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ABSTRACT

INTRODUCTION  Opiophobia is deemed one of the key barriers in effective pain management.

0BJECTIVES The study aimed to assess the overall perception of opioids in cancer patients treated for
chronic pain, as well as to determine the nature of their most common related fears.

PATIENTS AND METHODS  The study included 100 palliative care patients who suffered from chronic cancer
or noncancer pain. Initially, they had to complete a survey exploring their knowledge on analgesics and
potential fear of using opioids. The second phase was based on in-depth interviews with 10 palliative
care patients suffering from cancer pain who were reluctant to use opioids.

REsULTS  Of the 100 patients, 43 expressed concerns over commencing the treatment with opioids. Fear
was reported more often in patients already on strong opioids, who either overtly expressed it (group C)
or not (group B), as compared with patients treated with weak opioids (group A) (50%, 48%, and 19% of
groups C, B, and A, respectively). The main concerns were drug addiction, fear of death or dying, and
undesirable side effects. A qualitative study revealed similar types of fear among patients expressing
concerns prior to being put on strong opioids.

concLusions  Opiophobia seems to be common among palliative care patients (up to 50%) treated with
strong opioids. They mainly fear drug addiction, undesirable effects, and death or dying. Better aware-
ness of patients’ preconceptions about opioids may become instrumental to alleviating their suffering

through enhanced pain management.

INTRODUCTION  Pain is one of the most com-
mon symptoms in cancer and noncancer patients.
An estimated 70% to 80% of patients with ad-
vanced cancer suffer from moderate and se-
vere pain.' Patients, especially those with a life-
-threatening disease, often have concerns about
pain, its cause, and whether they will be able to
control it. Paradoxically, a medication such as
an opioid analgesic, specifically aimed at allevi-
ating pain, may induce fear of taking it. The de-
cision to start chronic opioid therapy in patients
with noncancer pain should be accompanied by
a careful risk-to-benefit assessment, with con-
tinuing discussion with the patients and the cli-
nicians’ assistance in their education.?® In fact,
the very suggestion to have an opioid analgesic
introduced may well be met with resistance on

the part of patients or their caregivers, or may re-
sult in the patient’s noncompliance once the ther-
apy is started.’

The Pain and Policy Study Group at the Univer-
sity of Wisconsin defined “opiophobia” as a phe-
nomenon in which exaggerated concern about
the risks associated with opioids prevents ap-
propriate medical use of opioid analgesics.® Re-
cent recommendations on cancer pain manage-
ment, as published by the European Society for
Medical Oncology or the National Institute for
Health and Care Excellence (NICE), highlighted
the need to assess the risk of opiophobia in pa-
tients.”'? The NICE guidelines even recommend
that a physician first discusses with the patient
the potential concerns about opioid analgesics be-
fore actually prescribing them. However, little is
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known on a diagnostic approach to opiophobia
and which specific interventions might be poten-
tially effective in its management.'’"?

The present study aimed to assess the gener-
al perception of opioid analgesics among pallia-
tive care patients with chronic pain. In particu-
lar, we sought to determine the most vulnerable
areas triggering concerns about opioid use and
how these concerns are expressed by patients.

PATIENTS AND METHODS  The study consisted of
2 stages (FIGURE 1). The first stage was aimed at a
quantitative assessment of the existing body of
knowledge and perception of opioid analgesics in
patients with chronic pain, treated in 4 palliative
care centers in Poland. Two of these centers are
located in Bydgoszcz: the Blessed Father Jerzy
Popietuszko Hospice (home care, outpatient clinic,
inpatient unit) and the Antoni Jurasz University
Hospital No. 1 (outpatient clinic, inpatient unit),
and the other 2 in Chojnice: Hospice of the An-
nunciation of the Virgin Mary (home care, inpa-
tient unit) and the Society of Hospice Friends
(home care). The second part of the study was
a qualitative assessment of concerns about the use
of strong opioids, as expressed by patients.

Participants were recruited from among pallia-
tive care patients with advanced cancer. The study
protocol was approved by the Bioethics Commit-
tee at Collegium Medicum in Bydgoszcz, Nico-
laus Copernicus University in Torun, Poland (Ref.
No. KB 466/2007). Each participant provided in-
formed written consent to voluntary participa-
tion in the study.

