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ETHICS CASE 
Common Misconceptions about Opioid Use for Pain Management at 
the End of Life 
Commentary by Jack M. Berger, MS, MD, PhD, and Nalini Vadivelu, MD 
 
Dr. Cohen practices internal medicine at a small community hospital in Nebraska. 
He recently admitted Mr. Lopez for rib and back pain, found, upon x-ray, to be due 
to pathological fractures. Mr. Lopez, 72, had a history of metastatic squamous cell 
lung cancer that had progressed despite two cycles of chemotherapy. Prior to 
admission, he had been on palliative chemotherapy and oxycodone, which provided 
imperfect relief of his day-to-day cancer-related pain. 
 
When Dr. Cohen entered the room, he found Mr. Lopez wincing in pain. Though he 
was on high dose opiates, he continued to ask for more. Seeing Mr. Lopez’s intense 
pain, Dr. Cohen wrote an order to increase the amount of his medication. 
 
Later in the day, Mr. Lopez’s nurse told Dr. Cohen that Mr. Lopez had started to get 
increasingly drowsy. Dr. Cohen went to check and found Mr. Lopez somnolent but 
arousable and oriented to time, place, and location. Looking at the cardiac monitor, 
he saw that Mr. Lopez’s respiratory rate had decreased and wrote a new order to 
return to the previous dose of pain medication. 
 
Within the next 4 hours, Mr. Lopez was breathing well, but once more in extreme 
discomfort. Dr. Cohen went to the bedside to talk with Mr. Lopez about why he had 
reduced the pain medication to the current level. When Mr. Lopez responded, his 
speech was labored. He said the pain was intolerable and that he couldn’t “take any 
more.” 
 
Dr. Cohen explained again the danger of lowering Mr. Lopez’s respiration, but Mr. 
Lopez said, “You don’t understand this, this…I can’t take it. I would rather be dead.” 
 
Commentary 
Weiss et al. report that the number of seriously ill patients who experience 
“substantial” pain ranges from 36 to 75 percent [1]. Addressing pain early in patients 
who are seriously ill such as patients with cancer could improve their quality of life 
[2]. Opioids are one of the most common medications given for pain control, but an 
inaccurate assessment of their dangers can lead to an irrational fear of opioid use 
among patients and physicians alike [3]. Much of inadequate pain management, 
particularly in end-of-life care, can be traced to lack of knowledge on the part of 
physicians. We will address four common misconceptions about opioid use for pain 
management at the end of life: (1) that dying patients’ unconsciousness is necessarily 
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unnatural and problematic; (2) that it is necessarily wrong to help with pain at the 
cost of some consciousness or length of life; (3) that there are legal restrictions on 
doing so, and (4) that managing a patient’s pain necessarily entails making a tradeoff 
about consciousness or length of life. 
 
Need Patients Be Kept Conscious at the End of Life? 
First, we will address misconceptions about loss of consciousness at the end of life. 
As P.A.J. Hardy has written, 
 

The use of an opiate antagonist in potentially fatal circumstances 
demands an answer to the question: is such treatment humane? If 
endorphin release during extreme stress has evolved to provide 
analgesia and detachment, are doctors to dictate that such effects are to 
be denied in a last ditch attempt to maintain vital functions which are 
becoming resistant to conventional support, only to leave the moribund 
more aware of their circumstances [4]? 

 
Let’s say, for example, that death is imminent for a patient with nasopharyngeal 
cancer that has spread to encompass his entire nasopharynx and face. If, after more 
than 2 weeks of receiving 300 mg per day of intravenous (IV) morphine, the patient 
slowly loses consciousness, should the doctors turn off the morphine infusion to test 
whether the morphine was the cause of the change in mental status? Absolutely not 
[5]. Discontinuing an ongoing opioid infusion in a terminal patient who slowly loses 
consciousness can intensify the patient’s already moderate-to-severe pain [6]. 
 
But importantly, the painkillers may not be the reason for the unconsciousness. 
Metabolic encephalopathy, infection, and brain metastases are more commonly the 
cause of altered mental status than opioid overdose in patients with chronic cancer 
pain [7], especially patients who have been on stable or slowly increasing doses of 
opioids [8]. 
 
Is It Wrong to Alleviate Terminally Ill Patients’ Pain If Doing So Reduces 
Consciousness or Length of Life? 
Another common misconception about pain relief at the end of life is that it is 
necessarily wrong to help with pain at the cost of some consciousness or length of 
life. To provide another example, let’s say that a physician is managing an end-stage 
AIDS patient who has a do-not-resuscitate (DNR) order and a documented pain 
score of 6 out of 10 (10 representing the worst possible pain imaginable) despite 
receiving 3 mg/hour IV morphine infusion. If the physician is concerned that the 
morphine is hastening death, need he or she reduce the dose, thereby intensifying the 
patient’s already severe-to-moderate pain? 
 
