
InTRodUcTIon

The use of opioid therapy in chronic noncancer pain
(CNCP) has been described as controversial.1-9 While the
use of opioids in CNCP is now accepted by many pain
specialists,10-17 a major concern is that CNCP patients will
develop patterns of problematic drug use, including
abuse and addiction.18-24 Consequently, over the years
there have been numerous calls for more research into
the long-term use of opioids in CNCP.7-9,18,24-26 However,
it is also observed that prejudice and ignorance still
impede optimum prescribing of these drugs.9,14,27 This is
partly attributable to problems arising from the incorrect
use of terminology pertaining to problematic drug
use,2,6,28-34 and there is still a need for agreement on clear
definitions for problematic behavior in CNCP patients.35,36

This focused review of literature examines the perceived
origins of the problem and discusses attempts at redress
along with some examples of ongoing contributory fac-
tors. The paper then concludes with suggestions on
future remedial action.

oRIgIns of ThE pRobLEm

The anti-opium movement

According to Schaler,37 a little more than 200 years ago
the concept of addiction was unknown. Schaler noted
that the tremendous change of opinion that led to the dis-
ease model of addiction did not originate from scientific
research, but instead emanated from the moralistic rheto-
ric of the 19th Century anti-opium and temperance move-
ments. The anti-opium movement arose largely from
opposition to British and American involvement in traf-
ficking opium into China; namely, the British government
of the day, along with successive 19th Century govern-
ments, argued in favor of the traffickers, that the long-
term use of opium was relatively safe.38 Indeed, before
the establishment of the anti-opium movement, self-med-
ication with opium was considered as quite normal and
not to pose a problem. Most people purchased opium in
the same way as we now buy aspirin or paracetamol
(acetaminophen)—many households would have

stocked a bottle of tincture of opium, or laudanum, for
the treatment of aches, pains, and stomach upset. The
apparent absence of an epidemic of problematic opioid
drug use may be partly explained by the theory that self-
medication was the most common reason for opioid use
at this time.38 However, there is no doubt that opioids
were also used recreationally, although the boundaries
between medical and recreational use were often
blurred. Opium was often used as a tonic, a “pick-me-
up,” or a “calmer of nerves.” Both Wilberforce and
Gladstone are said to have taken opium before speaking
in the British House of Commons.38

In 1895, a Royal Commission on opium use, initiated
by the British Government, concluded that the “evil
effects of opium consumption” had been greatly exagger-
ated, dismissing any connection between opium use and
crime and likening its moderate use to that of alcohol;
furthermore, they stated that the extensive use of opium
for “non-medical and quasi-medical purposes” was, for
the most part, without injurious consequences.38 The
Royal Commission also felt that nonmedical and medical
uses of opium were perceived as so interwoven that it
was deemed to be impractical to make a distinction
between different types of usage with regard to the distri-
bution and sale of the drug.

In contrast, the anti-opium movement, with the back-
ing of the emerging medical profession, who desired
greater control over the prescription of opioid sub-
stances, claimed that all regular use of opium would,
without exception, lead to addiction.38 In concurrence
with Schaler,37 Berridge38 noted that, as a part of 19th
Century progress, many medical conditions were newly
classified or categorized as disease entities according to
new “scientific” theories. However, the boundaries
between studying chemistry, physics, biology, and soci-
ology were not as fixed as they are today, and it was not
uncommon to refer to phenomena in terms of the “moral
sciences.” It was in such a climate that medical profes-
sionals began to study the newly specialized area of
addiction and, therefore, viewed opium consumption
under the auspices of inebriety, which was classified as a
disease.38 Schaler claimed that by following the trend to
“medicalize” social deviancy, it became easier for the
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anti-opiumists to scare people away from drug use.37 This
hybrid theory suited the anti-opium movement well
because it emphasized the moral aspect of disease causa-
tion and therefore disease symptoms could be viewed in
terms of personal responsibility.38

Unresolved question

Any evidence of the existence of a class of regular yet
moderate therapeutic user would undermine the claims
of the anti-opium movement and be seriously damaging
to the movement’s case for ending the opium trade in
China.38 Consequently, during the 19th century opium
debate, the central argument became the question of
whether or not there was a class of moderate, long-term,
“nonaddicted” opium users, which also encompassed the
use of opium products for the treatment of long-term
chronic illnesses.38 This issue remains unresolved today
and is central to the present controversy as to whether or
not there exists such a class of CNCP patients.

