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 Commentary

Prescription opioid abuse
What is the real problem and how do we fix it?

M.E. Lynch MD FRCPC  Benedikt Fischer PhD

Several recent publications have drawn attention 
to the problem of prescription opioid abuse and 
associated morbidity and mortality in Canada.1-4 

Unfortunately, some of these publications might leave 
the impression that it is the general medical use and 
availability of opioids that is the problem.1-3 These per-
spectives might lead to overly simplistic analyses and 
to interventions that crudely aim for limited availabil-
ity of and access to prescription opioid medications. 
This approach is problematic, as prescription opioids are 
among the most effective pharmacotherapeutic tools 
available for treatment of severe and chronic pain.

For example, one study suggested opioid-related 
harm could be reduced by increasing restrictions on 
the number of opioid prescriptions family doctors could 
write.2 This solution was offered while acknowledging 
that the study did not assess the appropriateness of the 
prescriptions that were written. 

A second study stated that opioid-related mortality in 
Ontario had increased markedly from 1991 to 2004 and 
was associated with the introduction of a particular opi-
oid (slow-release oxycodone) to the provincial formu-
lary.1 In real numbers, this amounted to an increase from 
13.7 opioid related deaths per million in 1991 to 27.2 per 
million in 2004. This is an increase of 1 death per mil-
lion per year over the study period. The loss of any life 
is unquestionably of great concern, but to conclude that 
there were “large and sustained increases in opioid pre-
scribing and in opioid related mortality” is a matter of 
debate—especially when one considers that the death 
rate caused by nonsteroidal anti-inflammatory drugs was 
1 in 1200 in a systematic review of 43 trials involving 1.3 
million patients who had taken nonselective nonsteroidal 
anti-inflammatory drugs for 2 months or longer.5

This is compounded by the fact that other relevant 
data within the study1 were not given the attention they 
deserved. For example, the study did not adequately 
address the fact that the coroner had identified suicide 
as the cause of death in almost 25% of the cases.1 Most 
of the patients had been seen by physicians within 4 
weeks before death, and the median number of out-
patient visits in the previous year was 15. Analysis of the 
physician claims revealed that mental health problems 
(eg, anxiety, depression, or drug dependence) and pain-
related complaints were the most common reasons 

for medical care sought.1 These comorbidities and the 
ineffective attention they might have received could 
have been crucial contributors to the fatal outcomes. It 
is tragic, yet also incredibly important, to note that the 
medical system did not provide the appropriate care 
these patients needed.

Complex problem
A Liaison Committee on Pain and Addiction was 
formed in the United States in 1999 to encourage col-
laboration between pain and addiction specialists 
on issues of common interest regarding prescription 
opioids, including research, education, clinical care, 
and policy development. This committee clarified the 
importance of clear and unambiguous communica-
tion related to addiction, consistent with current scien-
tific and clinical understanding of pain, addiction, and 
the nature of opioid pharmacology. Fundamental con-
cepts were identified that must inform the field of pain 
management. This includes the fact that addiction is 
a multidimensional disease with neurobiological and 
psychosocial dimensions and that although opioid 
drugs produce pleasurable reward, critical determi-
nants of addiction also rest with the user.6 In other 
words, addiction is not caused by the drug alone—it is 
a complex multifactorial disease that requires appro-
priate assessment and treatment.

The same can be said for chronic pain, which 
is a growing public health problem, affecting 1 in 
10 Canadians aged 12 to 44 years of age7 and 1 in 5 
Canadians overall.8 The magnitude of the problem is 
increasing. The prevalence of chronic pain increases 
with age, and many people with diseases such as can-
cer, HIV and AIDS, and cardiovascular disease are now 
surviving their acute illnesses with resultant increases 
in quantity of life but, in many cases, with poor quality 
of life. This is due in large part to persistent pain caused 
by the ongoing illness; nerve damage caused by the dis-
ease; or the treatments, such as surgery, chemotherapy, 
or radiotherapy, needed to treat the disease.9 Chronic 
pain is associated with the worst levels of quality of 
life, along with high rates of depression and suicidal 
thoughts, compared with other chronic diseases, includ-
ing advanced coronary artery disease.10
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Issues of access
At present there is a considerable lack of access to appro-
priate pain treatment in Canada. This includes both acute 
and chronic pain, with wait times of longer than 1 year 
at more than a third of publicly funded pain clinics and 
vast areas of the country with no service at all. There are 
only 5 interdisciplinary pain facilities for children, leaving 
most Canadian children without access to best-practice 
pain care.9 Veterinarians get 5 times more training in 
pain medicine than physicians do. This lack of training, in 
addition to lack of access to interdisciplinary consultation 
services for their patients, leaves family doctors uncertain 
as to what dosage and type of analgesics to prescribe and 
with very few resources to assist their patients.9

Inadequate information
There is reason to suspect that prescription opioid 
abuse is increasing in Canada; however, we currently 
do not know the full extent of the problem. A recent 
study has identified an increase in the number of pre-
scription opioid–related treatment admissions to pub-
licly funded addiction treatment services in Ontario.11 
On the other hand, the recent Canadian Alcohol and 
Drug Use Monitoring Survey found that although 22% of 
respondents reported prescription opioid use in the past 
year, only 0.5% reported nonmedical prescription opioid 
use in the same period.12 This figure, however, could be 
a substantial underestimation based on the limited defi-
nition of nonmedical use used in the survey, and further 
study will be necessary. The Canadian multisite cohort 
study of illicit opioid and other drug users (OPICAN) 
documented that heroin use had decreased significantly 
between 2001 and 2005 (P < .001) while prescription opi-
oid use increased in most study sites, suggesting that 
addicts have been switching to prescription opioids from 
traditional illicit street drugs.13 It has been suggested 
that there might be public health benefits to this.14 
Clearly there are many variables to consider in order 
to determine the full extent and details of opioid abuse 
in Canada overall and the risk populations involved. In 
order to get the answers and develop appropriate solu-
tions we need more information.4

Avoiding undertreatment
While Canada has one of the highest levels of pre-
scription opioid use in the world, prescription opioid 
abuse is not going to disappear by universally decreas-
ing access to opioids or by overregulating family doc-
tors. Prescription opioids are one of the most effective 
medical tools we have for moderate to severe pain, 
and they need to remain available and accessible for 
these problems. The Canadian Guideline for Safe and 
Effective Use of Opioids for Chronic Non-Cancer Pain 
has been developed by consensus collaboration among 
physicians treating pain and those treating addiction. 

These guidelines have drawn attention to the need for a 
“watchful” dose of daily opioids for noncancer pain and 
provide guidance on the safe use of opioids in chronic 
noncancer pain patients.15 While there might be room 
for a reduction in opioid use for pain that is not severe, 
the possibility of addiction should not be a categorical 
barrier to the use of opioids.

The bottom line is that we need more information 
about the determinants, characteristics, and outcomes 
of prescription opioid abuse in Canada. Once that infor-
mation is available, appropriate strategies and inter-
ventions for its management can be developed. In the 
meantime, evidence supports that we have a grow-
ing epidemic of undertreated pain in Canada and we 
need a national strategy that works toward reducing 
pain, including focusing on treatment, nonmedication 
approaches, education, and research.9 The prescription 
opioid misuse problem must not be solved by measures 
that undermine or worsen the problem of undertreated 
pain in Canada. 
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