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U nderstanding the role of clinical complexity as a determi-
nant of quality of care is a major research goal.1 In previous 
studies,2-9 the effect of clinical complexity on quality of care 

has varied depending on the diagnoses, the clinician and patient, and 
the clinical environment. Seeking to harmonize these mixed results 
into a unifying theory, Piette and Kerr10 proposed that symptomatic 
conditions may have a greater effect on quality of care than asymptom-
atic conditions and that conditions with dissimilar management goals 
(“discordant conditions”) may have a greater effect than those with 
similar goals (“concordant conditions”).

By this reasoning, chronic pain could have a considerable adverse 
effect on quality of care for unrelated conditions. Pain is highly symp-
tomatic, and pain management is discordant with the management of 
other conditions.11 While the use of opioids to treat chronic noncancer 
pain is increasingly accepted,12 opioid therapy may present additional 
challenges due to the potential for abuse, dependence, and diversion and 
due to conflicts over appropriate dosages.13-19 However, opioid therapy 
could also facilitate care for unrelated conditions. Patients receiving 
opioids may visit the clinic more often, allowing more opportunities for 
medical management.10 Adequate treatment of pain may improve the 
patient’s functional status and quality of life,12 allowing greater focus on 
self-care activities.

Diabetes mellitus, a common, costly, and highly morbid condition,20,21 
is a good condition in which to examine this possibility. Adequate man-
agement of diabetes requires collaboration among clinicians and the pa-
tient within a system of care,22-27 and explicit guidelines and diabetes 
performance targets exist with which to examine the adequacy of dia-
betes care.28-30 Krein et al31 showed that among patients with diabetes, 
chronic pain is a barrier to the completion of self-care activities such as 
taking medications, exercising, and pursuing a prudent diet. However, 
the effect of pain on process and outcome measures of diabetes care is 
unknown. In addition, no study has specifically examined the effect of 
opioid therapy on the quality of care for unrelated chronic conditions, 
but there is reason to believe that opioid therapy may impart more com-
plexity and challenge than pain alone.32

To clarify whether the net effect 
of opioid therapy is to promote or im-
pede care for diabetes, we analyzed a 
large database of patients with diabe-
tes in the US Department of Veterans 
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Objective: To examine whether veterans who re-
ceived chronic opioid therapy had worse diabetes 
performance measures than patients who did not 
receive opioids.

Study Design: Retrospective cohort study.

Methods: We identified all patients with diabetes 
mellitus receiving care in US Department of Veter-
ans Affairs facilities during 2004. Cases received 
at least 6 prescriptions for chronic opioids during 
2004, while controls were randomly selected  
from among patients with diabetes who received 
no opioids. We compared process measures 
(glycosylated hemoglobin and low-density 
lipoprotein cholesterol levels tested and an eye 
examination performed) and outcome measures 
(glycosylated hemoglobin level <9.0% and low-
density lipoprotein cholesterol level <130 mg/dL) 
between groups.

Results: Cases (n = 47,756) had slightly worse 
diabetes performance measures than controls  
(n = 220,912) after adjustment for covariates. For 
example, 86.4% of cases and 89.0% of controls 
had a glycosylated hemoglobin test during fiscal 
year 2004 (adjusted odds ratio, 0.69; P <.001).
Among cases, receipt of higher-dose opioids was 
associated with additional decrement in diabetes 
performance measures, with a dose-response 
relationship.

Conclusions: Chronic opioid therapy among 
patients within the Veterans Affairs system is 
associated with slightly worse diabetes perfor-
mance measures compared with patients who do 
not receive opioids. However, patients receiving 
higher dosages of opioids had additional decre-
ments in diabetes performance measures; these 
patients may be appropriate targets for interven-
tions to improve their care for pain and diabetes.
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Affairs (VA) and identified those receiving chronic opioid 
therapy. We compared patients receiving chronic opioids ver-
sus patients not receiving opioids regarding selected diabetes 
performance measures. We hypothesized that the distractions 
and concerns associated with chronic opioid therapy, as well 
as perhaps other characteristics of patients with chronic pain, 
would be reflected in worse diabetes performance measures. 
We also hypothesized that among those receiving opioids there 
would be a dose-response relationship between higher opioid 
dosages and decrements in diabetes performance measures.

METHODS
Study Sample

We identified subjects from the Diabetes Epidemiology 
Cohort, which comprises all patients with diabetes seen in 
the VA.21 The Diabetes Epidemiology Cohort links admin-
istrative, laboratory, and pharmacy data from the VA with 
Medicare claims, providing a rich data set for analysis.21,33 We 
first looked at all veterans treated for diabetes during fiscal 
year (FY) 2004 whose diabetes had been diagnosed before the 
start of FY 2002. Based on earlier work,21 we defined patients 
as having diabetes if they had at least 2 International Classifica-
tion of Diseases, Ninth Revision, Clinical Modification (ICD-9-
CM) codes for diabetes or any prescriptions for antiglycemic 
medications within a 2-year period.

