although many MCOs are quite will-
ing to refer to hospices dying patients, whose care is usu-
ally very expensive, MCOs in some parts of the United
States where Medicare rates are very favorable, as well as
MCOs that do not understand the hospice benefit, are re-
luctant to refer patients.103

Hospices must meet Medicare certification require-
ments, and must be audited by the states to assure compli-
ance with these requirements. States also audit hospices to
assure compliance with licensure requirements.104 Few states
have sufficient hospices, however, to maintain a substan-
tial hospice certification or licensure program. Many rely
on nursing facility surveyors.105 These surveyors may not,
however, understand sufficiently well the philosophy and
practices of hospices, or even the nature of prescribing
medications in hospices. Not only can this result in misun-
derstandings in the survey process, but it also deprives hos-
pices of the guidance that knowledgeable surveyors might
bring to them.

Medicare managed care
Over 18 percent of Medicare beneficiaries are currently
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enrolled in Medicare managed care.106 The BBA created
Medicare Part C, which is intended to increase dramati-
cally enrollment in Medicare managed care. Under both
the traditional Medicare risk-sharing health maintenance
organizations (HMOs) and competitive medical plan ben-
efit, and the new Part C benefit, contracting MCOs are
responsible for providing their members with services be-
yond those that Medicare covers on the FFS side, to the
extent that the payment the organization receives from
Medicare exceeds the cost of Medicare-covered services.107

This provision requires that economies achieved by Medi-
care MCOs be passed on to beneficiaries. Among the addi-
tional services that Medicare MCOs may offer are cover-
age of prescription drugs and biologicals.108

Coverage of prescription drugs (including oral pain
medication) is one of the most popular benefits offered by
Medicare managed care. In December 1998, 226 of the
338 risk-based Medicare plans reported that their benefits
covered outpatient drugs.109 If Medicare managed care ex-
pands, therefore, it is likely that more Medicare beneficia-
ries will have their pain medication covered. Although this
is generally a positive factor, grounds for concern arise here.

First, MCOs generally have been more aggressive in
managing pharmaceutical benefits than public programs
have been.110 Insofar as MCOs have experience with pain
management, it might well be with a younger population
and with musculoskeletal pain, where pain management
approaches are quite different. Some education and adjust-
ment, and perhaps ultimately regulation, may be necessary
to assure adequate protection for the elderly, as the current
HCFA regulations leave MCOs considerable discretion to
“determine the level and scope” of this benefit.111 There is
also concern that, as MCO payment rates are tightened
under the payment methodology of the BBA, MCOs may
begin dropping the drug benefit. Moreover, insofar as
Medicare policy-makers are primarily focused on the task
of moving Medicare beneficiaries into managed care, they
may slight the problems of the vast majority of beneficia-
ries left behind in FFS Medicare, who currently do not
have adequate access to pain medication.

Recommendations
First, Medicare Part B should be expanded to cover oral
outpatient pain medication.112 Part B has been expanded to
cover other medications, including oral anticancer chemo-
therapeutic agents and antiemetics used as part of a che-
motherapy regime, prescription drugs for immunosuppres-
sive therapy for organ transplant recipients, and erythro-
poietin for dialysis patients.113 Oral pain medications are
relatively inexpensive compared with many of these medi-
cations, and are just as necessary for those for whom they
are indicated.

Second, E and M and care planning CPT codes used

under RBRVS physician reimbursement should be reviewed
and revised as necessary to assure that they adequately re-
flect the resource use necessary for pain management.

Third, adequacy of pain management should be added
as a factor explicitly considered in SNF survey and certifi-
cation requirements. Medicare SNF participation require-
ments should be amended to recognize that pain manage-
ment is as important as restoration of function for patients
with intractable pain. As nursing facility prospective pay-
ment systems are implemented, attention should be paid
to providing adequate payment for pain management.

Fourth, hospice eligibility should be based on the need
for palliative care, regardless of expected survival time.
Patients in intractable pain suffering from incurable condi-
tions should be able to elect hospice services (including
pain management), even though it cannot be predicted with
certainty that they will die within six months. This may
increase costs, but may be necessary to keep the hospice
benefit viable.

Fifth, oral anticancer chemotherapeutic agents should
be covered by Medicare Part B for hospice patients when
needed for palliative care. As noted, oral anticancer che-
motherapeutic agents are normally covered by Medicare
Part B. Hospice patients, however, must generally waive
Medicare coverage for treatment of their terminal illness.
When hospice patients require anticancer treatment for
symptom control not for curative reasons, the oral anti-
cancer agents must currently be paid for by the hospice
from its per diem rate. These medications are very expen-
sive, and strain hospice resources.

