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ETHICAL CONSIDERATIONS IN OPIOID 
THERAPY FOR CHRONIC PAIN

Whether we think of it in terms of the 
obligation to relieve suff ering as a 
traditional goal of medicine, or a 

professional ethical duty to treat all patients 
with compassion and dignity, or the recog-
nition that unrelieved pain can compromise 
patients’ ability to ex ercise their autonomy, 
health care professionals clearly have a re-
sponsibility to assess  pain and provide the 
most eff ective relief att ainable. That respon-
sibility is recognized in accreditation stan-
dards,1 recommendations for professional 
licensure,2 and VA policy.3,4

Overcoming “Opiophobia”
Yet despite signifi cant improvements in 
pain management in recent years, patients 
still encounter barriers to receiving eff ective 
treat ment, especially patients with chronic 
pain. The most important is what some have 
called “opiophobia,” health care profession-
als’ reluctance to prescribe opioids for fear 
patients will become addicted and/or divert or 
misuse the medications.5,6

Practitioners must not let fear undermine 
good patient care, however. To make clinically 
and ethically sound decisions about opioid 
therapy, they must understand the diff erences 
among tolerance, dependence, substance 
abuse, addiction, and pseudoaddiction.6,7

Tolerance (neuroadaptation to the eff ects 
of opioids) and physical dependence can both 
be expected with use of opioids for chronic 
pain; neither, in itself, implies addiction.5,7 

Substance abuse refers to the use of any sub-
stance for nontherapeutic purposes or of 
medication for purposes other than those for 
which it was intended.8

Practitioners must be particularly alert to 
the diff erence between addiction and pseudo-
addiction. Addiction is associated with a 
com plex patt ern of behavior that includes im-
paired control of drug use, craving, compulsive 
use, and continued use despite adverse physical, 

psychological, and social consequences.5–8

Pseudoaddiction is an iatrogenic condition 
that results when undertreatment of pain 
leads patients to behave in ways that seem to 
suggest addiction—e.g., apparent “drug-seek-
ing” behavior, such as requests for increasing 
doses of medication.7 Underlying illness and 
treatment itself can also lead to states, such 
as impaired cognition, that may be mistaken 
as indicators of substance abuse.5 Great care 
must be taken not to stigmatize patients as 
“addicts” or “abusers” when in fact their aber-
rant behavior stems from such causes.5,7,8

Opioid Therapy for Chronic Pain
Patients whose chronic pain has not been re-
lieved by other treatments should be careful-
ly assessed as candidates for opioid therapy, 
with att ention to their pain-related history 
and psychiatric or substance use history, as 

OPIOID THERAPY FOR CHRONIC PAIN

Use opioid therapy when other pain therapies are 
inadequate

Determine the goal of therapy with the patient or 
surrogate

Assure safety—do no harm. Optimize therapy 
through trial and titration based on assessment

Obtain a comprehensive assessment of the patient 
before initiating therapy

Regularly assess adverse effects, adherence to treat-
ment plan, effi cacy, and satisfaction

Develop an opioid therapy agreement with the pa-
tient to defi ne responsibilities and expectations of 
both the patient and provider

Educate the patient about therapy, adverse effects, 
and withdrawal

Apply multimodal adjunctive therapy as indicated by 
the patient and disease process

Accurately document all prescriptions, agreements, 
and assessments

Refer and/or consult with a pain clinic substance-use 
specialty when needed

Discontinue opioid therapy when it is not indicated
Adapted from VA/DoD Clinical Practice Guidelines7



well as a complete pain assessment. Individ-
uals with complex pain conditions (e.g., pain 
and substance use disorder or other psychiat-
ric comorbidity) should be referred to a pain 
specialist for evaluation and treatment.7,9

Treating chronic pain in patients who do 
have a current diagnosis or history of abuse 
or addiction poses signifi cant clinical chal-
lenges, and managing their use of medica-
tion may be logistically complex. Patients 
in “recovery” may especially be reluctant 
to accept opioid therapy for fear they will 
become addicted again. The ethical impera-
tive is clear, however: like all other patients, 
patients with current or previous substance 
use or addiction are entitled to the most 
eff ective pain management att ainable. No 
patient should be denied opioid therapy for 
chronic pain when that is otherwise clini-
cally appropriate.1,8 

Pain Management Agreements
One approach to managing opioid therapy 
for chronic pain is to establish a formal pain 
management agreement.2,9,10 Opioid agree-
ments can serve as tools for communication 
and informed consent, as well as frameworks 
for treatment. Such agreements should estab-
lish realistic expectations and set att ainable 
goals for therapy, educate patients (and family 
caregivers) about the risks and benefi ts of opi-
oid therapy, set out patients’ and providers’ 
roles, and describe how medication will be 
prescribed and dispensed. They should also 
spell out the terms and conditions for receiv-

ing opioid therapy, and the consequences for 
failing to adhere to agreed on conditions.

Opioid agreements should respect patients’ 
autonomy and dignity. Care must be taken to 
assure that they are not framed in ways that 
are stigmatizing, or used in ways that patients 
(or caregivers) could perceive as manipula-
tion or punishment for disvalued behavior. 
The goal is to help assure that patients receive 
safe, eff ective treatment for chronic pain.4,9,10
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PAIN MANAGEMENT AGREEMENTS

Opioid agreements should include discussion of:
Goals of therapy: to minimize suffering and im-
prove functioning (physical and psychosocial)

Education about opioids: side effects, dependence , 
addiction, withdrawal, safety concerns

How medication will be prescribed (e.g., by desig-
nated provider or team) and dispensed (e.g., at 
scheduled appointments only)

Conditions for using opioids responsibly, e.g. obli-
gation to:

report side effects
report concurrent use of other medications 
  (prescription or over-the-counter)
refrain from using alcohol or street drugs
refrain from sharing, selling, or trading medications
keep medication safe and report loss or theft
report increased pain 
refrain from adjusting dose without consultation
accept monitoring and random drug screening

Consequences of not adhering to the agreement