We excluded patients who had an ICD-9-CM diagnosis 
of malignant neoplasm (other than basal or squamous car-
cinoma of the skin) within 2 years of study inception. The 
management of cancer-related pain is qualitatively different; 
moreover, diabetes performance measures may not apply to 
patients with active malignant neoplasms. We also excluded 
all patients receiving methadone hydrochloride or buprenor-
phine hydrochloride–naloxone hydrochloride for treatment 
of opioid dependence. Finally, we excluded patients who had 
fewer than 2 VA primary care visits in FY 2004, as a large 
portion of their diabetes care may not appear in our database.

This study was approved by the Institutional Review Board 
of Bedford VA Medical Center.

Independent Variable: Chronic Opioid Therapy
Our independent variable was the prescription of chronic 

opioids. We considered the following “major” opioids: co-
deine, fentanyl citrate, hydrocodone, hydromorphone hydro-
chloride, methadone, morphine sulfate, and oxycodone; all 
are Schedule II or III controlled substances according to the 
US Drug Enforcement Administration.34 Any formulation 
suitable for outpatient administration was considered, includ-
ing tablets, patches, elixirs, and sprinkles. We also included 
formulations that combine opioids with other drugs such as 

acetaminophen. Buprenorphine, butorphanol, nalbuphine 
hydrochloride, pentazocine, and propoxyphene, which are 
less potent, were considered “minor” opioids.34

Patients who received at least 6 prescriptions for major 
opioids during FY 2004, with or without additional minor opi-
oids, constituted the chronic opioid group (cases). This cut-
off of 6 prescriptions was chosen to distinguish treatment for 
chronic pain from treatment for acute pain and is consistent 
with previous definitions of chronic pain.17,18 Patients who re-
ceived any major or minor opioids during FY 2004 but did 
not meet criteria for the case group were excluded from the 
study. We randomly selected controls from among the remain-
ing patients, who had received no opioids during FY 2004, to 
achieve a control group approximately 4 times as numerous as 
the case group.

Dependent Variables: Diabetes  
Performance Measures

Our 3 process measures, which could be completed at any 
time during FY 2004, were testing of glycosylated hemoglobin 
(A1C) level, testing of low-density lipoprotein cholesterol 
(LDL-C) level, and a dilated eye examination. Our 2 outcome 
measures were at least 1 A1C level of 9.0% or less and at least 
1 LDL-C level of 130 mg/dL or less during FY 2004 (to con-
vert A1C level to proportion of total hemoglobin, multiply 
by 0.01; to convert cholesterol level to millimoles per liter, 
multiply by 0.0259). If no test results were available among 
VA data, patients were considered to have levels above these 
thresholds. These diabetes performance measures are based 
on VA clinical practice guidelines for diabetes and reflect a 
minimal standard of care.28,29 We also examined lower targets 
for glycemic and lipemic control (ie, A1C level <8.0% and 
LDL-C level <100 mg/dL).

Covariates
Age was divided into the following 4 categories: 54 years or 

younger, 55 to 64 years, 65 to 74 years, and 75 years or older. 
Race/ethnicity was categorized into the following 4 groups: 
white non-Hispanic, black non-Hispanic, all others, and miss-
ing. The VA priority status, which characterizes the degree of 
entitlement to VA care, was defined as follows: poverty, full 
disability, partial disability, or none of the above.

More or less intensive management of diabetes may be in-
dicated depending on life expectancy and comorbidities.29 We 
focused on the following complications of diabetes by identi-
fying conditions with at least 1 ICD-9-CM code during FYs 
1997 through 2004: cellulitis, gangrene/ulcer, other diabetic 
infections, congestive heart failure, other heart diseases, cere-
brovascular disease, peripheral vascular disease, renal disease, 
and diabetic eye disease. Mental health conditions may also 
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conditions, and the number of VA primary care visits during 
the study). We did not adjust for eye disease when studying 
the eye examination process measure.

To investigate the possible effect of missing data on our 
results, we repeated key analyses among subsets of patients 
who were likely to have complete data. We restricted process 
measures to patients 65 years or older, who would presumably 
use Medicare when not using the VA and thus would have 
complete data for process measures. We restricted outcome 
measures to patients who had an A1C or LDL-C test within 
the VA at least once during the study (ie, those for whom 
laboratory values were available).

Finally, we added the mean daily opioid dose to our models 
and examined its ability to risk stratify the cases regarding dia-
betes performance measures. Our analyses were conducted us-

affect diabetes care.2-5 Using similar ICD-9-CM code–based 
definitions, we identified the following mental health con-
ditions: major depression, bipolar disorder, anxiety disorders, 
posttraumatic stress disorder, and schizophrenia. We also 
recorded the number of VA primary care visits; more visits 
might allow more opportunities to complete diabetes perfor-
mance measures. We also examined pain diagnoses, dividing 
them into the following 4 broad categories: neuropathic pain, 
musculoskeletal pain, chronic headache, and psychogenic 
pain. Using ICD-9-CM codes, we categorized patients ac-
cording to whether or not they had any diagnoses in each 
category (vs none).