Stage 1 In the first stage of the study, 106 pa-
tients recruited from all areas of palliative care
(home care, outpatient clinic, inpatient unit) con-
sented to participate in the study protocol. In
the case of 6 patients, it was necessary to discon-
tinue the protocol due to fatigue (3 persons), de-
lirium (2 persons), and dyspnea (1 person). The fi-
nal sample size included 100 patients.

Patients were asked to answer the questions
on their knowledge of analgesics, express their
opinion on the overall effectiveness of their pain
management, and identify specific concerns as to
the potential introduction of opioids into their
therapy. The survey questionnaire included both
open- and closed-ended questions. Patients ex-
pressed their concerns in their own words, while
their statements were written down. They were
also asked to assess the intensity of symptoms,
using the Edmonton Symptom Assessment Scale.

Stage 2 The second stage of the study includ-
ed patients with chronic cancer pain who ex-
pressed concerns about starting treatment with
strong opioids. An individual in-depth interview
was conducted with 11 patients (of whom 1 pa-
tient decided to discontinue the study). The in-
terview covered a few specific issues that were es-
sential to the study’s assumptions. In line with
the phenomenological approach, the participants’
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preconceptions were reviewed with the aim to
identify the root of the problem.'*'¢

All interviews were recorded and then tran-
scribed. Conversations took place either at pa-
tients” homes or at other places that could ensure
privacy and confidentiality. The in-depth inter-
views followed a structured scenario, developed
by the principal investigator in association with
other professionals (ie, psychologists and physi-
cians), who verified the overall pertinence and
validity of the survey questions.'’""® The ques-
tions were purpose-developed and not standard-
ized. The interviews were conducted by a physi-
cian experienced in palliative care and trained in
enhanced communication techniques. Patients
with well-managed pain (first- and second-step
medications in the analgesic ladder) were inter-
viewed first. The second interview was scheduled
after patients had been administered strong opi-
oid analgesics, within the period of optimum and
stable pain relief. Only 1 patient attended both
interviews, as the other patients had died prior
to the second interview.

Subsequently, we appointed 4 individuals (with
no medical training or education) whose task was
to identify the areas of concern by marking all
statements that they believed expressed fear. Fol-
lowing the review, all statements were assessed.
Then, a multidisciplinary team of 3 physicians and
4 psychologists (ie, competent judges) appoint-
ed by the investigator conducted data analysis.
They were asked to evaluate the extent to which
the statements were consistent with specific con-
cerns by allocating each statement to a category
that best described it. Allocation to more than
1 category was permitted.

Statistical analysis The statistical analysis was
conducted using Statistica 10.0 for Windows. Data
were presented as mean (SD). To evaluate the con-
cordance of the respective statements and cate-
gories between the judges, the Kendall's W co-
efficient of concordance was applied, which is
a normalization of the Friedman test statistics.
The Kendall’s W ranges from 0 (no concordance)
to 1 (full concordance).

RESULTS Stage 1 The study sample includ-
ed 100 patients (TABLE 1), most of whom showed
a performance within the range of 40 to 60 on
the Karnofsky scale. The average intensity of
symptoms was moderate (3-4.5), and only in
the case of nausea and dyspnea, it was described
as low (1-1.5). The most common opioid admin-
istered during the study was morphine (n = 37),
followed by tramadol (n = 11) and fentanyl (n =
9). Because many patients did not know the inter-
national names of the medications, 26% of them
answered the question “none of the above” and
“I do not know”, when they did not know which
medication they took. One patient ticked 3 opioid
analgesics, and 7 patients—2. Most participants
received opioids orally (n = 92). The transdermal
route, in the form of the transdermal therapeutic



TABLE 1 Basic characteristics of patients participating in stage 1 of the study (n = 100)