ATTEmpTs To REdREss ThE sITUATIon

World health organization and diagnostic 

and statistical manual definitions

Observing that the term “addiction” was originally
used to describe a habit, Fishbain et al.2 noted that in
1957, the World Health Organization (WHO) defined
addiction as “a state or period of chronic intoxication
characterized by: an overpowering desire or need (com-
pulsion) to continue taking a drug and to obtain it by any
means, a tendency to increase the dose, a psychological
and generally a physical dependence on the effects of the
drug, and a detrimental effect on the individual and/or
society.” However, because it was recognized that some
individuals could be physically dependent on a drug
without compulsive use and vice versa, the WHO decid-
ed to adopt the term “dependence.”2

In 1964, the WHO defined drug dependence as “a
state of psychic or physical dependence, or both, on a
drug arising in a person following administration of that
drug on a periodic or continuous basis.”2 Thus, the
dichotomy between physical dependence and psycho-
logical dependence was made explicit, as was the possi-
bility of experiencing one without the other (e.g., the
possibility of being physically dependent without being
addicted). Subsequently, however, in a working paper
for the WHO, Glatt described the conditions of “psycho-
logical” or “emotional dependence,” formerly known as
“habituation.”39 Glatt then noted the condition of “physi-
cal dependence” followed by the bracketed word “addic-
tion,” suggestive of synonymity between the two.

The 1980 Diagnostic and Statistical Manual, 3rd edi-
tion (DSM-III),40 used two terms: “abuse” and “dependence”

(Table 1). Abuse included a pathological pattern of use,
while dependence included the concepts of tolerance
and withdrawal.2,40 The DSM-III made no distinction,
however, between dependency and legitimate long-term
medical use of an opioid or sedative, which could result
in tolerance and withdrawal symptoms on abrupt cessa-
tion of drug.2 Furthermore, opioid and sedative depend-
ence with no abuse were considered to be psychiatric
disorders, whereas similar conditions related to pro-
longed administration of antihypertensive or antidepres-
sant drugs were not.2 Also, there was no provision for
assessing the severity of dependence.2 Subsequently, the
WHO convened an international working party which
defined “dependence” as “a syndrome manifested by a
behavioral pattern in which the use of a given psychoac-
tive drug or class of drugs is given a much higher priority
than other behaviors that were once given a higher
value.”2 Dependence syndrome was thus perceived as
not absolute but existing in degrees, with compulsive
drug-using behavior at the extreme end,2 which in turn
led to revised DSM-III criteria (DSM-III-R).41

conTRIbUToRy fAcToRs

opiophobia

Despite these attempts to redress the situation, in
1985, Morgan42 popularized the term “opiophobia,”
which was used to describe the undertreatment of severe
pain owing to irrational and undocumented fears of opi-
oid drug addiction. Morgan contended that opiophobia
was associated with faulty knowledge, resulting in physi-
cian inability to distinguish between physical depend-
ence and drug addiction.42 While Halpern and Rob -
inson43 proposed that it may be difficult to distinguish
between psychological dependence and physical
dependence, they concurred that drug addiction is dis-
tinctly different from physical dependence on a drug, and
that while physical dependence can be a part of addic-
tion, physical dependence does not have to be present
for addiction to occur.

Portenoy29 observed that practitioners commonly
failed to distinguish between physical dependence,
addiction, drug abuse, drug dependence, and compul-
sive use, and felt that the term “drug dependence” could
refer to psychological dependence, physical depend-
ence, or both. He defined drug addiction in the chronic
pain patient as an intense desire for the drug, compulsive
drug use, continued use despite significant side effects,
unapproved drug use during periods of no symptoms or
to treat symptoms not prescribed for, manipulative
behavior, acquiring drugs from other sources, drug
hoarding, drug selling, and unapproved use of other
drugs.29 Drug abuse was defined as the use of an agent
outside socially and medically approved patterns in a
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given culture, or in a way that results in physical, psycho-
logical, or social harm to the individual or others.29

Finally, Portenoy advocated that physical dependence
could occur after minimal exposure to opioids and
should be expected to be present in any patient who had
taken opioids for more than a few days.29

Attempts at defining prevalence 

of problematic opioid use

One of the factors that has continued to perpetuate
misuse of terminology has been an ongoing attempt by
various authors to define the prevalence of problematic
opioid use among pain patients, using incorrect defini-
tions combined with generally unsound research meth-
ods.