In end-of-life care and pain management, as in medicine generally, there are four 
guiding ethical principles that govern our decision making and care of patients [9-
12]: nonmaleficence (minimize harm), beneficence (do good if you can), patient 
autonomy (respect the patient as a person), and justice (fair distribution of available 
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resources). In implementing the four principles of ethical medical care, the physician 
has to contend with three sets of conflicting goals: 

• Benefiting the patient and minimizing the burden of doing so 
• Striving to preserve life and providing comfort in dying 
• Meeting individual needs and those of society 

 
In cases such as this, we are dealing with the first two sets of goals. The principle of 
double effect, initially developed in the Catholic tradition from the thirteenth-century 
teachings of Thomas Aquinas, states that an action that has two effects, one good and 
one bad, is permissible if five conditions are met [13]: 

1. The act itself is good or at least morally neutral, e.g., giving morphine to 
relieve pain. 

2. Only the good effect (relieving pain) and not the bad effect (ending the 
patient’s life) is intended. 

3. The good effect is not achieved through the bad effect (pain relief does not 
depend on hastening death). 

4. There is no alternative way to attain the good effect (pain relief); if there 
were, that would be the appropriate course of action. 

5. There is a proportionately grave reason for running the risk such as pain so 
intense that it could cause severe hemodynamic consequences like respiratory 
depression, myocardial infarction, or stroke. 

 
The main point of the principle is that the intention of the caregiver is what matters. 
In certain respects the principle reverses the order of nonmaleficence and 
beneficence—that is, it gives primacy to doing good in spite of the risk of causing 
harm. According to this viewpoint, it is not morally wrong to alleviate the patient’s 
pain, using whatever doses of opioids are necessary, at the cost of some 
consciousness or length of life [14, 15]. It does not, however, alter the role of respect 
for autonomy—the patient or surrogate decision maker should be informed of the 
various options and their probable effects and choose freely among them. 
 
As we have said elsewhere, we think a principal reason that double effect doctrine 
continues to be an area of lively debate in bioethics is the ambiguous intentions of 
caregivers in treating patients at the end of life [15]. For example, even when a 
physician has no desire to hasten a patient’s death, the death of the patient may 
nevertheless be seen as a good or desirable outcome [14, 15]. However, there is a 
distinct difference between giving a poison with the intention to end the patient’s life 
and giving medication to relieve pain or reduce suffering when that medication may 
have adverse effects leading to the patient’s death [14]. 
 
In applying the principle of double effect to this therapy, the rate of administration or 
the dose of administration should not be changed abruptly or even decreased to a 
previous level if that previous level did not alleviate the pain and suffering, and the 
patient, understanding the consequences, has indicated that he or she prefers to 
prioritize pain relief. If there is no other way to relieve the patient’s suffering, the 
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doses of the opioids necessary to relieve pain produce deep sedation are permissible 
[14]. 
 
This seems to be the case with Mr. Lopez. It appears that he would rather risk a 
somewhat earlier death than be conscious and in agony. If this is so, it is therefore 
incumbent upon his physician to confirm Mr. Lopez’s consent for possibly life-
limiting pain relief and then increase his opioid again until Mr. Lopez is comfortable 
or unconscious. His physician must also obtain informed consent for implementing a 
DNR order status from Mr. Lopez. This treatment, like all treatments, is only 
acceptable because the patient wills it. To sum up, clinicians should never withhold 
needed pain medications from terminally ill patients for fear of hastening their death, 
if they have received informed consent from the patient to increase the dose. 
 
Are There Legal Restrictions on This Kind of Pain Management? 
Physicians may also believe that they are legally prohibited from alleviating pain to 
this degree. This is untrue. The 1993 California Medical Board Statement on the 
Prescribing of Controlled Substances indicated that, when there is legitimate medical 
need, physicians should not be reluctant to prescribe controlled substances used for 
medical purposes, even those with high potential for abuse and dependence [16]. The 
Federal Controlled Substances Act (CSA), too, does not regulate medical treatment 
decisions such as the selection or quantity of prescribed drugs [17]. 
 