We hypothesized that patients receiving higher daily doses 
of opioids might be at risk for additional decrements in diabe-
tes performance measures, as the receipt of higher dosages sug-
gests difficulties in pain management 
and possibly physiologic tolerance and 
an increased risk of dependence.13,17,35 
We used a standard equivalency table36 
to convert all opioid dosages to oral 
morphine equivalents. We calculated 
a mean daily dose of opioid therapy in 
FY 2004 for each patient in the study 
and categorized patients into quartiles 
based on their daily opioid doses.

Finally, we assigned each patient to 
1 VA medical center so that we could 
control for site of care. Our assignment 
was based on the site the patient vis-
ited most often for diabetes care during 
FY 2004. If 2 sites were visited equally, 
we selected the site visited closest to 
the end of the year.

Statistical Analysis
We began our analysis with bivari-

ate comparisons of demographics, co-
morbidities, and healthcare utilization 
between cases and controls. Using χ2 
tests, we then performed unadjusted 
comparisons of the proportions fulfill-
ing each of the 5 diabetes performance 
measures. We performed adjusted anal-
yses using generalized estimating equa-
tions to account for the clustering of 
outcomes by site of care, while adjust-
ing for other covariates (sex, age, race/
ethnicity, VA priority status, pain diag-
noses, diabetic complications [includ-
ing neuropathic pain], mental health 

n  Figure. Inclusions and Exclusions for the Case and Control Groups 

915,930 Patients with diabetes treated
in the VA during FY 2004

123,531 Patients 
excluded who received 

some opioids but did not
receive >6 prescriptions 

for major opioids

48,765 Patients received >6 
prescriptions for major opioids

in FY 2004

743,634 Patients received
no opioids in FY 2004

1009 Patients 
excluded 

because of <2 
primary care visits

in FY 2004

48,374 Patients 
excluded

because of <2 VA
primary care visits

in FY 2004

47,756 Patients in the 
major opioid group

695,260 Patients eligible 
to become controls

474,348 Patients
excluded by

random selection

220,912 Patients randomly
selected for the control group

FY indicates fiscal year; VA, US Department of Veterans Affairs.



220	 n  www.ajmc.com  n	 APRIL 2009

n  clinical  n

ing SAS version 9.1 (SAS Inc, 
Cary, NC).

RESULTS
Demographics

The Figure shows the exclu-
sions that led to our case and 
control groups. We compared 
summary statistics between cas-
es and controls (Table 1). Cases 
were younger (eg, 60.3% were 
<65 years vs 35.8% of controls). 
Despite their younger age, they 
were more likely to have at 
least 1 diabetic complication 
(70.9% vs 60.5%) and to have 
each particular diabetic com-
plication. They were also more 
than twice as likely to have at 
least 1 mental health condition 
(36.8% vs 15.9%) and to have 
each specific mental health 
condition. They had more VA 
primary care visits than con-
trols (eg, 41.1% vs 18.0% had 
>6 primary care visits). Despite 
the differences in age and VA 
primary care utilization, the 2 
groups used Medicare at similar 
rates.

Among the cases (Table 2), 
most (67.4%) received only 
short-acting opioid formula-
tions. The most commonly pre-
scribed opioid was hydrocodone, 
followed by short-acting oxy-
codone, codeine, and long-
acting morphine. Thirty-nine 
percent received more than 1 
opioid during FY 2004. Among 
89.4% of cases for whom dosage 
information was available, the 
mean total daily dose (in mil-
ligrams of morphine) was 88.9 
mg. The median total daily 
dose was much lower (22.7 mg), 
indicating a rightward skew to 
this distribution. Opioid dose 
quartile was found to be highly 

n Table 1. Demographics of the Study Groupsa

%

Demographic Cases (n = 47,756) Controls (n = 220,912)