In what was perceived by some as a landmark publi-
cation in 1954, Rayport44 used the term “medical addic-
tion,” defining those addicted as having been initially
given opioids by a physician. Rayport’s survey purported
to demonstrate a higher prevalence of patients (28.2 per-
cent) who were medically addicted to narcotics (i.e., opi-
oids) than had previously been recognized.44 However,
there were methodological problems with the survey;
43.5 percent of those undergoing treatment for addiction
were convicted criminals referred by courts for treatment,
who would be sent to prison if they did not complete
treatment. If the patient stated that addiction to opioids
owed to prescription by a physician, they were defined
as medically addicted; no external checks were made as
to the validity of the claim, such as by checking criminal
records to verify whether the patient had been convicted
of opioid possession before they claimed to have been
medically addicted.44

In 1974, Glatt stated that users of narcotics (i.e., opi-
oids) become both psychologically and physically
dependent on relatively small therapeutic doses after a
relatively short period of administration, thus, reinforcing
the concept of the medical addict.45 Further attempts
were made to establish the prevalence of problematic
drug use among CNCP patients. Fordyce46 claimed from
experience that addiction or habituation—these terms
being used interchangeably, with no definitions given—
was seen in over 50 percent of chronic pain patients. No
evidence was offered in support of this claim.

As a warning of the dangers of drug dependency and
drug abuse in patients with chronic pain, Medina47

undertook a prospective survey of patients with
headache. While acknowledging “great confusion” in the
use of terminology, Medina provided definitions of psy-
chological dependence, physical dependence, and drug
abuse. Medina then added to the confusion, however, by
classifying some problematic users as “physically addict-
ed”—a term for which Medina offered no definition and
also contradicted his earlier definitions.47

To support the claim that prescription drug abuse is a
significant problem in CNCP patients, Maruta et al, using
a sample of 144 patients, reported 41 percent as being
drug abusers and 24 percent as being drug dependent.18

While acknowledging the difficulties in defining opera-
tional criteria for abuse of prescription drugs, Maruta et
al. arrived at their definitions of “drug abuse” and “drug
dependency” by modifying existing criteria; however,
they also acknowledged that their definitions were too
broad to demonstrate meaningful differences between
the groups of patients they studied.18 The authors made
no distinction between physical drug dependency and
psychological drug dependency and conceded that
refinement of their definitions were necessary.18

However, two years later, Maruta and Swanson,19 con-
trary to refining definitions, further broadened them, stat-
ing that abuse had occurred if a patient with no evidence
of a nonprogressive disease had taken a narcotic (opioid)
on a daily basis for more than a month, which yielded a
100 percent abuse rate for patients taking oxycodone.19

In comparing study populations, Bouckams et al.48

stated that the prevalence of “addiction” in Maruta et al.’s
population18 was identical to their own. However,
Bouckams et al. appear to have overlooked the fact that
Maruta et al.’s very broad definition was of “dependence”
and not “addiction.” This does not correlate with the for-
mer’s own definition of “addiction,” described as a
behavioral pattern of drug use and characterized by over-
whelming involvement with the use of the drug, the
securing of its supply, and a high tendency to relapse
after withdrawal.48

continued problems using World health organization

and diagnostic and statistical manual terms to define

problematic use

In undertaking a survey of 110 patients to determine
the prevalence of problematic drug use among CNCP
patients, Kouyanou et al.31 commented on the confusing
terminology in the field of psychoactive substance abuse
and/or dependence, noting that the DSM III-R criteria for
the diagnosis of such conditions had limitations (Table
1). Interestingly, while six (4.8 percent) patients were
classified as dependent on opioid analgesics, there were
more patients (five, 4 percent) classified as abusing nono-
pioid analgesics than there were abusing opioid anal-
gesics (four, 3.2 percent).31

Chabal et al.49 concluded that applying DSM-III-R cri-
teria, the WHO’s International Classification of Disease
diagnostic criteria (WHO-ICD-10),50 or more recent DSM-
IV criteria51 presented difficulties in distinguishing
between dependency and legitimate long-term use of
opioids in CNCP patients. To address these problems, a
5-point checklist for prescription opioid abuse was pro-
posed, including the following items: overwhelming
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Table 1. Common diagnostic criteria

Source Criteria

DSM-III Diagnostic
Criteria for
Psychoactive
Substance
Dependence.
(APA,1980)

"Substance Dependence" generally is a more severe form of substance use disorder than substance abuse
and requires physiological dependence, evidenced by either tolerance or withdrawal.

