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Opioids and chronic pain

Jacqueline Gardner-Nix1 advocates
the use of opioids for chronic non-

cancer pain, but this issue is more con-
troversial than her article indicates.2,3

Both the Ontario Workplace Safety
and Insurance Board (WSIB)4 and the
College of Physicians and Surgeons of
Ontario (CPSO)5 have prepared evi-
dence-based guidelines for the manage-
ment of chronic noncancer pain. The
WSIB4 found only 2 studies of suffi-
cient quality for use in making recom-
mendations for opioids, and the WSIB
noted that these drugs were of limited
use for up to 6 months. The CPSO5

concluded that there was some evi-
dence of benefit of short-term (up to 9
weeks) opioid use but noted that “long
term opioid therapy may or may not
improve functional status and there is
some evidence that a treatment pro-
gram that focuses on analgesics can re-
inforce pain-related behaviour at the
expense of functional restoration.” 

The single randomized trial6 that
both the WSIB4 and the CPSO5 felt
was of highest quality reported only
modestly lower pain intensity with
morphine relative to placebo; in addi-

tion, vomiting (39% in the morphine
group), dizziness (37%), constipation
(41%), poor appetite or nausea (39%)
and abdominal pain (22%) were signifi-
cantly more frequent with morphine
use. The study had a 25% drop-out
rate (15 of 61) and did not demonstrate
any significant improvement in psycho-
logical or functional outcome, nor did
it find a significant overall patient pref-
erence for morphine over placebo. 

The role of opioid analgesics in the
management of chronic noncancer pain
has not been well established. Further
research is needed to determine if the
benefits exceed the costs.

Jason W. Busse
Department of Clinical Epidemiology 
and Biostatistics

McMaster University
Hamilton, Ont.
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Jacqueline Gardner-Nix1 claims that
“It is now acknowledged that opi-

oids may be appropriate in a subset of
the population with a variety of condi-
tions that cause chronic pain, including
those that are impossible to diagnose
exactly.” Chronic nonmalignant pain
occurs in a wide range of situations. As
rheumatologists, we agree that nar-
cotics are appropriate in some cases,
for example, an older patient with seri-
ous, painful osteoarthritis of the hip
who also has contraindications to
surgery. Similarly, where palliative care
is the goal, then surely it’s appropriate
to make the patient’s terminal years as

comfortable as possible. And for short-
term problems, such as post-herpetic
neuralgia, narcotics may well allow a
patient to enjoy life with adequate
function. 

Conversely, we see a large number
of patients — constituting perhaps the
largest single diagnostic group in our
practice — who have chronic muscu-
loskeletal pain with no clear-cut struc-
tural basis. These medically unex-
plained symptoms include myofascial
pain, fibromyalgia and sometimes
chronic low back pain. The introduc-
tion of narcotics may provide transient
pain relief, but no convincing evidence
has been published to indicate that they
will restore function, get patients back
to work or indeed have any long-term
benefit whatsoever.2,3 The patients
themselves typically describe opioids as
merely “taking the edge off the pain.” 

In treating such patients, the physi-
cian must cope not only with underly-
ing pain-avoidance behaviours and fear
of a serious structural diagnosis, but
also the potential for increasing use of
narcotics. In addition, there is the un-
spoken belief that if narcotics are being
used, then the problem must be “really
bad,” which may further aggravate the
patient’s illness behaviour.

Therefore, to Box 1 in Gardner-
Nix’s article,1 which lists barriers to
prescribing opioids, we would add the
lack of evidence of any long-term bene-
ficial impact, in particular improvement
of function or restoration of a more
normal lifestyle. In the absence of such
evidence, we think a sharp distinction
should be drawn between situations
where it is appropriate to use narcotics
for palliation and situations in which
these drugs would not be used under
any but extraordinary circumstances.

Anthony S. Russell
Stephen L. Aaron
Department of Medicine
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