Medicaid
Medicaid is a joint federal-state program that pays for health
care for the poor. Although most Medicaid recipients (about
70%) are children and their parents, most Medicaid ex-
penditures are for the elderly (30.4%) and disabled
(41.1.%).114 Many elderly persons who are dually eligible
for Medicare and Medicaid receive prescription drug bene-
fits through Medicaid. Many disabled persons who have
not yet been disabled for two years or who otherwise do
not meet Medicare eligibility requirements also receive
Medicaid benefits. Many poor persons in pain, therefore,
depend heavily on Medicaid for payment for pain relief.

Medicaid programs must cover inpatient and outpa-
tient hospital care, nursing facility care, and physicians’
services.115 Although the state and territorial Medicaid pro-
grams are not required by federal law to cover prescription
drug services, all in fact do.116 Twenty-eight programs also
cover hospice services.117 Medicaid programs, therefore,
pay for a significant range and volume of pain relief ser-
vices. Because Medicare does not cover most outpatient
medication, the most significant Medicaid benefit with re-
spect to pain management is probably prescription drug
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coverage. I will focus, therefore, on the prescription drug
benefit.

Medicaid prescription drug coverage limitations
In 1995, prescription drugs accounted for about $9.7 bil-
lion in Medicaid vendor payments, 8.1 percent of all Med-
icaid payments.118 The role of Medicaid in financing pain
management medication cannot be overemphasized. One
of the few studies of access to pain medication by patient
payer status reported that Medicaid cancer patients received
more pain medication—and more effective pain medica-
tion—than did patients covered by any other type of
payer.119

There are, however, important limits to Medicaid cov-
erage of pain medication. Prescription pain medication is,
in most instances, included in Medicaid drug coverage. In
fact, ten states cover aspirin, acetaminophen, or other speci-
fied OTC drugs when prescribed by a physician.120 Many
states, however, place limits on prescription drug coverage
that affect pain management. For example, federal law
permits state Medicaid programs to impose nominal cost-
sharing requirements on Medicaid recipients, as long as
children, pregnant women, patients in hospitals or resi-
dents in nursing facilities, emergency services, HMO ser-
vices, hospice services and family planning services are
excepted.121 Twenty-seven states currently impose copay-
ments on prescriptions, ranging from $.50 to $3.00 per
prescription.122 Most states charge variable copays, with
lower copays for less expensive drugs or generics and higher
copays for more expensive or brand-name drugs.123

The Medicaid statute also permits states to limit the
minimum or maximum quantities per prescription or the
maximum number of refills to discourage waste.124 About
half of the states impose limits on the amount of drugs that
can be dispensed under one prescription (usually a thirty-
or thirty-four-day supply or 100 units) and/or on the num-
ber of refills per prescription (usually five in six months).125

More significant, eight states limit the number of prescrip-
tions or refills a recipient may obtain in one month (be-
tween three and seven), while a few others limit the num-
ber of dispensing fees that a pharmacist may receive in a
month for filling a particular recipient’s prescriptions.126

Given that pain management patients often require fre-
quent dosages of medication (sometimes thirty to fifty pills
a day), these limitations may become a real barrier to ad-
equate treatment.127 In most states, quantity limits can be
exceeded with prior authorization, but this still poses a
deterrent to adequate pain management.

A number of studies have examined the impact of state
Medicaid drug reimbursement policies on Medicaid recipi-
ents.128 One looked at the effect of New Hampshire’s im-
posing a limit of three paid prescriptions per month on
Medicaid recipients, which was replaced a year later by a

$1.00 per prescription copayment.129 The study found that
prescriptions filled for multiple drug users (with three or
more prescriptions per month) dropped from 5.2 per month
before the cap to 2.8 during the eleven-month cap period,
climbing back to 4.7 when the copayment was introduced.130

The use of prescription analgesics declined 31 percent from
28.3 to 17.5 prescriptions per hundred patients per month
after the introduction of the cap.131

Attempts to limit Medicaid coverage of prescriptions,
including pain medication, through the use of caps in par-
ticular is likely to have an adverse effect on pain manage-
ment. Studies have also shown that copayments of as little
as $1.00 per prescription have led to 5 to 10 percent de-
clines in drug use, including essential as well as nonessen-
tial drugs.132