Sociodemographics

Male sex 96.8 98.0

Age group, y

    <54 22.9 11.0

    55-64 37.4 24.8

    65-74 23.5 32.6

    >75 16.2 31.6

Race/ethnicity

    White non-Hispanic 75.9 68.4

    Black non-Hispanic 11.8 12.0

    All others 4.6 6.6

    Missing 7.7 13.0

VA priority status

    Poverty 36.2 39.0

    Full disability 41.2 20.4

    Partial disability 15.1 17.0

    None of the above 7.5 23.5

Comorbidities

Pain conditions

    Musculoskeletal pain 85.6 48.9

    Neuropathic pain 8.0 4.6

    Chronic headache 0.9 0.3

    Psychogenic pain 1.5 0.2

Diabetic complications

    Any 70.9 60.5

    Cellulitis 26.2 16.0

    Gangrene/ulcer 12.9 10.0

    Other diabetic infections 9.9 4.4

    Congestive heart failure 16.9 13.9

    Other heart diseases 20.8 17.2

    Cerebrovascular disease 12.9 10.5

    Peripheral vascular disease 24.0 20.4

    Renal disease 9.7 7.2

    Diabetic eye disease 23.0 22.1

Mental health diagnoses

    Any 36.8 15.9

    Major depression 22.6 10.0

    Anxiety disorders 14.1 5.1

    Posttraumatic stress disorder 6.6 2.3

    Substance abuse disorders 6.2 1.7

    Bipolar disorder 4.3 1.7

    Schizophrenia 2.6 1.2

Healthcare utilization

No. of primary care visits in FY 2004

    2-3 33.3 56.6

    4-5 25.6 25.4

    6-8 21.1 12.0

    >9 20.0 6.0

Any Medicare utilization in FY 2004 71.9 73.4

FY indicates fiscal year; VA, US Department of Veterans Affairs.
aP <.001 for all comparisons.
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collinear with the duration of action of the drugs received. 
For example, patients receiving only short-acting drugs were 
unlikely to be in the highest-dose quartile (3.2%) compared 
with patients receiving only long-acting drugs (77.0%) or 
both long-acting and short-acting drugs (56.1%). All pa-
tients for whom dose quartile was unavailable were receiving 
only short-acting drugs; therefore, it seems likely that most of 
them were also receiving lower total daily doses.

Comparison of Diabetes Performance Measures
An unadjusted comparison of diabetes performance mea-

sures between cases and controls is given in Table 3. There 
were small differences between groups, all of which attained 
statistical significance because of large sample size. Among 
process measures, cases were less likely to have their A1C 
level tested (86.4% vs 89.0%) and to have their LDL-C level 
tested (75.9% vs 80.3%) but were more likely to have an eye 
examination performed (67.0% vs 66.3%). Among outcome 
measures, cases were slightly less likely to have A1C control 
(75.9% vs 76.5%) and LDL-C control (65.2% vs 66.1%).

To evaluate the effect of missing data on our results, we 
repeated our analysis of process measures among patients 65 
years or older, whose data would presumably be more com-
plete. While diabetes performance measures were slightly 
improved in both groups, between-group differences were 
unaffected. Similarly, for outcome measures, we restricted our 
analysis to patients who had at least 1 test within the VA. 
While diabetes performance measures improved considerably 
in both groups, between-group differences did not change 
appreciably (eg, A1C level <9.0% increased from 75.9% in 
cases and 76.5% in controls to 91.8% and 92.6%, respective-
ly). Examination of stricter targets for glycemic control (A1C 
level <8.0%) and for lipemic control (LDL-C level <100 mg/
dL) worsened diabetes performance measures, but between-
group differences remained slight.

In unadjusted analyses that accounted for the clustering 
of outcomes by site of care (Table 3), odds ratios echoed the 
unadjusted proportions. After adjustment for covariates, 
cases now lagged behind controls for each of our 5 diabetes 
performance measures, with effect sizes somewhat widened 
(eg, the odds ratio for A1C level measurement was 0.78 be-
fore adjustment and 0.69 after adjustment). Between-group 
differences remained small for outcome measures even af-
ter adjustment for covariates (adjusted odds ratios, 0.90 and 
0.87 for A1C level <9.0% and LDL-C level <130 mg/dL, 
respectively).

After stratification by opioid dosage, higher daily doses 
predicted worse performance on all 5 diabetes measures we 
studied (Table 4). For example, patients in the highest-dose 
quartile had an odds ratio of 0.55 for having their A1C level 

tested and an odds ratio of 0.79 for having an A1C level of 
9.0% or less compared with controls.

DISCUSSION
Patients receiving chronic opioid therapy had only 

slightly worse diabetes performance measures than those not 
receiving opioids; the difference was smaller than we had 
anticipated. Within the opioid group, the receipt of higher 
daily opioid doses predicted further decrements in all of our 
diabetes performance measures, with a dose-response rela-
tionship. This suggests that the small difference in diabetes 
performance measures between cases and controls is largely 
attributable to patients receiving higher dosages of opioids. 
Resources should be focused on improving care for patients 
receiving high dosages of opioids. For example, a mean 
daily dose exceeding 60 mg of morphine (our highest-dose 

n Table 2. Opioid Therapy Among 47,756 Cases

Opioid Therapy Value

Long-acting vs short-acting opioid, %

    Short acting only 67.4

    Long acting only 9.5

    Both long and short acting 23.0

Specific drugs, %a

    Short acting

        Hydrocodone 52.4

        Oxycodone, short acting 34.1

        Codeine 23.4

        Morphine sulfate, short acting 4.8

        Hydromorphone hydrochloride 1.1

    Long acting

        Morphine, long acting 17.3

        Methadone hydrochloride 8.4

        Fentanyl citrate patch 7.2

        Oxycodone, long acting 4.5

No. of different drugs received, %

    1 60.7

    2 28.4

    3 8.4

    >4 2.5

Total daily dose, mg of morphineb

    Mean [SD] 88.9 [824.4]

    Median (interquartile range), mg of  
    morphine

22.7 (11.0-55.7)

aPercentages exceed 100% because some patients received more 
than 1 kind of opioid. 
bDosage information was missing for 10.6% of patients.
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quartile) could trigger an automatic consultation with a nurse 
care manager.