More specifically, the U.S. Supreme Court addressed pain management for the 
terminally ill in the 1990s [17]. The court drew a distinction between using drugs to 
terminate life and adequate pain and symptom management, as reported in the New 
England Journal of Medicine in 1997: “a Court majority effectively required all 
states to ensure that their laws do not obstruct the provision of adequate palliative 
care, especially for the alleviation of pain and other physical symptoms of people 
facing death” [18]. Similarly, the New York State Task Force on Life and the Law 
declared in 1994 that “it is widely recognized that the provision of pain medication is 
ethically and professionally acceptable even when the treatment may hasten the 
patient’s death if the medication is intended to alleviate pain and severe discomfort, 
and not to cause death” [7], citing guidance from the American Medical 
Association’s Council on Ethical and Judicial Affairs as well as Catholic and Jewish 
bioethical analysis. 
 
Model guidelines for the use of controlled substances for the treatment of pain 
developed jointly by the DEA and Federation of State Medical Boards of the United 
States cite widespread undertreatment of pain in end-of-life care and now include 
language stating that the adopting body “will consider inappropriate treatment, 
including the undertreatment of pain, a departure from an acceptable standard of 
practice” [5]. End-of-life cancer pain management also need not carry with it the 
usual fear of being sued for injury or addiction caused by prescriptions of opioids. 
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Will This Tradeoff Even Occur? 
The last misconception we will address is the belief that giving patients such doses 
of opioids will necessarily reduce consciousness or shorten life. This may not be the 
case. In a retrospective study of 238 patients, Thorn and Sykes found that there was 
no difference in survival between patients requiring escalating doses of opioids and 
patients on stable doses [19]. This would seem to suggest that the use of opioids for 
pain control at the end of life does not even need justification with the principle of 
double effect [19]. 
 
Concluding Remarks 
It is our job as compassionate and professional physicians to “do the kind thing, and 
do it first,” as William Osler told us so many years ago [20]. And it behooves all 
physicians who are privileged to care for patients at the terminal stages of life to be 
aware of the doctrine of double effect as well as its legal and social ramifications and 
to know data that clearly show that palliative sedation applied appropriately has no 
life-shortening effect [21]. In the case of Mr. Lopez, our conclusion is clearly that 
Dr. Cohen should increase his opioid again until Mr. Lopez is “comfortable” or loses 
consciousness. 
 
References 

1. Weiss SC, Emanuel LL, Fairclough DL, Emanuel EJ. Understanding the 
experience of pain in terminally ill patients. Lancet. 2001;357(9265):1311-
1315. 

2. Marchetti P, Voltz R, Rubio C, Mayeur D, Kopf A. Provision of palliative 
care and pain management services for oncology patients. J Natl Compr 
Canc Netw. 2013;11 Suppl 1:S17-S27. 

3. Joranson DE, Ryan KM, Gilson AM, Dahl JL. Trends in medical use and 
abuse of opioid analgesics. JAMA. 2000;283(13):1710-1714. 

4. Hardy PA. Naloxone, arousal, and the patient's best interests. Lancet. 
1981;2(8254):1052. 

5. Federation of State Medical Boards of the United States. Model policy for the 
use of controlled substances for the treatment of pain [revised 2004]. 
http://www.fsmb.org/pdf/2004_grpol_controlled_substances.pdf. Accessed 
April 19, 2013. 

6. Manfredi PL, Ribeiro S, Chandler SW, Payne R. Inappropriate use of 
naloxone in cancer patients with pain. J Pain Symptom Manage. 
1996;11(2):131-134. 

7. New York State Task Force on Life and the Law. When Death Is Sought: 
Assisted Suicide and Euthanasia in the Medical Context. New York State 
Department of Health; 1994: 163. 
http://www.health.ny.gov/regulations/task_force/reports_publications/when_
death_is_sought/chap8.htm. Accessed April 19, 2013. 

8. Clouston PD, DeAngelis LM, Posner JB. The spectrum of neurological 
disease in patients with systemic cancer. Ann Neurol. 1992;31(3):268-273. 

9. Spiegel D, Stroud P, Fyfe A. Complementary medicine. West J Med. 
1998;168(4):241-247. 

 www.virtualmentor.org Virtual Mentor, May 2013—Vol 15 407 

http://www.virtualmentor.org/
http://www.ncbi.nlm.nih.gov/pubmed?term=Marchetti%20P%5BAuthor%5D&cauthor=true&cauthor_uid=23520182
http://www.ncbi.nlm.nih.gov/pubmed?term=Voltz%20R%5BAuthor%5D&cauthor=true&cauthor_uid=23520182
http://www.ncbi.nlm.nih.gov/pubmed?term=Rubio%20C%5BAuthor%5D&cauthor=true&cauthor_uid=23520182
http://www.ncbi.nlm.nih.gov/pubmed?term=Mayeur%20D%5BAuthor%5D&cauthor=true&cauthor_uid=23520182
http://www.ncbi.nlm.nih.gov/pubmed?term=Kopf%20A%5BAuthor%5D&cauthor=true&cauthor_uid=23520182
http://www.ncbi.nlm.nih.gov/pubmed/23520182
http://www.ncbi.nlm.nih.gov/pubmed/23520182


10. Waisel DB, Truog RD. The cardiopulmonary resuscitation-not-indicated 
order: futility revisited. Ann Intern Med. 1995;122(4):304-308. 