Medicaid prescription drug use control programs
Medicaid prescription drug coverage is also subject to ad-
ministrative controls. These grow, by and large, out of the
Omnibus Budget Reconciliation Act of 1990 (OBRA), which
contained extensive provisions intended to control the cost
of the Medicaid prescription drug benefit, while also as-
suring more appropriate prescribing for Medicaid recipi-
ents.133 Most important for our purposes, OBRA required
states to establish prospective and retrospective DUR pro-
grams.134 These programs, which were to have been estab-
lished by January 1, 1993, are supposed to review pre-
scriptions for outpatient drugs to assure that the drugs are
appropriate, medically necessary, and not likely to cause
adverse results.135 More specifically, the program must be:

designed to educate physicians and pharmacists to
identify and reduce the frequency of patterns of fraud,
abuse, gross overuse, or inappropriate or medically
unnecessary care, among physicians, pharmacists and
patients, or associated with specific drugs or groups
of drugs, as well as potential and actual severe ad-
verse reactions to drugs including education on thera-
peutic appropriateness, overutilization and under-
utilization, appropriate use of generic products, thera-
peutic duplication, drug-disease contraindications,
drug-drug interactions, incorrect drug dosage or du-
ration of drug treatment, drug-allergy interactions,
and clinical abuse/misuse.136

DUR programs must cover all outpatient prescribing and
may cover drugs dispensed in nursing facilities as well.137

Where DUR programs identify problems in prescribing,
they are authorized to issue written, oral, or electronic re-
minder notices; to initiate face-to-face discussions with
providers; or to initiate intensified review or monitoring.138

When necessary, DUR programs also refer providers or
recipients to state surveillance and utilization review (SUR)



298

Volume 26:4, Winter 1998

programs for further investigation, including possible fraud
and abuse investigations.139

The Medicaid DUR program has the potential to play
a key role in encouraging and discouraging proper pain
management prescribing. On the one hand, state programs
that take seriously their mission in drug use education can
have a significant impact on increasing physician knowl-
edge about appropriate prescribing for pain management.
A central mission of DUR programs is, in fact, education
regarding therapeutic appropriateness and underutilization.
On the other hand, if DUR programs routinely generate
warning notices to doctors who prescribe higher than av-
erage volumes of controlled substances without adequately
considering the circumstances under which the drugs are
prescribed, DUR may intimidate legitimate prescribers and
discourage appropriate pain management.

Because of the potential impact of Medicaid DUR pro-
grams on pain management prescribing, Leonard Tomlin,
Sheryl Ingram, and I surveyed state Medicaid DUR pro-
grams with respect to their policies and practices.140 Twenty-
seven states completed and returned the forms, including
states from all regions of the United States. Of the states
surveyed, twenty-one conducted both prospective and retro-
spective DUR; six conducted only retrospective. Twenty-
three of the DUR programs reviewed drugs dispensed to
nursing facility residents.

Ten of the twenty-one programs that conducted pro-
spective DUR stated that they had developed standards
and criteria specifically for prospective review of pain
management prescribing.141 Twelve of the twenty-seven
states stated that they had standards and criteria that spe-
cifically addressed retrospective review of pain manage-
ment prescribing. Several of the states that responded nega-
tively to the question of whether they had standards or
criteria addressing pain relief, however, noted that their
DUR contractors applied their own criteria or guidelines.

Very few states described or provided copies of their
criteria. Those that we received dealt, predictably, with
multiple prescriptions or doctors, drug-drug interactions,
multiple dosages, and side-effects. These criteria appeared
reasonable on the surface. However, not all DUR programs
have reasonable criteria. A doctor whose prescribing had
been challenged by a DUR program that did not respond
to our survey sent us a copy of that DUR program’s nar-
cotics overutilization criteria, which deemed prescribing
of more than one dose of opioids per day for a patient as
overutilization. This level of surveillance seems inappro-
priate.

A major focus of our study was to determine which
interventions state DUR programs pursued when they iden-
tified either inappropriate or potentially abusive prescrib-
ing of pain management medication.142 The DUR programs
were first queried about what interventions they use to
address these issues. The intervention used by the most

prospective utilization review programs both for inappro-
priate and abusive prescribing was an electronic notifica-
tion to the dispensing pharmacist.143 The second most com-
mon was notification of denial of Medicaid payment for
the prescription, subject to an override by the pharmacist.144

Other interventions pursued included denial of Medicaid
coverage, written or oral notification to the prescribing
physician or dispensing pharmacist, or referral to the SUR
program.

With respect to retrospective utilization review, the
intervention used by most programs for both inappropri-
ate and abusive prescribing was a written notification to
the prescribing physician;145 the second most common a
written notification to the dispensing pharmacist.146 In situ-
ations of suspected abuse, about half of the states identi-
fied as a possible intervention locking the patient into a
particular physician147 or a particular pharmacist.148 Several
of these programs noted that the lock-in would have to be
effected through the SUR program.