Parameter Value

Age, y Mean (SD) 64.74 (12.11)
Range 32-89
Sex, n Female 47
Male 53
Education Higher 18
Secondary 4
Vocational 52
Elementary 26
Disease that caused pain, n Cancer 94
Noncancerous diseases 6
Chronic chest pain syndrome (after thoracic surgery) 1
Syringomyelia 2
Chronic pancreatitis 1
Sclerosing cholangitis 1
Phantom pain (loss of the right upper limb in a traffic accident) 1
Performance according to the Karnofsky scale 90 3
(n=93),n 80 6
70 8
60 16
50 30
40 22
30 8
Mean 52.58
Sy 14.59
Not evaluated 7
Intensity of symptoms according to ESAS, mean (SD) Pain 3.11 (2.54)
Fatigue 3.81(2.70)
Nausea 1.29 (2.73)
Depression 3.37 (3.18)
Anxiety 3.22 (3.18)
Drowsiness 3.21(3.20)
Appetite 3.86 (3.16)
Well-being 4.20 (2.74)
Dyspnea 1.33(2.17)
Opioid medication taken (according to the patients), n Tramadol 1"
Codeine 1
Dihydrocodeine 0
Morphine 37
Fentanyl 9
Buprenorphine 1
Methadone 1
None of the above 26
“I do not know” 21
Route of drug administration (according to the patients), n Oral 92
Intravenous 16
Subcutaneous 20
Sublingual 4
Sticking plasters (TTS) 31
Suppositories 8
Infusions 2

Abbreviations: ESAS, Edmonton Symptom Assessment Scale; TTS, transdermal therapeutic system
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FIGURE 1
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system, was used in 31 patients, while the sub-
cutaneous route—in 20. Patients who answered
“intravenously” usually received opioids subcu-
taneously with a butterfly needle.

Concerns and fears expressed by patients about the
use of opioid analgesics Of the 100 patients,
43 expressed concerns about starting opioid treat-
ment (both weak and strong opioids). The most
common concerns were drug addiction (n = 18),
fear of death and dying (n = 12), undesirable ef-
fects (n = 9), and others (n = 4). Morphine was
most often regarded as a strong opioid, and most
patients taking morphine expressed their con-
cerns about the medication (66%, as compared
with 39% of individuals treated with transder-
mal opioids).

Following a preliminarily evaluation of all re-
search data, the patients expressing any concern
(n = 43) about the use of opioids were divided
into 3 subgroups (FIGURE 1): group A (n = 21; pa-
tients on weak opioids; group B (n = 23; patients
unaware of taking strong opioids: they answered
“No” to the question whether they had been put
on a strong opioid, even if they had previously
been advised on the specific type of medication
administered to them); and group C (n = 56; pa-
tients on strong opioids and aware of the type of
the medication).
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in-depth interview method

Concerns were expressed more often by pa-
tients already on strong opioids, both those in
group C (50%, n = 28) and group B (48%, n =11),
as compared with those treated with weak opioids
(group A; 19%, n = 4). In group C, the main con-
cern was fear of drug addiction (26%), while in
group B, this concern was less common (17.5%).
Group B more often expressed fear about death
and dying (30.5%). The most common concern in
group A was potential side effects.

The questionnaire consisted of open-ended
questions that could be answered in own words.
Patients could describe whether they actually
had any concerns about the use of opioids (ei-
ther weak or strong, as used in their pain therapy;
groups A and C) or whether they would have any
concerns before taking strong opioids in the fu-
ture (groups A and B). Examples of concerns ex-
pressed by patients in the respective groups are
presented in TABLE 2.

Based on an interview with 22 participants,
the most important factors that contributed to
a reduction in the level of fear were as follows:
a bedside talk with an attending physician (in-
cluding the physician’s opinion) or a nurse (6 pa-
tients); a possibility to counter the side effects, or
absence of any side effects (2 patients); a reduced
dose of the medication (1 patient); and a good
therapeutic effect (13 patients). Patients would



TABLE 2 Concerns and fears associated with the use of opioid analgesics, as
reported by patients during stage 1 of the study (examples)

Group A (n = 21): patients on weak opioids

Concerns about weak opioids:

* “Having read the leaflet, | was concerned about the side effects, mostly
constipation”

* “From the very start | took large doses of the medication, and | had stomach
problems”

* “The medication may not bring any benefits”

Concerns about future use of strong opioids:
* | am concerned about the side effects, eg, stupefaction”

* “Would this be effective at all? | took the medication in the past, but it had no
effect!”