The receipt of chronic opioid therapy is a compound 
concept that includes elements of pain, provider prescribing 
patterns, and medication utilization. Krein et al31 previously 
showed that chronic pain distracts patients with diabetes 
from self-care tasks, including adherence to diet, exercise, 
and medication use. In that study, taking a medication for 
pain seemed to mitigate the negative effect of pain on some 
self-care activities, possibly because well-treated pain is less 
all-consuming.31 To our knowledge, our study is the first to 
examine the relationship between a specific therapy for pain 
(opioid use) and process and outcome measures of diabetes 
care. Our study reminds us of the potential to use large clinical 
databases (such as those available within the VA) to answer 
meaningful questions about the care received by previously 
understudied groups of patients.

Our study has some limitations. First, we did not control 
for pain scores or for the severity of pain. It may be that our 
finding of a dose-response relationship for opioid therapy may 

partly or wholly reflect the effect of increasing severity of pain. 
Future research might be able to separate the effect of opioid 
therapy from that of pain severity, but given the subjective 
nature of any measure of pain, this would require detailed data 
and might still be of questionable validity.

Second, the highly integrated nature of VA care and the 
standardized clinical care provided throughout the VA may 
have minimized the detrimental effects of opioid therapy in 
our study. In non-VA settings, opioid therapy may affect dia-
betes care more negatively. 

Third, our VA cohort was mostly male and had a high in-
cidence of poverty, comorbidity, and disability. These factors 
limit the generalizability of our findings to other populations.

Fourth, we were unable to capture some elements of care that 
occurred outside the VA. However, our reanalysis of subsets of 
patients with complete data suggested that, while incomplete 
data capture affected rates of diabetes performance measure 
completion, it did not greatly alter between-group comparisons.

Fifth, our data set was insufficiently detailed to identify 
patients who were abusing prescription opioids. Defining 

prescription drug abuse in clinical 
practice is challenging,37 identifying 
it from paper medical record review 
can be difficult,38 and identifying it 
from automated data is even more 
problematic. It is plausible that our 
finding of a dose-response curve for 
opioid therapy is partially due to an 

n Table 3. Comparison of Diabetic Performance Measures Between Cases and Controls

Take-Away Points
Within the Veterans Affairs system, patients who received opioids for chronic pain had slightly 
worse diabetes performance measures than patients who did not receive opioids.

n	 Comparisons included measurement of glycemic and lipemic control, achievement of mod-
erate or better glycemic and lipemic control, and a yearly eye examination.

n	 Among the group receiving opioids, the receipt of higher daily opioid doses predicted 
worse results for all 5 diabetes performance measures. A dose-response relationship was ob-
served, lending additional credibility to this finding.

%

 
Variable

Cases  
(n = 47,756)

Controls  
(n = 220,912)

 
P

Odds Ratio (95% Confidence Interval)a

Unadjusted Adjusted

Process measures

    A1C level measured 86.4 89.0 <.001 0.78 (0.72-0.86) 0.69 (0.63-0.76)

    LDL-C level measured 75.9 80.3 <.001 0.77 (0.71-0.84) 0.71 (0.66-0.78)

    Eye examination performed 67.0 66.3 .001 1.03 (0.99-1.08) 0.80 (0.77-0.84)

Outcome measures

    A1C level <9.0% 75.9 76.5 .006 0.97 (0.91-1.04) 0.90 (0.84-0.96)

    LDL-C level <130 mg/dL 65.2 66.1 <.001 0.96 (0.89-1.04) 0.87 (0.82-0.94)

Stricter outcome measure targets

    A1C level <8.0% 67.7 68.4 .007 0.97 (0.92-1.02) 0.97 (0.91-1.02)

    LDL-C level <100 mg/dL 50.5 49.4 <.001 1.05 (0.99-1.10) 0.98 (0.93-1.04)

A1C indicates glycosylated hemoglobin; LDL-C, low-density lipoprotein cholesterol. 
SI conversion factors: To convert A1C level to proportion of total hemoglobin, multiply by 0.01; to convert cholesterol level to millimoles per liter, 
multiply by 0.0259. 
aOdds ratios are the odds of completing diabetes performance measures among cases compared with controls. An odds ratio of less than 1 
indicates that cases are less likely than controls to complete a diabetes performance measure. Unadjusted odds ratios account for the clustering of 
outcomes by site of care using general estimating equations. Adjusted odds ratios also account for sociodemographics, comorbidities, and number 
of primary care visits in FY 2004. 
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increasing prevalence of prescription drug abuse in the high-
er-dosage categories. In addition, quartiles of opioid dosage 
may reflect the physical tolerance that naturally develops over 
time with chronic opioid therapy, necessitating higher dos-
ages of this medication.39 A more complete examination of 
the effect of prescription drug abuse on the quality of care 
for unrelated conditions would ideally be conducted with a 
detailed paper medical record review rather than with auto-
mated data.