The states were also queried as to the number of inter-
ventions they had undertaken with respect to pain medica-
tion prescribing. The vast majority of interventions con-
sisted of written or electronic reminder to pharmacists or
physicians. Ten DUR programs generated more than 100
notices to physicians regarding pain management prescrib-
ing in 1996, and two sent out more than 1,000. Twelve
DUR programs sent more than 100 notices to pharmacists
regarding pain management in 1996, and six more than
1,000.

Several programs provided sample letters sent to pre-
scribers. These, on the whole, were similar. They seem in-
tended to be nonthreatening, asserting that the purpose of
the communication is to provide information and to assist
the prescriber rather than to challenge prescribing prac-
tices. Some letters were less tactful, though none seemed
particularly offensive.  Where there is a concern that pa-
tients are using multiple pharmacies or physicians, pre-
scribers are often sent recipient drug utilization profiles.
Letters also often contain side-effect or interaction infor-
mation with respect to particular drugs. The most elabo-
rate sample letter provided was sent by one DUR program
to doctors who used opioids in combination and for a con-
siderable period of time for treating noncancer pain. It
contained a summary of AHCPR guidelines on treatment
of chronic pain; a summary of a consensus statement from
the American Academy of Pain Medicine and the Ameri-
can Pain Society on opioid prescribing, and sample Patient
Selection and Evaluation and Pain Assessment forms, in-
cluding a contract to be signed by the patient. It was an
impressive attempt at education.

Notice letters always invited responses from the pro-
viders to whom they were addressed. The articulated pur-
pose of the request for response was normally to improve
DUR criteria or otherwise to adjust the program. The re-
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sponse forms provided by some programs seemed genu-
inely oriented toward ascertaining whether information was
useful to the provider. On the other hand, some notice
letters seemed to demand rather than request a response,
and some requested providers to specify the actions that
they have taken in response to the notice. A doctor other-
wise skittish about pain management prescribing may well
find a DUR written notice to be threatening, but the samples
we received did not seem on their face to be easily inter-
preted as threats.

Interventions other than written or electronic notices
were far less common. Only eight programs had had face-
to-face discussions regarding prescribing of pain medica-
tion with physicians in 1996, and all had had fewer than
twenty such discussions. Nine programs had had face-to-
face discussions regarding pain management prescribing
with pharmacists in 1996, and all but two had had fewer
than twenty.149 Ten programs had had some physicians under
intensified review regarding pain management prescribing
at some point during 1996, seven of these in fewer than
twenty instances.150

A number of the programs had also referred physi-
cians, pharmacists, or patients to SUR programs, Medi-
caid Fraud Control Units (MFCUs), or licensure boards
for pain medication prescribing, dispensing, or use. In 1996,
twelve of the twenty-seven programs had referred physi-
cians to SUR units, ten to MFCUs, and eight to licensure
boards. In all instances, fewer than twenty referrals of phy-
sicians were made, except that two programs referred more
than twenty physicians to SUR units. In the same year,
nine had referred pharmacists for pain medication dispen-
sing to SUR units, seven to MFCUs, and five to licensure
boards. In every instance, fewer than twenty had been re-
ferred. The group receiving the greatest number of refer-
rals for potential abuse of pain medication was patients,
that is, Medicaid recipients. Nineteen states had referred
patients to SUR units and eight to MFCUs for pain medi-
cation abuse. Six programs had referred more than twenty
to SUR units and one more than fifty. Two programs had
referred between twenty and fifty patients to MFCUs.

Several reporting DUR units seemed aware of and/or
sensitive to concerns regarding pain management.151 Seven
reported either excluding from review or otherwise treat-
ing specially cases involving the prescribing of pain medi-
cation for conditions with intractable pain, such as cancer
or AIDS. This usually involved suppressing DUR messages
regarding the chronicity, dosage, or duration of prescrib-
ing of controlled substances for cancer patients. A couple
of other states mentioned that they were unable to do this
because they lacked sufficient diagnostic information to
identify such patients, suggesting that they had considered
this measure.152

DUR programs are required by federal law to provide
educational programs to “educate practitioners on com-

mon drug therapy problems with the aim of improving
prescribing and dispensing practices.”153 Three of the sur-
veyed programs had conducted special studies of prescrib-
ing pain medication. Twelve reported sponsoring educa-
tional outreach programs or providing informational ma-
terial regarding appropriate pain management prescrib-
ing.154 Several supplied us with educational materials they
had generated or information on studies they had con-
ducted. Three states sent program newsletters addressing
pain management prescribing. Two of these articles included
pain management guidelines. One noted the possibility of
underprescribing pain medication. DUR programs should
play a more active role in educating providers with respect
to undertreatment of pain. To the extent that providers
fear, rightly or wrongly, that aggressive pain management
prescribing will get them in trouble with the DUR pro-
gram, DUR’s emphasis on the risks of underprescribing in
educational programs, newsletters, or informational mail-
ings could serve as a healthy antidote.

