
Virtual Mentor  
American Medical Association Journal of Ethics 
January 2008, Volume 10, Number 1: 49-54. 
 
 
MEDICINE AND SOCIETY 
Double Standard for Access to Pain Management 
Steven D. Passik, PhD, and Kenneth L. Kirsh, PhD 

 
First, do no harm. Clearly, this is one of the tenets of medicine and the allied health 
professions and is expressed in one of our core ethical principles: nonmaleficence. If 
we see a patient in pain and we are unable to relieve it, then, at the very least, we 
should not contribute further to that patient’s suffering. This standard has direct 
ethical implications in the practice of pain management, since the medications used 
in this endeavor are, in large part, potentially addictive and habit-forming substances 
[1-3]. 
 
Pendulum Swings in Pain Management 
Opioids have been available in one form or another for thousands of years, and yet 
they have been avoided, and pain has gone undertreated [4]. The fear of creating or 
worsening addiction has been one of the main reasons for this irrational avoidance of 
an effective but admittedly “blunt instrument” in the treatment of pain. For many 
decades, the exaggerated fear that exposure to these medications brought about 
addiction—and the intent to prevent that consequence—amounted to nonmaleficence 
gone awry. Paired with, perhaps, an underestimation of the benefits of simply 
relieving pain (as opposed to being able to correct its underlying etiology), the need 
to avoid addiction at all costs has led to tremendous, unnecessary patient suffering. 
 
A paradigm shift that has affected the way opioids are used, however, has been 
occurring for the past 20 years in the U.S. and several other countries. Fueled by the 
observation that people with cancer seem to be able to take these medications and 
enjoy good outcomes (analgesia, enhanced activity, tolerable adverse effects, and 
minimal or no aberrant drug-taking) the thinking about opioid use changed. Implicit 
in the change is the obvious assertion that having cancer itself did not bestow 
protection against addiction [5-7]. 
 
As this revolution occurred, the clinical practice and rhetoric of aggressive pain 
management moved faster than the clinical trials, and, when groups of patients who 
were considerably more diverse than those with cancer were tested, the results were 
mixed. Unfortunately, the claims of diminished harm from drug use tended to 
trivialize addiction to the point where it was commonplace to hear that the risk of 
taking the medications was virtually nonexistent [8]. Thus, beneficence dictated that 
opioids could not be ethically withheld in many clinical circumstances. Under this 
new model, the worst thing a physician could do—ethically speaking—was to deny 
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opioids. This position downplays at best, and trivializes at worst, the suffering, 
mortality, and devastation of unchecked addiction. 
 
So professionals who treat pain find themselves at a crossroads: in many respects 
opioids are still the best pain relief medications we have—they have little in the way 
of end-organ toxicity; they have no pharmacologic ceiling, allowing for titration in 
the face of worsened symptoms when appropriate; and, for the most part, they are 
affordable. Yet we have realized that their wider use does pose a serious risk of 
addiction for certain vulnerable individuals [9]. Paying proper attention to the 
downside means that in some situations the worst thing physicians could do—
ethically—would be to deny opioids; in other circumstances, it would be to provide 
access to them. 
 
These ethical differences are easy enough to sort out in the theoretical realm. But 
medical decision making does not take place in a vacuum. Race, social class, and 
even celebrity can influence how these two potentially harmful outcomes are viewed. 
So we now turn to these considerations and the two-tiered system of health care that 
exists in our country and examine the messages that we inadvertently send to all 
patients by treating pain and addiction differently, based on whether or not the 
patient is rich and famous. 
 
The Haves 
In a recent article [10], we discussed the role of celebrity and media attention in the 
perceptions of pain management and addiction in this country by highlighting the 
case of Elvis Presley. Elvis suffered for years with debilitating chronic pain from 
Crohn’s disease [11], and, in addition to long-term steroids for this inflammatory 
disease, he was prescribed a plethora of medications to manage side effects. 
 
Celebrity, power, and money bring with them many benefits, one of which often is 
open access to opiods where they might otherwise be contraindicated without strict 
oversight and management. We chose Elvis as an exemplar of this because he had a 
history of abusing drugs and alcohol, reported chronic feelings of emptiness, had a 
parent whose death was suspected to be due to complications of alcoholism, and his 
early life was marked by his father’s bootlegging and incarceration [12]. Given this 
history, Elvis was at a high risk for addiction, and he probably would have scored off 
the charts on any screening tool used in pain management, including the Opioid Risk 
Tool [13]. Thus, while his health problems would not have precluded opioid therapy 
for pain, he should only have been prescribed them in the context of a defined 
structure and control. 
 