Sixth, our comorbidity data were not sufficiently detailed 
to identify patients for whom tight glycemic or lipemic con-
trol would not be indicated because of limited life expec-
tancy. We addressed this by having modest expectations for 
glycemic and lipemic control (ie, an A1C level of <9.0% and 
an LDL-C level of <130 mg/dL). Although the application of 
more stringent standards to some patients may be of question-
able value,5,29,40-42 these targets should apply to most, if not all, 
patients.

In summary, patients receiving chronic opioids to treat 
pain had slightly worse diabetes performance measures than 
patients who did not receive opioids. However, stratification 
by opioid dosage revealed that patients receiving high dosages 
had additional decrements in diabetes performance measures. 
Efforts should be focused on improving the quality of care in 
such patients for pain and for diabetes.

Acknowledgment
We thank Qing Shao for his expert SAS programming.
Author Affiliations: Center for Health Quality, Outcomes, and Eco-

nomic Research (AJR, DRB, DRM), Bedford VA Medical Center, Bedford, 
MA; Department of Medicine (AJR, JAH, DRB), Boston University, Boston, 
MA; Massachusetts Veterans Epidemiology Research and Information Center 
(JAH), VA Boston Healthcare System, Boston, MA; Center for Health Care 
Evaluation (SMF), VA Palo Alto Healthcare System, Palo Alto, CA; Divi-

sion of General Internal Medicine (SMF), Stanford University, Stanford, CA; 
Center for Healthcare Knowledge Management (LMP), New Jersey Veterans 
Healthcare System, East Orange; University of Medicine and Dentistry of New 
Jersey (LMP), Newark; and Department of Health Policy and Management 
(DRB, DRM), Boston University School of Public Health, Boston, MA.

Funding Source: This study was supported by a grant from the US De-
partment of Veterans Affairs Clinical Sciences Research and Development 
Service (principal investigator DRM and coprincipal investigator LMP). Dr 
Rose is supported by a career development grant from the US Department 
of Veterans Affairs Health Services Research and Development Service. The 
views expressed in this article are those of the authors and do not necessarily 
represent the views of the US Department of Veterans Affairs.

Author Disclosure: The authors (AJR, JAH, SMF, LMP, DRB, DRM) 
report no relationship or financial interest with any entity that would pose a 
conflict of interest with the subject matter of this article.

Authorship Information: Concept and design (AJR, JAH, DRB, DRM); 
acquisition of data (DRB, DRM); analysis and interpretation of data (AJR, 
JAH, SMF, LMP, DRB, DRM); drafting of the manuscript (AJR, JAH, SMF, 
LMP, DRM); critical revision of the manuscript for important intellectual con-
tent (AJR, JAH, SMF, LMP, DRB); statistical analysis (AJR, DRM); admin-
istrative, technical, or logistic support (DRB); and supervision (JAH, DRB, 
DRM). 

Address correspondence to: Adam J. Rose, MD, MSc, Center for Health 
Quality, Outcomes, and Economic Research, Bedford VA Medical Center, 200 
Springs Rd, Bldg 70, Bedford, MA 01730. E-mail: adamrose@bu.edu. 

REFERENCES
1. Werner RM, Greenfield S, Fung C, Turner BJ. Measuring quality of 
care in patients with multiple clinical conditions: summary of a confer-
ence conducted by the Society of General Internal Medicine. J Gen 
Intern Med. 2007;22(8):1206-1211.
2. Desai MM, Rosenheck RA, Druss BG, Perlin JB. Mental disorders and 
quality of diabetes care in the Veterans Health Administration. Am J 
Psychiatry. 2002;159(9):1584-1590.
3. Dixon LB, Kreyenbuhl JA, Dickerson FB, et al. A comparison of type 
2 diabetes outcomes among persons with and without severe mental 
illnesses [correction appears in Psychiatr Serv. 2004;55(9):1065]. Psy-
chiatr Serv. 2004;55(8):892-900.
4. Frayne SM, Halanych JH, Miller DR, et al. Disparities in diabetes 
care: impact of mental illness. Arch Intern Med. 2005;165(22): 
2631-2638.
5. Meduru P, Helmer D, Rajan M, Tseng CL, Pogach L, Sambamoorthi 
U. Chronic illness with complexity: implications for performance 

n Table 4. Completion of Diabetes Performance Measures Among 268,668 Subjects for Whom Opoid Dosage  
Information Was Availablea