In sum, it is possible that DUR program interventions
may be discouraging aggressive pain management in some
cases. Although reducing DUR scrutiny of pain manage-
ment could permit abusive prescribing, current levels of
scrutiny risk encouraging underprescribing for pain. DUR
programs should become more sophisticated in detecting
and protecting appropriate pain management, and in edu-
cating prescribers about the need for adequate pain man-
agement.

Medicaid managed care
Enrollment in Medicaid managed care programs jumped
37 percent, from 9.8 million recipients in 1995 to 13.3
million in 1996. Currently, 40 percent of all Medicaid re-
cipients are in managed care.155 Although the greatest and
fastest movement to managed care involves programs for
families and children, state Medicaid programs are also
beginning to move their disabled and elderly populations
into managed care systems.156 The BBA generally encour-
ages this move.157

Little information is currently available concerning how
pain management is being addressed by Medicaid man-
aged care. A recent study of Medicaid managed care con-
tracts found that thirty of the thirty-seven general Medic-
aid managed care contracts or requests for purchase stud-
ied required “pharmacy” or “prescription drug” coverage.158

Most state contracts do not set out specific limitations or
exclusions in their contracts for prescription drug cover-
age, though some limit coverage to “medically necessary”
drugs, and others address the use of mail order pharmacy.159

There is no evidence that access to prescription drug cover-
age is either expanding or contracting under managed care.

One particular concern here may be the approach that
Medicaid managed care plans take to DUR. Medicaid
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managed care plans generally use their own pharmaceuti-
cal benefits management policies and procedures in lieu of
the state DUR program.160 Some speculate that these pro-
grams may be more rigorous than the DUR programs have
been in controlling access to prescription drugs for Medic-
aid recipients.161 If this turns out to be true, the result could
be more undertreated pain.

Medicaid nursing facility coverage
One of the most important functions of Medicaid is to
finance nursing facility care. The Medicaid statutes require
states to cover skilled nursing benefits.162 In 1996, Medicaid
spent $37.5 billion on nursing facility care, 47.7 percent of
total national expenditures on nursing facility care, and
26.8 percent of all Medicaid expenditures.163 Many of the
1.4 million Medicaid recipients who live in nursing facili-
ties are in pain, thus the Medicaid nursing facility benefit
is critical when studying pain management financing.

Medicaid nursing facility standards are essentially
equivalent to those applied under the Medicare programs.
Indeed, the survey and certification programs are nearly
identical. Therefore, the criticisms of the Medicare nur-
sing facility benefit related above apply here, essentially
unaltered. In short, the Medicaid nursing facility survey
process and certification standards do not attend to pain
management and offer facilities little encouragement for
providing adequate pain management. Many Medicaid
nursing facility patients also receive the Medicare hospice
benefit. The issues that attend this benefit were also dis-
cussed above. Though the Medicaid nursing facility ben-
efit is useful and necessary for many persons in pain, much
work needs to go into rethinking the standards under which
this benefit is administered to make it of optimal value to
this population.

A final pervasive problem with Medicaid is the barrier
that low payment rates, payment delays, and bureaucracy
pose to Medicaid provider participation. In many states,
Medicaid pays physicians a fraction of what they make
from treating their private, or even Medicare, patients.
Delays in payments to pharmacies, exceeding 100 days in
some states, threaten program participation.164 An unde-
termined, but certainly significant, number of Medicaid
recipients probably lack adequate pain management be-
cause they cannot get access to professionals who will pro-
vide them with adequate pain management under the Medi-
caid program.

Recommendations
First, states should exclude pain management medication
from limitations imposed on the number of prescriptions
they will cover per month. Recipients in intractable pain
should also be excused from copayment obligations, as are

several other categories of recipients (children, nursing fa-
cility residents, and so forth).

