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Opioids—in use as pain relievers for over 3500 years—remain 
the analgesic of choice for moderate to severe pain and short-
ness of breath from advanced disease of any kind. The American 
Geriatrics Society continues to recommend opioids over the 
use of Non-steroidal anti-inflammatories (NSAIDS) for per-
sistent pain in older adults.1 There are systematic reviews 
showing significant efficacy with opioids in chronic non-can-
cer pain.2,3

Over the past 20 years, increasing deaths from the use of 
opioids have occurred in North America. Multiple sub-
stances—prescription opioids, heroin, illicitly made fentanyl, 
alcohol, and/or other illicit drugs—are almost always present at 
the time of death, making the determination of the cause(s) of 
death challenging,4 especially when national standards for cer-
tification of a drug-related death have only been published this 
year.5 Opioids are definitely implicated, but the interaction of 
all these substances cannot be ignored and indicates a signifi-
cant substance use disorder (SUD) is present.

In the United States and Canada, opioid prescribing had 
increased significantly from the mid-1990s up to 2010 in the 
United States and 2012 in Canada. There were a multitude of 
causes including an aging population with more chronic pain 
and deaths, but an over-reliance on opioids for the treatment of 
chronic non-cancer pain had also occurred. The narrative in 
medical literature and media is that doctors over-prescribing 
opioids for chronic pain has directly leads to these deaths.

In the United States, a 10-year quadrupling of opioid pre-
scribing was associated with a quadrupling of overdose mortality6 
and multiple studies7,8 show an association between prescrib-
ing and opioid harms. But when opioid prescribing in United 
States is compared with non-medical use of opioids (ie, abuse), 
there is an obvious mismatch.9 This year the US Centre for 
Disease Control (CDC) admitted that they had been including 
deaths from illicitly made fentanyl as a prescription-opioid 

harm, and that deaths from prescribed opioids have remained 
relatively stable from 2009 to 2016.10 Prescribing of opioids 
also varies dramatically across Canada.11 In contrast to other 
jurisdictions, British Columbia’s (BC) mortality rate of 3.9 pre-
scription opioid-associated deaths per 100 000 population has 
remained stable from 2004 to 2013.12 This is strikingly differ-
ent from Ontario’s rate which increased from 2.7 to 4.2 per 
100 000 population between 2004 and 2010.13 Interestingly, 
United Kingdom had a similar rise in opioid prescribing over 
the same decade but did not see the same rise in opioid harms.14 
The data indicate that not all jurisdictions have experienced an 
increase in opioid prescribing that has led to increased pre-
scription-related opioid deaths.

Addiction research reveals genetic, environmental, socioec-
onomic, psychiatric, early childhood abuse and neglect, and 
early exposure to drugs15–17 as risk factors for the disorder. 
While the neurobiology of addiction is still under study, The 
American Society of Addiction Medicine, in its definition of 
addiction, sets out the current understanding of the complexity 
of addiction and is well worth reading.18 While a number of 
studies have focused on the dose and length of the prescription 
of opioid as risk factors for harm, there are many more genetic, 
socioeconomic, personal history characteristics that are in play 
when a person receives a prescription for an opioid.

It has been challenging for the media, and healthcare pro-
viders, to understand and translate this complex issue. The 
limitations of large database studies are poorly understood and 
the association of increasing prescribing with increasing harms 
has been misinterpreted as causal. Healthcare database studies 
are attractive as huge sources of data taken from actual practice 
rather than research studies that are exclusive and often not 
reflective of reality. Unfortunately, demonizing doctors pre-
scribing has persisted despite known difficulties of healthcare 
databases such as accuracy of data,19 selection bias of 
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databases,20 and in some studies, a lack of patient-related out-
come measures such as pain, function, and quality of life.21

Prescribing guidelines, emphasizing the increase risk of opi-
oid harms and death with dosage prescribed,22 combined with 
regulatory pressure resulted in significant declines in opioid 
dose and dispensing since 2011 in the United States23 and 
2012 in Canada.24 However, without policy, funding, and 
action to identify and treat addiction, opioid deaths have con-
tinued to climb in most areas, sustained by illicitly made fenta-
nyl and a return to heroin.25 Placing the focus on the drugs, 
rather than what compels some to misuse substances, has 
merely driven people to find alternate sources.