* “| am concerned about a bitter taste, nausea, and mental problems”

* “| am concerned about suffocating when vomiting” (a patient confined to bed due to
multiple fractures)

* “I would not like to take this medication, as only seriously sick people have to take it”
* “| would be concerned about potential addiction”

Group B (n = 23): patients unaware of taking strong opioids

Concerns about future use of strong opioids (mainly death and dying, and drug
addiction):

* “The medication will put me to sleep”

* “Death will be near”

* “Fear of being seriously sick and having to take such a medication”
* “My condition is getting worse”

* “This is the end of my world, the cancer keeps on growing. This will be the end; my
husband had cancer and took morphine before his death”

* “| am afraid this is a narcotic medication and | do not want to become addicted”
* “Addiction, that’s what | am afraid of!”

Group C (n = 56): patients aware of taking strong opioids

Concern about drug addiction:

* “When | was to start taking morphine, | was concerned about addiction, about
the fact that it was a narcotic medication, but | took it, because | just had to”

* “It is addictive, these medications damage the body”

* “| am concerned about addiction hazard; what if the pain gets worse, would it then
help me?”

Other concerns:

* “| associate morphine with a horrible death of my grandfather”

* “| am so sick that | just have to take such a strong medication, this is the end”.
* “I thought about my husband who died a year ago from lung cancer”

* “The side effects, | slept most of the time, | felt as if | was separated from life”

* “I was concerned about the side effects, and about the interaction with
the medication | was already on, and whether this would be effective”

* “| was anxious that | would feel spaced out and have appreciably reduced mental
and physical performance”

* “This is a very strong analgesic, and it makes me think of death; it is taken as
the last resort only, when things cannot be helped anymore”

* “l am quite apprehensive about this medication; when | used the sticking plasters
before, | was either totally out, or extremely drowsy, and | would not recognize
people’s faces”

typically say: “I feel much better after I have tak-
en this medication”; “I would be afraid of the fu-
ture without them”; “Morphine helps alleviate
my pain after a few months of suffering, sleepless
nights”; “I am no longer in pain and can go on.”
According to 4 patients, the most important fac-
tor that increased their level of fear was the inci-

dence of side effects (constipation, drowsiness).

Stage 2 Stage 2 of the study was conducted in
10 patients (TABLE 3). The 5 key areas of concern
were identified, which were fully consistent with
those identified in stage 1: 1) fear of addiction; 2)
fear of undesirable effects; 3) fear of death; 4) fear
of dying; and 5) other concerns. Drug addiction
and undesirable effects were treated as separate
categories because there were discrepancies in
the way patients defined those 2 areas. Death and
dying were also treated separately: death meant
a specific point in time, whereas dying—an on-
going process. Whenever the patient’s statement
did not fit into one of the above categories, it
was classified as “other concerns”. The answers
to the open-ended questions were then assessed.

The statements originally provided by patients
(in the form of 45 quotes) were analyzed by the
competent judges who, independently of one an-
other, allocated them to the 5 categories. In most
cases the judges agreed on allocating the respec-
tive statements to specific categories. If a state-
ment related to more than one area, the judges
would allocate it to more than one category. As
indicated in their comments, the most difficult
task was to allocate the statements referring to
the “death” and “dying” categories. The exam-
ples of such statements are as follows: “It makes
me think of the end; so that there is something
that will let me... die without suffering any pain”;
“When I was in the hospital and someone was giv-
en morphine... it meant that it was the end”, “I
think that this is the end. The end of life—this is
what it is all about. Simply the end of well-being
and the end of therapy”.

The first review of the statements allocated to
the respective areas of concern did not allow for
their clear distribution to the designated catego-
ries. Therefore, we decided to separate the state-
ments allocated by the judges to specific catego-
ries depending on whether the judge was a psy-
chologist or physician. This revealed differences in
the understanding and interpretation of the state-
ments between those 2 professional groups. Psy-
chologists expressed more doubts when naming
the areas of concern, particularly with regards to
death and dying. On the other hand, physicians
seemed to discriminate these 2 categories far
more clearly. The greatest differences in the re-
views made by psychologists and physicians were
observed for the following statements: “This is
a strong medication; it is offered when there is no
other way out”; “If [ am given morphine, this must
be the last stage”; “When I was sitting at the table,
next to him, then he (the doctor) said: grandpa,
I do not want to kill you. Because this is the last
resort—he said. And you do not need it yet, as
your condition is not so serious”; “The greatest
fear I have with regards to this medication is that
this heralds the end”.