Invariably there is also a pattern of pathological use that causes impairment in social or occupational func-
tioning, although in rare cases the manifestations of the disorder are limited to physiological dependence.
An example would be an individual's inadvertently becoming physiologically dependent on an analgesic
opioid given to him by a physician for the relief of physical pain.

The diagnosis of all Substance Dependence categories requires only evidence of tolerance or withdrawal,
except for alcohol and cannabis dependence, which in addition requires evidence of social or occupational
impairment from use of the substance or a pattern of pathological substance use.

DSM-III-Revised
Diagnostic Criteria
for Psychoactive
Substance
Dependence. 
At least three 
of the following
nine conditions
must be present.
(APA, 1987)

1) Substance is often taken in larger amounts or over a longer period than the person intended.

2) Persistent desire or one or more unsuccessful efforts to cut down or control substance use.

3) Great deal of time spent in activities necessary to get the substance (e.g. theft), take the substance (e.g.
chain-smoking), or recover from its effects.

4) Continued use substance use despite knowledge of having a persistent or recurrent social, psychological,
or physical problem that is caused or exacerbated by the use of the substance (e.g., keeps using heroin
despite family arguments about it, has cocaine-induced depression, or has an ulcer made worse by drinking).

5) Frequent intoxication or withdrawal symptoms when expected to fulfill major role obligations at work,
school, or home (e.g. does not work because hung over, goes to work "high," is intoxicated while taking
care of children), or when substance use is physically hazardous (e.g., drives when intoxicated), important
social, occupational, or recreational activities are given up or reduced because of substance use.

6) Marked tolerance: a need for markedly increased amounts of the substance (i.e. at least 50 percent
increase) to achieve intoxication or the desired effect, or markedly diminished effect with continued use of
the same amount of substance.

7) Characteristic withdrawal symptoms.

8) Substance is often taken to relieve or avoid withdrawal symptoms.

9) Some symptoms of the disturbance must have persisted for at least one month, or have occurred repeat-
edly over a longer period.

DSM-IV Diagnostic
Criteria for Sub -
stance Depen dence.
A maladaptive pat-
tern of substance
use, leading to clini-
cally significant
impairment or dis-
tress, as manifested
by three or more of
the following,
occurring at any
time in the same 12-
month period.
(APA, 1994)

1) Tolerance, as defined by either of the following: (a) a need for markedly increased amounts of the sub-
stance to achieve intoxication or desired effect, or (b) markedly diminished effect with continued use of the
same amount of substance.

2) Withdrawal, as manifested by either of the following: (a) the characteristic withdrawal syndrome for the
substance, or (b) the same or a closely related substance is taken to relieve or avoid withdrawal symptoms.

3) The substance is often taken in larger amounts or over a longer period than the person intended.

4) There is a persistent desire or unsuccessful efforts to cut down or control substance use.

5) A great deal of time is spent in activities necessary to obtain the substance (e.g., visiting multiple doctors
or driving long distances), use the substance (e.g., chain-smoking), or recover from its effects.

6) Important social occupational or recreational activities are given up or reduced because of substance use.

7) The substance use is continued despite knowledge of having a persistent or recurrent physical or psycho-
logical problem that is likely to have been caused or exacerbated by the substance (e.g., current cocaine use
despite recognition of cocaine-induced depression, or continued drinking despite recognition that an ulcer
was made worse by alcohol consumption).

ICD-10 Diagnostic
Guidelines for
Dependence
Syndrome. A defi-
nite diagnosis of
dependence should
usually be made
only if three or
more of the follow-
ing have been pres-
ent together at some
time during the pre-
vious year. (WHO,
1992)

1) A strong desire or sense of compulsion to take the substance.

