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PROFESSIONALISM AND COMMENTARY

Ethics Forum

A Pendulum Swings Awry: Seeking the Middle
Ground on Opioid Prescribing for Chronic
Non-Cancer Pain

Perhaps at no time in history has the field of pain
medicine experienced a crisis as overwhelming as
the current one regarding the prescription of opioid anal-
gesics for noncancer pain. Physicians and observers
[1,2] have noted the dramatic swing from the overpre-
scription of opioid analgesics in the 1990s and the
early years of this millennium to a rash of new state
efforts to eradicate opioid prescription through the
implementation of legal restrictions, sanctions, arrests,
prosecution, and in some cases, frank intimidation
of physicians who still consider opioid analgesics
to constitute a critical element of their pain manage-
ment armamentaria.

In this initial installment of the revived Ethics Forum, we
call on two luminaries in the field of pain medicine to
weigh in on this crisis. Dr. Gary Franklin, a researcher on
the efficacy and abuse of chronic opioid therapy, was a
leading proponent and pioneer of the now infamous
“Washington State Opioid Law”—legislation that set the
tone for the changes that have occurred over the past
several years [3-5]. Here, Dr. Franklin provides his per-
spective on the recent restrictions on opioid prescribing
as being necessary measures to protect both patients
and the field of pain medicine. Dr. John Peppin provides
a different viewpoint on the issue. Dr. Peppin, a pain
management practitioner and bioethicist, has con-
tinued to argue that if used properly and cautiously,
opioids should remain an open option for pain man-
agement physicians and their patients [6,7]. Following
their brief presentations of their positions, we attempt to
identify a position of rapprochement that will hopefully
serve as a guide to clinicians who wish to simultaneously
mitigate patient suffering while protecting individual
patients as well as society as a whole—and accord-
ingly practice in as effective, safe, and ethical manner
as possible.
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Primum Non Nocere

Every year, on the Jewish Day of Atonement, Yom Kippur,
a part of the liturgy recited is a brief paragraph of single
phrases separated by periods; each phrase is an admis-
sion of a prior years potential wrongdoing, and one
pounds their chest with a fist with the recantation of each
phrase, such as “we have framed falsehood,” “. .. and
have caused others to err.” A similar set of phrases perti-
nent to what has transpired over the past 15 years related
to the treatment of chronic pain with opioids might be
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“Death. Overdose hospitalization. Overdose ED visits.
Falls and fractures in the elderly. Infertility. Neonatal absti-
nence syndrome. Dependence. Addiction. Life-long dis-
ability. Loss of family and community.”

| am not going to question the initial motives of pain
experts who believed that if opioids could comfort those at
the end of life with horrible diseases, perhaps the same
could be said for comforting those in chronic pain. The
problem is that this precept was based on insufficient
scientific evidence that such treatment would be safe and
effective. The balance scale now appears to be heavily
weighted: little to no evidence of long-term efficacy, par-
ticularly for clinically meaningful improvement in function
[1], and terrible and potentially enduring harm. For drugs
synthesized to be only a few atoms different than heroin,
what did thought leaders in the field of pain think
would happen?

In Washington State (WA), we have begun to make a dent,
but only a dent, in a state that started out in the highest
tertile of fatality rates [2]. This likely has occurred because
of broad agreement among our academic and pain
leaders that if you want to prescribe opioids for chronic
pain, do so with all the best practices and universal pre-
cautions that, used prudently, might help avert disaster [3].
Our state guidelines include every publicly available, vali-
dated brief instrument any prescriber might need to suc-
cessfully prescribe opioids should they choose that
treatment path. This would include documenting pain and
function, and opioid dose in morphine equivalents (MED),
at every visit. Not doing so is akin to flying blind. The
crucial but much maligned dosing threshold only says that
if you have escalated doses to 120 mg/day MED and if the
patient has not substantially improved in pain and func-
tion, take a deep breath and either hold the line or ask for
some help. This is a new “set point” for prescribers to
keep in mind, not a line in the sand. In one recent
randomized trial, dose escalation was not associated
with improvement in pain and function, and misuse/
noncompliance occurred in 27% of patients [4].

Primary care prescribers with greater availability of tools
and resources may be less likely to abandon their patients
with chronic pain altogether [5,6]. State Prescription Drug
Monitoring Programs will also help improve care delivery
tremendously, but these programs are underused, under-
funded, and do not allow interoperability across states and
all health care systems [7]. Payers need to step up to the
plate and pay for more effective, mostly nonpharmaco-
logical treatments for chronic pain. Multidisciplinary pain
services, cognitive behavioral therapy, and graded exer-
cise are all proven effective in the treatment of subacute or
chronic low back pain [8] but are rarely used and often not
covered. We are experimenting, in WA workers’ compen-
sation, with a medical home model with incentives for the
prevention and more effective treatment and care coor-
dination of chronic pain in injured workers [9]. In WA,
we still have a huge hole to dig out of. How big is your
State’s hole? It is time to stop wailing, and to get down
to business.
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