Statements that could not be allocated to any
of the first 4 categories were classified as “other
concerns”. This category included, for example,
statements related to the administration of opi-
oids (not included in categories 1-4) and those
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TABLE 3 Demographic and clinical characteristics of the patients participating in stage 2 of the study (n = 10)

Age,y ICD-10 Disease onset Duration of palliative care Date of interview(s)
diagnosis
1 Female 72 Breast cancer 2009 24 February 2011 — 5 July 2016 (1289 days) 14 June 2012
12.July 2012
2 Female 58 Sigmoid colon June 2011 20 June 2012 — 5 July 2012 (16 days) 29 June 20122
cancer
3 Female 71 Unknown primary  February 2012 13 July 2012 — 5 August 2012 (24 days) 21 July 20122
focus
4 Female 73 Pancreatic cancer ~ February 2012 17 August 2012 — 8 October 2012 (53 days) 23 September 20122
5 Female 66 Ovarian cancer 2010 14 September 2012 — 23 October 2012 (40 days) 28 September 20122
6 Female 79 Ovarian cancer 1990, relapse 12 October 2012 — 6 January 2013 (91 days) 18 October 2012°
September 2012
7 Female 58 Liver tumor July 2012 3 October 2012 — 5 September 2015 (1067 days) 04 December 2012¢
8 Female 69 Breast cancer November 2011 19 December 2012-19 March 2013 (91 days) 20 December 2012b
9 Male 11 Lung cancer October 2012 18 December 2012 — 25 December 2012 (8 days) 22 December 20122
10 Female 70 Lung cancer January 2012 9 January 2013 — 1 September 2013 (235 days) 09 December 2013°

a Second review was not performed due to the deterioration or death of the patient.

b The patient refused to participate in the second interview.

¢ Second review was not performed because treatment with strong opioids was not introduced.

Abbreviations: /CD-10, International Classification of Diseases, Tenth Revision
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related broadly to fears and concerns. The exam-
ples include: “The biggest fear—so it does not
hurt”, “Morphine—it makes me think of my fam-
ily’s helplessness when faced with pain”, “I am
most afraid of suffering”. The judges agreed on al-
locating all these statements to this category and
added their own comments. They also suggested
that several new subcategories of fear should be
introduced, such as fear of pain and imminent
suffering, as well as the sense of helplessness in
the patient’s family when faced with disease and
its symptoms.

Because the judges expressed doubts as to
the precise allocation of the above statements,
we decided to determine the extent of concor-
dance between the actual statements and the spe-
cific categories. Therefore, a group of 3 more in-
dependent competent judges (none of them be-
ing a psychologist or physician) was appointed to
evaluate the concordance of the respective state-
ments and categories. The Kendall's W exceeded
0.7 in all categories except the “death” category.
This indicated high concordance with the review-
ers’ appraisal. When the “death” and “dying” cat-
egories were combined, the coefficient was also
high (0.82).

The discrimination between the fear of dying
(perceived as a process) and the fear of death
(perceived as the actual moment of death) is
questionable. It is likely that patients under-
stood these 2 terms differently than we assumed
or that they did not see the difference at all.
Naturally, patients who are aware of their dis-
ease and who experience different symptoms do
think about the inevitability of death. They see
dying as a gradual progression towards the fi-
nal point—death. Dying and death are in fact
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inseparable, even though each of them may be
filled with a different meaning.

During stage 2 of the study, the intensity of
fear, depression, and aggression was assessed in
each patient (Hospital Anxiety and Depression
Scale, HADS). Only in 1 patient, the score indi-
cated depression.