2) Difficulties in controlling substance-taking behavior in terms of its onset, termination, or levels of use.

3) A physiological withdrawal state when substance use has ceased or been reduced, as evidenced by: the
characteristic withdrawal syndrome for the substance or use of the same (or closely related) substance with
the intention of relieving or avoiding withdrawal symptoms.

4) Evidence of tolerance, such as increased doses of the psychoactive substance are required in order to
achieve effects originally produced by lower doses (clear examples of this are found in alcohol and opiate-
dependent individuals who may take daily doses sufficient to incapacitate or kill nontolerant users).

5) Progressive neglect of alternative pleasures or interests because of psychoactive substance use, increased
amount of time necessary to obtain or take the substance, or to recover from its effects.

6) Persisting with substance use despite clear evidence of overtly harmful consequences, such as harm to the liver
through excessive drinking, depressive mood states consequent to periods of heavy substance use, or drug-related
impairment of cognitive functioning, or could be expected to be aware of the nature and extent of the harm.



patient focus on drug issues during clinic visits; asking for
early prescription replenishments on three or more occa-
sions; multiple visits or telephone calls to request more
opioids; a pattern of lost, spilled, or stolen medications;
and supplemental sources of opioids obtained from mul-
tiple providers or illegal sources.49

Wesson et al.52 noted that the seemingly more precise
term “dependence” did not encompass all of the attrib-
utes of addiction, defined as being present when a per-
son’s life is dominated by drug use and which continues
in spite of repeated adverse consequences. They suggest-
ed that the DSM III-R criteria had actually lost the criteria
with most appeal to psychiatrists, namely, the thought
process of the patient. According to DSM III-R, physical
dependence and tolerance (criteria 7 and 8) combined
with any of criteria numbers 2, 3, 5, 6, or 9, will qualify a
patient for diagnosis of drug dependence (Table 1).41

Given this broad latitude, Wesson et al. suggested addi-
tional considerations when using the DSM III-R criteria
for the assessment of addiction in CNCP patients, such as
drug-taking reliability, loss of control over drug uses,
drug-seeking behaviors, the abuse of alcohol or street
drugs, and general communication style.52 Similarly, Sees
and Clark30 observed that no precise or satisfactory defi-
nition of addiction among chronic pain patients existed,
and only three of nine DSM III-R criteria persisting for
one month or more or repeating over a longer period
was required (Table 1). Accordingly, five of the nine
diagnostic criteria related to physical dependence or tol-
erance may easily be met in CNCP patients on long-term
opioid therapy.30 If the term “addiction” is to be used in
relation to CNCP patients, it must be defined in terms of
compulsive drug use, drug-seeking behavior, loss of con-
trol over drug use (dose and frequency), and continued
drug use in spite of adverse consequences and medical
advice to discontinue opioids.30 Sees and Clark also sug-
gested the addition of questions on adverse life conse-
quences not owing to pain, contact with street drug cul-
ture, and cooperation with treatment plan, including
alternative pain management techniques, because
although tolerance and physical dependence should be
expected in CNCP patients on long-term opioid therapy,
the maladaptive behavioral changes associated with
addiction should not.30

Subsequent to their review of literature, Fishbain et al.2

concluded that terminology to describe problematic drug
use was not being used in a universally acceptable fash-
ion. However, they noted that the DSM had no plans to
adopt the term “addiction” or develop operational criteria
for this syndrome.2 Observing that the undertreatment of
pain could lead to behaviors that might be mistaken for
addiction, Fishbain et al. predicted that the situation was
unlikely to improve and would continue to cause
research difficulties.2 Despite the introduction of newer
DSM-IV criteria,51 Compton et al.33 acknowledged the

challenging task of determining whether or not a CNCP
patient who is physically dependent on opioids is in fact
addicted. Because the DSM-IV criteria for substance
dependence were still heavily weighted toward the pres-
ence of physical dependence and tolerance, some CNCP
patients could meet these criteria without actually being
addicted, and conversely, some who were addicted may
not (Table 1). To overcome these problems, Compton et
al. introduced a multiple-item screening questionnaire.33

Responses of known addicted patients differed signifi-
cantly from those of nonaddicted patients as demonstrat-
ed by total questionnaire scores in a sample of 52
patients.33