Second, DUR programs should review their criteria to
assure that they are not discouraging appropriate prescrib-
ing for patients in pain. They should, if possible, avoid
sending intervention letters suggesting excessive prescrib-
ing to physicians or to pharmacists dispensing high dos-
ages of narcotics for patients diagnosed with cancer, AIDS,
or other conditions that cause intractable pain. DUR pro-
grams should become actively involved in pain manage-
ment education.

Third, Medicaid managed care contracts should be
drafted to clarify the obligations of MCOs to provide ad-
equate care for Medicaid recipients in pain, including ad-
equate pharmaceutical benefits and hospice benefits.

Fourth, Medicaid nursing facilities certification and
survey requirements should be reviewed to emphasize the
obligation of nursing facilities to provide adequate pain
management for their residents.

Fraud and abuse law
It is odd that the fraud and abuse laws should appear as a
component of a study of the influence of public health care
financing programs on pain management practices. The
fraud and abuse laws, and there are many of them, are
intended to deter and punish fraud against and abuse of
public health care financing programs.165 An important
subsidiary function of the fraud and abuse laws, however,
is to police compliance with federal and state program re-
quirements, especially with billing requirements.166 Filing
a claim for payment for a service that was not provided in
compliance with program requirements, or that was not
medically necessary, or even that did not meet acceptable
quality standards might be characterized as fraud and
abuse.167 The fraud and abuse laws, therefore, pervasively
affect every federal and state health program benefit, in-
cluding pain management. Some have perceived them as
having a particularly negative effect on pain management.

The federal and state governments have available a
host of tools for addressing fraud and abuse involving
Medicare and Medicaid, including criminal, civil, and ad-
ministrative sanctions.168 Physicians who prescribe large
quantities of controlled substances for pain relief have long
risked the attention of state and federal authorities who
enforce the narcotics control laws. Increasingly, however,
providers also worry that they could also be charged with
violating fraud and abuse laws, with all of the calamitous
consequences such charges entail.

A variety of fraud and abuse claims can in theory be
brought for inappropriate prescribing or dispensing of con-
trolled substances. In fact, in the past few years, health
care fraud and abuse claims have increasingly been joined
with controlled substance violation claims in federal crimi-
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nal prosecutions.169 Violations of the Racketeer Influenced
and Corrupt Organizations Act and mail fraud are occa-
sionally joined as well.

Pharmacists who dispense drugs and bill a federal or
state health care program for payment knowing that the
drugs are not dispensed for legitimate medical purposes
can be found liable under various federal and state statutes
prohibiting false claims and mail fraud.170 This is particu-
larly true if pharmacists dispense without a prescription or
forge prescriptions.171 Physicians who dispense medication
for illegitimate purposes and then bill a federal or state
health care program may also face false claims charges.

It is less clear on what grounds physicians can be held
liable if they issue illegitimate prescriptions filled by an-
other. In this situation, physicians are not filing a false claim
with a federal or state health care program, because the
physicians are not paid for the prescription. Arguably, they
could be liable under criminal laws prohibiting

• participating in “scheme or artifice to defraud” a
health care benefits program;172

• making a materially false statement or making or
using a “materially false writing or document know-
ing the same to contain any materially false, ficti-
tious, or fraudulent statement or entry” in a health
benefits program;173

• making a false or fraudulent statement to the fed-
eral government;174 or
• “causing” a false claim or statement of material
fact to be made in a federal or state health benefits
program.175

Physicians may also face civil liability for making a false
statement,176 or an administrative penalty for causing a false
claim to be presented.177 In sum, any physician who issues
an illegitimate prescription could be prosecuted under a
variety of federal criminal, civil, and administrative laws
either for making a false statement or for causing a subse-
quent false claim filed by a pharmacist.

A review of reported cases and of newspaper reports
of cases reveals that most physicians charged with Medi-
care or Medicaid fraud in connection with prescribing of
controlled substances are not charged for prescribing, but
for conduct related to the prescribing. The charges most
common are that:

• a physician fraudulently billed for physician visits
related to the prescriptions;178

• a physician fraudulently billed for diagnostic test-
ing related to the prescriptions;179

• a physician received a kickback related to the pre-
scriptions;180 or
• a physician permitted unlicensed persons to exam-
ine patients and billed for their services.181

In a typical case, a physician sees large number of pa-
tients, all or most of whom receive prescriptions for nar-
cotics.182 Often, the patients travel long distance to get to a
particular doctor, bypassing other doctors who provide
legitimate pain management.183 The physician bills Medi-
caid for office visits and for diagnostic tests, but there is no
evidence that the physician actually examined the patient
or that the tests given were necessary or used in any way.184