DISCUSSION  The study demonstrated that near-
ly half (43%) of the patients treated for chronic
pain expressed different concerns related to opi-
oid analgesics. Patients that took weak opioids
were more often concerned about the undesir-
able effects of treatment with strong opioids.
Most patients who already took strong opioids
and were aware what these drugs are expressed
concern about drug addiction. Finally, patients
who were on strong opioids but were unaware
of what type of drugs they are taking mostly ex-
pressed concern about death and dying. It is like-
ly that in those patients the fear of disease pro-
gression and limited life expectancy was associ-
ated with their lack of awareness of the opioid
therapy they were actually on.

One of the key conclusions of our study is that
even among patients receiving specialized pal-
liative care, nearly 30% of individuals treated
with strong opioids were either unaware of this
or did not understand this, or were even in deni-
al, and yet they would often express fear of death
and dying. Furthermore, half of the patients who
were aware that they were on strong opioids were
still afraid of using them, particularly of becom-
ing addicted.

An Australian study demonstrated that one
third of patients experienced clinically signif-
icant pain that hindered their daily activities,



despite the use of analgesics. They were more in-
clined to use alternative treatments to exercise
more effective control over their pain rather than
to talk to medical professionals. The underlying
reason was often a significantly higher concern
over potential undesirable effects of the analge-
sics they received.?’

In our study, 84% of the patients reported
that the attending physician was the key source
of credible information on medications. In fact,
those patients who admitted to a reduced level
of opiophobia also indicated the importance of
good analgesic effect and/or a conversation with
the physician.

Unfortunately, our study also revealed a neg-
ative effect of a consultation with the physi-
cian, showing that it either induced or reinforced
opiophobia among patients. Physicians would
tell their patients that they would not kill them
with morphine, or that it was far too early to
use an opioid analgesic. Physicians themselves
have fears about using opioids, which often af-
fects their clinical practice, prescription of opi-
oids, and the way they talk with their patients
about opioid treatment. Therefore, it is impor-
tant to educate physicians on pain management
and opioid use.?"??

The largest number of patients were concerned
about drug addiction, serious adverse effects,
the process of dying, and faster death due to opi-
oid use. These concerns may have been associat-
ed, at least to some extent, with the fact that phy-
sicians often tend to use opioids as the “last re-
sort medication.” Therefore, many patients con-
nect these drugs with death, end of life, dying, and
disease progression. For some patients, the use of
strong opioids correlated with the final stage of
their disease. Morphine is often used at the end
of life, which for many patients means that they
will be dying soon.?'

This prompts questions not only as to the ratio-
nale for prescribing opioids but also as to wheth-
er physicians can adequately respond to the fears
expressed by patients and their families by means
of effective communication. Effective communi-
cation entails personal credibility and the actual
message one intends to convey.?® To put it short-
ly, as long as the attending physicians are afraid
of introducing opioids themselves, they will not
be able to communicate effectively with their pa-
tients about this treatment.

In the present study, the fear expressed by pa-
tients was largely reduced by effective commu-
nication with the attending physicians before
the administration of opioids. Patients were also
found to cope much better with the undesirable
effects of the medication or experienced no ad-
verse effects altogether. The lack of adequately
structured information is often a serious cause
of concern (“No news is bad news; it is an invi-
tation to fear”).?

Interestingly, the largest percentage of pa-
tients were concerned about drug addiction.
Opioid medications are frequently linked with

drug addiction, but this is typically associated
with the nonmedical use of opioids. Nonethe-
less, these common misconceptions make the pa-
tients quite reluctant about increasing the dos-
age. Consequently, the doses they take are too
low to ensure effective pain control, which leads
to undue suffering. Patients also claim that they
do not want to “die like drug addicts”. To a large
extent, this is how they tend to manifest their
wish to respect their dignity.

Unfortunately, medical professionals tend to
neglect the problem of drug addiction in patients
with advanced cancer, primarily because of their
short life expectancy. It is important to increase
the awareness of physicians that drug addiction is
a legitimate concern, even if the patient will live
only a few months, weeks, or even days longer.?®

Experts in palliative medicine incorporated
all the above issues into their guidelines for pain
management in cancer.?%-?¢ The NICE recommen-
dations also clearly highlight the need for a care-
ful discussion with the patient before introduc-
ing a strong opioid into the management scheme.
Such bedside conversation must primarily be fo-
cused on identifying and addressing any fears
and concerns expressed by patients and their
caregivers.'0:2?