American society of Addiction medicine

The American Society of Addiction Medicine (ASAM)
public policy statement on definitions related to the use
of opioids in pain treatment highlights the unreliability of
the now commonly used DSM-IV criteria for diagnosing
opioid use disorder in pain patients.36 These same short-
comings can also be noted in the WHO-ICD-10. As noted,
both DSM-IV51 and WHO-ICD-1050 lack a definition for
“addiction,” and both quote the potential for drug toler-
ance and physical dependence in their equivalent diag-
noses for addiction, “Opioid Dependence” and “Depen -
dence Syndrome,” respectively.36 The ASAM defines
addiction as a primary, chronic, neurobiological disease,
characterized by one or more of the following types of
behavior: impaired control over drug use, compulsive
use, and continued use despite harm and drug craving.36

REgULAToRy And InVEsTIgATIVE poLIcIEs

“dangerous gap”

The United States federal government is currently
focusing on problematic drug use associated with the
prescription of opioids for CNCP, although it has been
noted that there remains a “dangerous gap” in the med-
ical literature.53 Resulting in confusion and anxiety, this
gap is now exacerbated by the US Drug Enforcement
Administration’s (DEA) regulatory and investigative poli-
cies.9 The debate and media stories regarding ongoing
prosecutions of physicians who prescribe opioids are
highlighted by the Pain Relief Network (PRN), an organi-
zation which focuses on US law enforcement agencies’
increasing role in contributing to the undertreatment of
pain due to irrational fears of problematic drug use.54 The
PRN claims that it is becoming increasingly clear that
patients in pain who are dependent on opioid medica-
tions to function are being targeted by law enforcement
agencies to increase their conviction statistics, and that
pain clinics are being targeted by state and federal agen-
cies and summarily shut down.54 Patient records are
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being removed from doctors’ offices, and the patients
themselves essentially abandoned by society, unable to
find replacement care.54

drug Enforcement Administration’s action on oxycontin

Illustrating the aforementioned regulatory difficulty,
several interesting points were raised by Ronald T. Libby
in a piece titled, “The DEA’s OxyContin Action Plan: An
Unproven Drug Epidemic.”54 Libby cites the US
Government Accountability Office’s highly critical report
in 1999, stating the DEA had no measurable proof that it
had reduced the illegal drug supply in the United States.55

The US Department of Justice also gave the DEA a nega-
tive evaluation, concluding that its goals were not consis-
tent with the federal National Drug Control Strategy and
questioning why the DEA was not doing more to combat
prescription drug abuse.56 In 2001, the DEA responded to
this criticism by announcing a major new campaign, the
“OxyContin Action Plan,”57 claiming that OxyContin was
responsible for a deadly drug epidemic spreading
throughout rural America.58

However, Libby cited the use of questionable method-
ology by the DEA in the collection of their data on so-
called “OxyContin-verified” deaths, noting that most of
the decedents had multiple drugs in their bodies.54 More
than 40 percent of the autopsy reports contained benzo-
diazepines, approximately 40 percent contained an opi-
oid in addition to oxycodone, 30 percent contained an
anti-depressant, 15 percent contained cocaine, and 14
percent contained over-the-counter antihistamines or
cold medications—therefore, death could have been
attributed to any number of drugs or combination of
drugs or diseases.54 In addition, Libby suggested there are
problems with the DEA’s estimate of death risk.54 With
Libby’s calculations of eight deaths (0.00008 percent) for
every 100,000 OxyContin prescriptions, and with an aver-
age of 2.5 of these as verified deaths and 5.5 likely related
deaths, it is somewhat ambitious to claim that these low
numbers constitute a deadly prescription drug epidemic.54

Despite this, ongoing DEA drug diversion investiga-
tions focus on physicians who prescribe high levels of
OxyContin and other opioids to alleged “addicts.”54 The
DEA defines addicts as individuals who habitually use
any narcotic drug that endangers the public morals,
health, safety, or welfare; this, according to Libby, leads
to the mistaken belief that CNCP patients who are pre-
scribed large amounts of opioids are addicts, and that
physicians who treat them are conspirators in the illegal
drug trade.54 Similar to the 19th Century, we still see a
hybrid mixture of moral and health concerns. The DEA
takes the position that narcotics such as OxyContin
should be the drug of “last resort for chronic pain.”59