As we all know, however, this was not the case, largely because Elvis was rich, 
powerful, and famous. His addiction became the stuff of myth, viewed not entirely 
negatively but rather as another example of a lifestyle of excess that included his 
appetite for attention, food, and women. He was larger than life. The distorted public 
image of Elvis’s suffering and excess probably says a good deal about how our 
society views its heroes, on the one hand, and how we feel about not-so-famous 
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overweight people and those dependent on medications, on the other. Suppose Elvis 
had been a poor, Cushingoid person with vertebral body fractures, pain, and 
insomnia or agitation from steroids? And suppose he had the same personal and 
family history of addiction? Might the ethical principles have been applied 
differently? 
 
We might wonder why it is that different rules regarding access to pain management 
apply to celebrities and the rich. At one level, it might be a matter of believing that 
successful people are able to take medications without risk simply because they have 
been able to achieve fame or success in other realms of their lives. Physicians may 
assume that whatever talent or trait led their famous patient to be “special,” has a 
halo effect over all aspects of that person’s life. These same physicians might 
inherently trust the patient, or at least recognize that it is difficult to put strict 
management guidelines in place for a person who is travelling the world and 
probably has several medical professionals at his beck and call. Even recommended 
levels of risk management [14], such as opioid agreements and urine toxicology 
screens, might be avoided for fear of upsetting this extraordinary patient. Thus, the 
trappings of fame might exacerbate an early downfall in individuals prone to 
problems of substance abuse or misuse.  
 
The Have Nots 
What about the rest of us? What rules do we have to live by when it comes to pain 
medications and the specter of drug abuse and addiction? For one thing, it is clear 
that a great deal of fear exists about the use of opioids among patients, caregivers, 
and families [15-17]. When celebrities are treated without proper controls, those of 
them who are vulnerable to abuse and addiction eventually get into trouble, creating 
spectacular headlines that only serve to heighten this fear of drug addiction in the 
general public. People often look up to celebrities as heroes—potentially 
superhuman—and tend to put them on a pedestal far above themselves. Thus, when a 
celebrity has an addiction, those without a proper framework to understand what 
made the celebrity vulnerable in the first place is quite naturally tend to assume that 
the medications are too powerful for everyone. 
  
Celebrity headlines combined with other media pieces about opioid abuse and 
addiction in general [18, 19], send a strong cumulative message that these 
medications are dangerous and should be avoided at all costs. Health care 
professionals and the general public must be taught that the addiction results from a 
complex interaction between medications and people [20]. This interaction defies 
simple, one-dimensional solutions such as avoiding the use of pain medicines. 
 
In addition to increased fear of addiction from pain medications prompted by media 
attention, there is an underreported problem of inadequate access to proper pain 
management for many in society’s lower tiers. Physicians, too, are influenced by the 
media and some aspects of “opiophobia” are bound to transfer into their prescribing 
practices for the general public. Certain statistics seem to confirm this suspicion of 
inadequate pain treatment, especially among those who are members of ethnic 
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minorities and those with little education. For instance, Hispanics are half as likely as 
whites to receive pain medications in emergency rooms when they have the same 
long bone fractures [21]; older women of color have the highest likelihood of being 
undertreated for their cancer pain [22, 23], and being uneducated is a risk factor for 
poor pain care in AIDS patients [24]. 
 
Setting Standards for Practice 
Discrepancies certainly exist in access to and treatment for pain. A method must be 
developed that can be used to approach all patients with pain concerns regardless of 
socioeconomic status or celebrity. First, physicians must recognize that the problem 
of prescription drug misuse is not simply media hype, nor is it confined to remote 
areas of the country like eastern Kentucky, nor does it only exist among the poor 
[25]. Second, with this in mind, physicians should perform an appropriate evaluation 
of each patient before writing the first prescription for a controlled substance, 
including opioids. This entails medical evaluation of the pain complaint and also an 
assessment for vulnerability to misuse or aberrant drug-related behavior.  
 
An understanding of the patient’s potential risk factors in the areas of chemical 
dependency history, psychiatric comorbidities, social and familial situation, genetic 
loadings, and spirituality must be reached. The results of this assessment are not to 
be used necessarily to exclude patients from opioid therapy, but they may dictate the 
level of agreed-upon boundaries that should be put in place or the amount of outside 
help that might be required to effectively manage the patient’s pain. Third, 
physicians must be honest with themselves about which patients they can handle 
alone and which patients need more intensive care. In the latter case, they should 
make referrals to services that can effectively monitor patients. Finally, when drug 
therapy is initiated, it should be done in the context of a treatment plan based on 
informed consent to the risks and benefits of all medicines prescribed. 
 
Physicians owe it to their patients to discuss realistic expectations about pain 
reduction and should help formulate functional goals that the rational pharmacology 
is meant to achieve. Helping the patient understand how success or failure is to be 
measured—in terms of pain control but also in terms of function (stabilized or 
improved), toxicities (manageable or none), and aberrant behaviors (few or none)—
is crucial for gaining compliance and understanding of the goals of therapy. 
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