The conversation with the patient should in-
clude a number of simply structured questions
that will allow the physician to identify if the pa-
tient is resistant to undergo opioid treatment.
Hands-on guidelines for physicians on prescrib-
ing strong opioids still need to be developed. This
is particularly important considering that the ob-
jective of communication with the patient is not
only to determine the specific areas of concerns
the patient may have about therapy with strong
opioid, but, first and foremost, to educate patients
about the benefits as well as the possible side
effects of this therapy. Our results clearly indi-
cate that for the communication with the patient
to be fully effective physicians should overcome
their own fears and concerns related to opioids.
(TABLE 4). Our study also showed that physicians
should ask patients about their preconceptions
rather than ask directly about their concerns.
The way patients voice their preconceptions al-
ways carries information about their fears and
concerns, as well as highlights any information
gaps they may have. By asking patients about
their preconceptions, physicians may avoid in-
advertently suggesting any answers. To address
the preconceptions, physicians need to identify
their causes. Cognitive behavioral therapy (eg,
components of the rational behavior therapy de-
veloped by Maultsby) may be helpful.*’ One of
its key assumptions is: “It is not facts that cause
our emotions, but rather our beliefs about facts”.

The main limitation of the present study is
the lack of another round of interviews that
might have revealed the effect of palliative care
on the patients’ concerns about opioid therapy.
Unfortunately, the deteriorating health condition
and short survival of patients made it impossible
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TABLE 4 A proposed outline of a conversation between an attending physician and a patient before
the recommended introduction of a strong opioid into the therapeutic management

The physician explains to the patient the reasons for introducing a strong opioid (discusses a specific type of
medication and gives the reasons why it needs to be introduced at this point).

The physician asks the patient, if he or she is OK with this decision.

If the patient accepts the decision, the physician asks the patient if he or she has any queries regarding the proposed
therapy.

If a patient has no queries, then the physician asks the patient about what he or she knows about opioids.

If the patient does not accept the decision to have an opioid introduced into the therapy, the physician asks
the patient for the reason for his or her refusal.

In both cases (the patient accepts/declines the opioid option), the physician listens attentively to what the patient
says and asks some open-ended questions, while being aware that identical medical terms used by patients and
doctors may have altogether different connotations (meanings).

The physician asks the patient about the causes of his or her preconceptions about opioids, while being aware that
any such preconceptions stem from both the patient’s actual knowledge and his or her individual emotions.

Having learned what the patient’s preconceptions and their causes are, the physician can make use of the elements
of the rational behavior therapy in order to convince the patient refusing the opioid option to change his or her
mind, or to reinforce the decision made by the patient who accepted this therapeutic option.

The physician responds to any concerns expressed about the introduction of a strong opioid into the therapy.

The physician explains to the patient that the medication is going to be administered in small doses first, which will
be gradually increased if necessary. The physician also explains that there is no such thing as a critical dose, and
the objective is to establish the smallest effective dose.

The physician assures the patient that any adverse effects can be mitigated or prevented, and that the therapy may
be modified or switched to an alternative one should the patient develop intolerance to a specific type of opioid.

The physician informs the patient that if the pain decreases during opioid treatment or any adjuvant therapies (eg,
blockade, neurolysis, or radiotherapy), the dose of a strong opioid will be reduced accordingly, and when pain
completely subsides, the treatment will be gradually discontinued.

to conduct this part of the qualitative study, which
is a common problem in palliative care patients.

Conclusions Approximately half of palliative care
patients on chronic pain treatment is concerned
about the use of opioid medications. Moreover,
many patients who have agreed to take these med-
ications still have some concerns about this treat-
ment, most commonly relating to drug addiction,
undesirable effects, and to fear that “morphine
and other such medications” may result in earli-
er death and that death is imminent.

According to the most recent NICE guidelines
on prescription of opioid medications to adult
patients, physicians should explain to their pa-
tients the key principles of opioid therapy, ask
them about any concerns and preconceptions
they may have, and identify the possible causes
of these concerns and preconceptions, thus al-
lowing patients to readdress and perhaps mit-
igate their fears. Already the first conversation
at bedside is important because for most patients
their attending physicians are the most credible
source of information about pain management.
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