From my viewpoint as a clinician, the “opioid crisis” narrative 
fails to separate several overlapping populations of people that use 
opioids for different reasons—consciously or unconsciously. It is 
not definitively known from healthcare databases why the person 
is taking the opioid. There are those who have chronic pain or 
advanced illness, without a SUD, who take their medications for 
pain as directed. These are the majority of pain patients. There are 
those who have SUD without pain who are likely at the highest 
risk of opioid overdose death (pain provides a physiologic drive to 
the respiratory system)26 and these likely account for most of the 
opioid overdose deaths as suggested by a detailed review of 615 
opioid-related deaths in BC in which 80% were regular illicit 
substance users27 with a high percentage of polysubstance use. 
There is a population of patients who have SUD and chronic 
pain, who need specialized treatment for both conditions. It 
remains difficult to quantify the size of this population but a sys-
tematic review from 201528 put the rate at 8%-12% of the those 
on long-term opioid therapy for pain, although the CDC guide-
line reports the highest rate at 6.1%.29 Complicating all of these 
populations is mental illness which can coexist with both chronic 
pain and SUD and can be a factor in opioid use and harms. 
Stigma prevents people with SUD and mental illness from iden-
tifying themselves and seeking treatment. For those who do self-
identify, there are inadequate resources for those with low income. 
Applying a guideline to these three to four different populations 
may result in reduced harm to some but also may cause collateral 
damage to others.

There is anecdotal information (media stories) of patients, 
unable to tolerate tapering of their opioid dose, or cut off opi-
oids by their physician, purchasing opioids on the street and 
dying from an overdose. In an anonymous survey of 198 family 
physicians in BC (unpublished data from author), 79% of phy-
sicians felt their patients were in more pain, and 56% felt they 
had reduced function after tapering opioids. Four deaths of 
patients from street-purchased opioids, either cut off opioids or 
not tolerating the reduction in dose, were reported. I have per-
sonally witnessed older adults with ongoing poor pain manage-
ment, multiple morbidities, and declining function who have 
sought physician assisted death.30

History has shown that reducing supply of opioids, as the 
Chinese emperor did in 1729,31 does not reduce addiction but, 

like the whack-a-mole game, the problem shifts to another 
substance. Harm reduction measures such as naloxone and safe 
injection sites are a start but much more is needed.32 
Recognizing that opioid prescribing is only one factor in a 
complex puzzle means devising guidelines that avoid harm to 
opioids users who are taking them under medical supervision 
to control symptoms and improve function. To reduce over-
reliance on opioids for chronic pain, patients need to have 
access to funded, or affordable, non-opioid and non-pharma-
cological therapies that focus on a multidimensional approach 
to pain.33 Reduction in the stigma of substance abuse and men-
tal illness, as well as access to timely therapy and psychosocial 
supports, is key to reducing the prevalence of substance abuse. 
To reduce the incidence of substance abuse, we need to make 
serious long-term changes in the determinants of health—a 
long-term project of culture change.

To me the most destructive force in this complex issue is the 
politics of pain, substance use and opioids. It has been present 
throughout the history of their regulation34,35 and has massive 
influence on the pendulum swing. Is it the nature of pain—a 
subjective experience of the body, mind, and spirit—that leads 
one to use their own personal or family experience to take a 
side in this issue and find the evidence to fit their belief? One 
is surely influenced—like blind people feeling an elephant—by 
the nature of opioid use witnessed; as effective medications to 
improve pain and function or a menace that drives people to 
personal ruin and early death. More than ever we need balance, 
as each time the pendulum swings people are hurt—one way or 
another.
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