 
Variable

Opioid Dose Quartile (95% Confidence Interval)b Test for  
Linear Trend 

P
Controls  

(n =  220,912)
Lowest 

(n = 10,670)
Lower 

(n = 10,675)
Higher 

(n = 10,677)
Highest 

(n = 10,678)

Process measures

    A1C level measured 1 [Reference] 0.82 (0.72-0.93) 0.74 (0.66-0.83) 0.63 (0.56-0.71) 0.55 (0.49-0.62) <.001

    LDL-C level measured 1 [Reference] 0.76 (0.68-0.84) 0.73 (0.66-0.81) 0.67 (0.61-0.74) 0.64 (0.57-0.72) <.001

    Eye examination performed 1 [Reference] 0.90 (0.84-0.96) 0.80 (0.75-0.85) 0.77 (0.73-0.83) 0.72 (0.67-0.77) <.001

Outcome measures

    A1C level <9.0% 1 [Reference] 1.03 (0.94-1.11) 0.92 (0.85-1.00) 0.82 (0.75-0.90) 0.79 (0.71-0.88) .002

    LDL-C level <130 mg/dL 1 [Reference] 0.93 (0.85-1.02) 0.86 (0.79-0.93) 0.83 (0.76-0.89) 0.82 (0.74-0.90) .003

A1C indicates glycosylated hemoglobin; LDL-C, low-density lipoprotein cholesterol. 
SI conversion factors: To convert A1C level to proportion of total hemoglobin, multiply by 0.01; to convert cholesterol level to millimoles per liter, multiply  
by 0.0259. 
aResults are adjusted for sociodemographics, pain diagnoses, comorbidities, and number of primary care visits in fiscal year 2004. Regression analyses were 
performed using generalized estimating equations to account for the clustering of outcomes by site of care. 
bOpioid dosage information was missing for 10.6% of subjects. The other 89.4% were categorized into quartiles by dosage.



224	 n  www.ajmc.com  n	 APRIL 2009

n  clinical  n

measurement of optimal glycemic control. J Gen Intern Med. 
2007;22(suppl 3):408-418.

6. Redelmeier DA, Tan SH, Booth GL. The treatment of unrelated 
disorders in patients with chronic medical diseases. N Engl J Med. 
1998;338(21):1516-1520.

7. Higashi T, Wenger NS, Adams JL, et al. Relationship between 
number of medical conditions and quality of care. N Engl J Med. 
2007;356(24):2496-2504.

8. Lagu T, Weiner MG, Hollenbeak CS, et al. The impact of concordant 
and discordant conditions on the quality of care for hyperlipidemia.  
J Gen Intern Med. 2008;23(8):1208-1213.

9. Turner BJ, Hollenbeak CS, Weiner M, Ten Have T, Tang SS. Effect of 
unrelated comorbid conditions on hypertension management. Ann 
Intern Med. 2008;148(8):578-586.

10. Piette JD, Kerr EA. The impact of comorbid chronic conditions on 
diabetes care. Diabetes Care. 2006;29(3):725-731.

11. Bertakis KD, Azari R, Callahan EJ. Patient pain: its influence on pri-
mary care physician-patient interaction. Fam Med. 2003;35(2):119-123.

12. The Use of Opiates for the Treatment of Chronic Pain: A Consensus 
Statement From the American Academy of Pain Medicine and the 
American Pain Society. Glenview, IL: American Academy of Pain Medi-
cine and American Pain Society; 1996.

13. Ives TJ, Chelminski PR, Hammett-Stabler CA, et al. Predictors of 
opioid misuse in patients with chronic pain: a prospective cohort 
study. BMC Health Serv Res. 2006;6:e46.

14. Merrill JO, Rhodes LA, Deyo RA, Marlatt GA, Bradley KA. Mutual 
mistrust in the medical care of drug users: the keys to the “narc” 
cabinet. J Gen Intern Med. 2002;17(5):327-333.

15. Parran T Jr. Prescription drug abuse: a question of balance. Med 
Clin North Am. 1997;81(4):967-978.

16. Portenoy RK, Dole V, Joseph H, et al. Pain management and chemi-
cal dependency: evolving perspectives. JAMA. 1997;278(7):592-593.

17. Reid MC, Engles-Horton LL, Weber MB, Kerns RD, Rogers EL, 
O’Connor PG. Use of opioid medications for chronic noncancer pain 
syndromes in primary care. J Gen Intern Med. 2002;17(3):173-179.

18. Reuler JB, Girard DE, Nardone DA. The chronic pain syndrome: 
misconceptions and management. Ann Intern Med. 1980;93(4): 
588-596.

19. Savage SR. Long-term opioid therapy: assessment of conse
quences and risks. J Pain Symptom Manage. 1996;11(5):274-286.

20. American Diabetes Association. Economic costs of diabetes in 
the U.S. in 2007 [published correction appears in Diabetes Care. 
2008;31(6):1271]. Diabetes Care. 2008;31(3):596-615.