11. Weindling P. Nazi Medicine and the Nuremberg Trials: From Medical War 
Crimes to Informed Consent. New York: Palgrave MacMillan; 2005. 

12. Gillon R. Medical ethics: four principles plus attention to scope. BMJ. 
1994;309(6948):184-188. 

13. Berger JM. Ethics in palliative and end-of-life care. In: Vadivelu N, Kaye 
AD, Berger JM. Essentials of Palliative Care. Springer; 2013: 487. 

14. Morris AB. Deciding to Forego Life Sustaining Treatment: A Report on 
Ethical, Medical, and Legal Issues in Treatment Decisions. Library of 
Congress: President’s Commission for the Study of Ethical Problems in 
Medicine and Biomedical and Behavioral Research; 1983. 

15. Berger; 2013. 
16. Clark HW, Sees KL. Opioids, chronic pain, and the law. J Pain Symptom 

Manage. 1993;8(5):297-305. 
17. Miller NS. Failure of enforcement controlled substance laws in health policy 

for prescribing opiate medications: a painful assessment of morbidity and 
mortality. Am J Ther. 2006;13(6):527-533. 

18. Burt RA. The Supreme Court speaks--not assisted suicide but a constitutional 
right to palliative care. N Engl J Med. 1997;337(17):1234-1236. 

19. Thorns A, Sykes N. Opioid use in last week of life and implications for end-
of-life decision-making. Lancet. 2000;356(9227):398-399. 

20. Osler W. Science and Immortality. Boston: Houghton Mifflin; 1904. 
21. Fins JJ. Acts of omission and commission in pain management: the ethics of 

naloxone use. J Pain Symptom Manage. 1999;17(2):120-124. 
 
Jack M. Berger, MS, MD, PhD, is a professor of clinical anesthesiology and program 
director for fellowships in regional anesthesia at the University of Southern 
California Keck School of Medicine in Los Angeles. He was the establishing director 
of Los Angeles County+University of Southern California Medical Center’s 
symptom management and palliative care program, one of the first such programs to 
be offered at a county facility in the U.S. He has a master’s degree in environmental 
health sciences, a PhD in environmental medicine, and a certificate of extra 
qualification in pain management from the American Board of Anesthesiology. 
 
Nalini Vadivelu, MD, is an associate professor of anesthesiology in the Department 
of Anesthesiology at Yale University. She is certified by the American Board of 
Anesthesiology and has completed an accredited pain fellowship at Memorial Sloan-
Kettering Cancer Center in New York. Her educational and research interests are in 
pain management. She is the editor of five textbooks in the field of pain management 
and has patents on airway devices in several countries. 
 
 
 
 
 

 Virtual Mentor, May 2013—Vol 15 www.virtualmentor.org 408 



Related in VM 
The AMA Code of Medical Ethics’ Opinions on Sedation at the End of Life, May 
2013 
 
Drug Seeking or Pain Crisis? Responsible Prescribing of Opioids in the Emergency 
Department, May 2013 
 
Use of Narcotics Contracts, May 2013 
 
Long-Term Opioid Treatment, May 2013 
 
Fighting Prescription Drug Abuse with Federal and State Law, May 2013 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The people and events in this case are fictional. Resemblance to real events or to 
names of people, living or dead, is entirely coincidental. 
 
The viewpoints expressed on this site are those of the authors and do not necessarily 
reflect the views and policies of the AMA. 
 
Copyright 2013 American Medical Association. All rights reserved. 

 www.virtualmentor.org Virtual Mentor, May 2013—Vol 15 409 

http://www.virtualmentor.org/
http://virtualmentor.ama-assn.org/2013/05/coet1-1305.html
http://virtualmentor.ama-assn.org/2013/05/ecas2-1305.html
http://virtualmentor.ama-assn.org/2013/05/ecas2-1305.html
http://virtualmentor.ama-assn.org/2013/05/ecas3-1305.html
http://virtualmentor.ama-assn.org/2013/05/stas1-1305.html
http://virtualmentor.ama-assn.org/2013/05/hlaw1-1305.html