Prescriptions may be written by receptionists or other un-
trained personnel. In some cases, the physician also re-
ceives a kickback from the pharmacy or clinical labora-
tory. Some cases include additional indicia of the absence
of legitimate treatment, such as the exchange of drug pre-
scriptions for sex185 or, in one case, the provision of psy-
chotherapy for patients who were dead.186

Although it is possible that some of the reported cases
involved legitimate prescribing for pain management, it is
hard to perceive this in the facts as reported. In one case,
the physician admitted to illegitimate prescribing.187 In
others, the facts seem to point overwhelmingly against le-
gitimate prescribing, as in cases that involve drug for sex
exchanges. The few reported cases that actually involve
pain management were marginal, such as one involving a
dentist.188

To determine the extent to which doctors who pre-
scribe large quantities of opioids for pain management are
at risk for fraud prosecutions, I interviewed prosecutors
and attempted to interview potential defendants and their
attorneys. I interviewed a variety of experts, including the
heads of the MFCUs of three states who have been active
in prosecuting narcotics fraud cases, a regional adminis-
trator of the MFCU of another active state, an assistant
U.S. attorney who works with narcotics fraud cases, the
director of the national MFCU organization, an attorney
from the American Medical Association, an attorney with
OIG, two attorneys who represent physicians charged with
Medicaid fraud, and a physician who had been involved in
a Medicaid fraud investigation. I also attempted to iden-
tify other doctors who had allegedly been charged with
fraud claims.

Prosecutors uniformly asserted that they were not in-
terested in using their limited resources to pursue doctors
who were engaged in legitimate prescribing. They have
investigated cases involving the prescribing of large quan-
tities of narcotics, which were reported to them by SURs,
pharmacy boards, or the Drug Enforcement Agency on the
basis of pharmacy audits or police information. Several
said, however, that they terminated the investigations when
they found that the source of the prescriptions was a legiti-
mate pain clinic. One prosecutor said borderline cases were
referred to a medical board or peer review organization.
The prosecutors said that they would not pursue physi-
cians who keep good records and use a broad spectrum of
pain management techniques. The prosecutors uniformly
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said that they were most likely to pursue physicians if their
medical records did not document that patient visits billed
to Medicaid had actually occurred or that tests billed to
Medicaid were appropriately ordered.

One attorney had represented several physicians in
recent years in health care fraud cases based on prescribing
of controlled substances.189 He stated that cases which sev-
eral years ago would have been brought as narcotics cases
are increasingly being brought as both narcotics and health
care fraud cases. None of the cases he defended had been
brought exclusively as fraud cases. All had been brought as
criminal rather than civil or administrative fraud cases—
one had been a false statements case based on the prescrip-
tions themselves, and the remainder had been false claims
cases based on charges that services billed by the doctor
had not been provided or were unnecessary.

The attorney stated that he believed these cases were
usually initiated on the basis of information provided by
private insurers or police informants, rather than by Medi-
caid DUR. In virtually all instances, however, the doctor
was not given an opportunity to explain or discuss his pre-
scribing until law enforcement teams showed up at the
office.

Based on these interviews, one is left with the impres-
sion that the doctors who are most likely to get into trouble
are not those who specialize in pain management or who
care for terminal cancer patients, but rather those who use
opioids to treat persons with chronic nonterminal pain,
often in workers’ compensation cases, and who do not
document adequately their attempts at using alternative
treatment modalities or their consultations with pain spe-
cialists. Even though these doctors may be well meaning,
their actions are open to alternative interpretations, which
can get them into trouble with drug enforcement agencies
and, secondarily, with fraud enforcement agencies. Because
many doctors who occasionally prescribe for pain man-
agement meet this description, however, a considerable
number of doctors are exposed to fraud and abuse pros-
ecution.

The most substantial and immediate threat of health
care fraud enforcement to pain management might not be
found in the handful of criminal fraud prosecutions brought
against doctors engaged in prescribing pain medications,
but in the high level of scrutiny that OIG is applying to the
Medicare hospice program.

As noted in the discussion of the Medicare hospice
benefit, OIG has released a series of reports in recent years
based on investigations of hospices, focusing particularly
on the hospice–nursing facility relationship and on hos-
pice eligibility certifications. More significant, OIG has
recently released a fraud alert addressing hospice relation-
ships with nursing facilities.190 Fraud alerts are high profile
signals of the intention of the federal fraud oversight agen-
cies to pursue enforcement aggressively in particular areas.