21. Miller DR, Safford MM, Pogach LM. Who has diabetes? Best esti-
mates of diabetes prevalence in the Department of Veterans Affairs 
based on computerized patient data. Diabetes Care. 2004;27(suppl 
2):B10-B21.

22. Fisher EB, Brownson CA, O’Toole ML, Anwuri VV, Shetty G. 
Perspectives on self-management from the Diabetes Initiative of the 
Robert Wood Johnson Foundation. Diabetes Educ. 2007;33(suppl 
6):216S-224S.

23. Fisher EB, Brownson CA, O’Toole ML, et al. The Robert Wood 
Johnson Foundation Diabetes Initiative: demonstration projects em-
phasizing self-management. Diabetes Educ. 2007;33(1):83-84, 86-88, 
91-92.

24. Dalewitz J, Khan N, Hershey CO. Barriers to control of blood glu-
cose in diabetes mellitus. Am J Med Qual. 2000;15(1):16-25.
25. Drass J, Kell S, Osborn M, et al. Diabetes care for Medicare benefi-
ciaries: attitudes and behaviors of primary care physicians. Diabetes 
Care. 1998;21(8):1282-1287.
26. Glasgow RE, Hampson SE, Strycker LA, Ruggiero L. Personal-
model beliefs and social-environmental barriers related to diabetes 
self-management. Diabetes Care. 1997;20(4):556-561.
27. Golin CE, DiMatteo MR, Gelberg L. The role of patient participa-
tion in the doctor visit: implications for adherence to diabetes care. 
Diabetes Care. 1996;19(10):1153-1164.
28. Pogach LM, Brietzke SA, Cowan CL Jr, Conlin P, Walder DJ,  
Sawin CT. Development of evidence-based clinical practice guidelines 
for diabetes: the Department of Veterans Affairs/Department of Defense 
guidelines initiative. Diabetes Care. 2004;27(suppl 2):B82-B89.
29. US Department of Veterans Affairs. Clinical practice guidelines: 
diabetes. Washington, DC; 2009.
30. Fleming BB, Greenfield S, Engelgau MM, Pogach LM, Clauser 
SB, Parrott MA. The Diabetes Quality Improvement Project: moving 
science into health policy to gain an edge on the diabetes epidemic. 
Diabetes Care. 2001;24(10):1815-1820.
31. Krein SL, Heisler M, Piette JD, Makki F, Kerr EA. The effect of 
chronic pain on diabetes patients’ self-management. Diabetes Care. 
2005;28(1):65-70.
32. Mitchinson AR, Kerr EA, Krein SL. Management of chronic noncan-
cer pain by VA primary care providers: when is pain control a priority? 
Am J Manag Care. 2008;14(2):77-84.
33. Fleming C, Fisher ES, Chang CH, Bubolz TA, Malenka DJ. Studying 
outcomes and hospital utilization in the elderly: the advantages of a 
merged data base for Medicare and Veterans Affairs hospitals. Med 
Care. 1992;30(5):377-391.
34. US Department of Justice Web site. Drug Enforcement Adminis-
tration: drug scheduling. http://www.usdoj.gov/dea/pubs/scheduling.
html. Accessed October 7, 2008.
35. Hermos JA, Young MM, Gagnon DR, Fiore LD. Characterizations 
of long-term oxycodone/acetaminophen prescriptions in veteran 
patients. Arch Intern Med. 2004;164(21):2361-2366.
36. US Department of Veterans Affairs. Clinical practice guidelines: 
opioid therapy for chronic pain. Washington, DC; 2009.
37. Butler SF, Budman SH, Fernandez KC, et al. Development and  
validation of the Current Opioid Misuse Measure. Pain. 2007;130(1-2): 
144-156.
38. Clark JD. Chronic pain prevalence and analgesic prescribing in  
a general medical population. J Pain Symptom Manage. 2002;23(2): 
131-137.
39. American Psychiatric Association Task Force on DSM-IV. Diagnos-
tic and Statistical Manual of Mental Disorders: DSM-IV-TR. Washing-
ton, DC: American Psychiatric Association; 2000.
40. Hayward RA, Hofer TP, Vijan S. Narrative review: lack of evidence 
for recommended low-density lipoprotein treatment targets: a solv-
able problem. Ann Intern Med. 2006;145(7):520-530.
41. Pogach LM, Tiwari A, Maney M, Rajan M, Miller DR, Aron D. Should 
mitigating comorbidities be considered in assessing healthcare plan 
performance in achieving optimal glycemic control? Am J Manag 
Care. 2007;13(3):133-140.
42. Action to Control Cardiovascular Risk in Diabetes Study Group.
Gerstein HC, Miller ME, Byington RP, et al. Effects of intensive glucose 
lowering in type 2 diabetes. N Engl J Med. 2008;358(24):2545-2559.  n