They are intended to have an effect on provider conduct,
and usually do. Some of those I interviewed believe that
doctors are already being deterred from certifying patients
for hospice because of a fear that they will face fraud in-
vestigations if their patients fail to die in six months. To
the extent that this results in patients being denied pallia-
tive care, this effect is very unfortunate.

Similarly, one doctor interviewed commented that it
is, from time to time, necessary in treating patients with
complex pain problems to provide medical procedures at a
rate in excess of those recognized as appropriate under
Medicare-carrier local medical review policies. When these
aberrations show up in audits (often conducted years later),
the carrier may threaten fraud and abuse prosecutions if
the provider does not agree to drop or pay back the claims.191

As is often true with enforcement of the criminal laws,
the reality perceived by law enforcers is very different from
the reality perceived by defendants and those who fear that
they may become defendants. Law enforcers, who are
acutely aware of the scope and seriousness of health care
fraud,192 reject the suggestion that they would consume their
limited resources persecuting conscientious doctors engaged
in legitimate pain management. Doctors, on the other
hand—who have heard of a case in which federal agents
have invaded a doctor’s office with guns drawn193—be-
come nervous when they receive a routine DUR inquiry
regarding their prescribing.

Perhaps the primary need in this area is education.
Enforcement agents need to be made more aware of the
legitimate role of narcotics in pain management. They also
need, perhaps, to take a more realistic view of the diffi-
culty of predicting the course a patient’s illness after a re-
ferral to a hospice. Conversely, doctors need to understand
that inquiries from DUR or even SUR units are not the
equivalent of the filing of criminal charges, and need to be
willing to justify candidly their prescribing. Both DUR and
fraud and abuse programs deal with real problems in the
controlled substances area, and a complete hands off ap-
proach would risk real abuse. Doctors also have to be scru-
pulous in documenting their care of patients when they
prescribe controlled substances in case surveillance agen-
cies inquire. For the foreseeable future, pain management
providers and fraud and abuse enforcers are likely to have
an uncomfortable relationship as these competing needs
are reconciled.

Conclusion
We do not have a coordinated approach in the United States
to pay for health care for those who do not have private or
employment-related insurance. Rather, we have an odd and
tattered assortment of leaky umbrellas and ragged safety
nets. Not surprisingly, we do not have a coordinated ap-
proach to paying for pain relief either. Some programs cover
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some pain modalities for some recipients or beneficiaries
under some circumstances. I have identified some of the
gaps and deficiencies in the federal and state health care
programs that play the largest role in paying for pain man-
agement.

Beyond the specific limitations of these specific pro-
grams, however, larger issues exist. First, the philosophy
of our health care financing programs, like that of our
medical care system generally, is curative and rehabilita-
tive. Palliative care fits poorly into this model, and is thus
only poorly accommodated by our programs. This may be
changing, but very slowly.

Second, we are profoundly ambivalent about public
provision of health care services—anxious that someone
who is not truly qualified might receive public health care
benefits. Pain is by its nature subjective, hence it is often
hard to verify objectively. Those who receive public bene-
fits solely because of pain, therefore, are sometimes met
with suspicion. Controlled substances, moreover, also make
us very uneasy; we are leery of those who use them. While
persons who claim to be in pain receive our sympathies,
they also provoke our distrust, particularly when the cause
or the extent of pain is not easily quantified. We seem as a
nation to be deeply ambivalent about the public financing
of pain treatment.

Third, health care professionals and legislators need
to think creatively about health care financing and provi-
sion programs that will provide comprehensive approaches
to pain management provision, that will transcend our
present limited and compartmentalized approaches. Sev-
eral such approaches are described in the 1998 Report to
Congress of the Medicare Payment Advisory Commis-
sion.194 Included among the approaches mentioned in the
Commission report are the Hospital Palliative Care Initia-
tive of the United Hospital Fund of New York, which will
create a palliative care position at Brooklyn Hospital Center
to coordinate palliative care, including care for discharged
patients receiving home care, and a palliative care consul-
tation team at Saint Vincent’s Hospital; the OPTIONS pro-
gram of HealthCare Partners Medical Group of Los Ange-
les, which provides multidisciplinary care emphasizing
symptom management, pain control, and quality of life
for the terminally ill; and the Medicaring Project proposed
by George Washington University’s Center to Improve Care
for the Dying, to provide extended hospice-style services
for those in the last phase of life.

A final recommendation, therefore, is that research and
education continue to be promoted to help the public gen-
erally—and policy-makers in particular—understand the
condition and needs of persons who suffer pain, to per-
ceive how our health care financing system fails these per-
sons, and to see the opportunities that need to be pursued
for improving access to pain management for Americans
who need it.
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