However, Libby advocated that determining whether a
pain patient is an “addict” and whether OxyContin is

“medically necessary” in treating chronic pain is clearly
beyond the expertise and mission of the DEA.54

However, if medical specialists still cannot agree
among themselves what is meant by addiction and drug
dependence and sometimes fail to acknowledge the dif-
ferences between therapeutic dependence, physical
dependence, and psychological dependence, then it can
hardly be expected that law enforcement agencies and
lay juries will be able to make this distinction. In the
meantime, opioid-maintained CNCP patients continue to
be labeled as junkies, addicts, or abusers, sometimes
based merely on their time-scale of opioid use.34,54,60-62

“TERmInoLogIcAL mInEfIELd”

Bearing out Fishbain et al.’s prediction made more
than 10 years ago,2 the continuation of the problematic
use of terminology is highlighted in a recently published
book.63 Living with Drugs, by Professor Gossop of the
National Addiction Centre in London, gives a historical
perspective on drug use and discusses the use, effects,
social context, and control of some common contempo-
rary drugs such as alcohol, tobacco, cannabis, LSD, and
heroin. While Gossop indicates that in this particular
book he prefers to examine the issues of drugs and drug
taking themselves rather than the language used to talk
about them, by way of an “Author’s Apologia,” Gossop
indicates that the words used to describe drug taking
confront us with a “terminological minefield.”63 Gossop
notes that the word “addiction” is strongly disliked by
many because of its implied “excess meaning” but sees a
place for the term as it captures something of the element
of compulsion to use drugs, which has underlying physi-
ological foundations—although he sees it as describing a
learned psychological process.63 Gossop notes further
that there is a lobby that objects to the term “syndrome”
being used in relation to dependence because it has med-
ical connotations.63 There should be no objection to such
medical connotations, however, if we are talking about a
diseased state.

dIsEAsE oR noT?

Once again, this takes us back to the 19th century root
of the problem. In disputing that addiction really is a dis-
ease, Schaler suggests that the disease model has previ-
ously been mistakenly applied in judging the moral con-
duct of those who society conveniently sought to control
or marginalize through “treatment.”37 For example, it was
not until 1973 that the American Psychiatric Asso -
ciation—which defines the disease of “substance
dependence” in DSM-IV51—declassified homosexuality
as a disease.37 Clearly, to avoid confusion and contradic-
tion, the decision to classify something as a disease must
be underpinned by robust evidence and in some cases
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regularly reviewed. Such a review is now required
regarding the concepts of addiction and dependence.
While ASAM defines addiction as a primary, chronic, neu-
robiological disease,36 according to the WHO classifica-
tion of diseases,50 the disease of addiction apparently
does not exist, yet there is a classification for “depen-
dence syndrome.”50 This lack of clarity gives rises to the
question, which is really the disease: addiction, depend-
ence, both, or neither?

TImE foR nEW dIAgnosTIc cRITERIA

The ASAM acknowledges that its definitions do not
constitute formal diagnostic criteria but hopes that they
may serve as a basis for future development of more spe-
cific, universally accepted diagnostic guidelines.36

Indeed, the ASAM advocates that universal agreement on
definitions of addiction, physical dependence, and toler-
ance is critical to the optimal treatment of pain and man-
agement of disorders arising from addiction and contin-
ues to work toward this end with the American Academy
of Pain Medicine and the American Pain Society.36

In current practice, the term “addiction” is commonly
used to impose a category, resulting in people being
labeled as “addicted” or “not addicted.” This type of cate-
gorization prevents any possibility of viewing people as
being anywhere in between. Clearly, this is a problem
that the WHO had sought to overcome in defining
“dependence syndrome” as existing in degrees, with
compulsion to use drugs at the extreme end of a spec-
trum.50 However, it is still unusual for professionals to
refer to people as being “slightly” or “severely” addicted.

It is time to start advancing through the aforementioned
“terminological minefield” to try and formulate new diagnos-
tic criteria. For example, a new classification of psychological
opioid dependence syndrome (PODS) may be useful. This
could be characterized by one or more of the following:
impaired control over drug use, compulsive use, continued
use despite harm, and drug craving. This could be further
qualified by items such as those suggested by Portenoy,29

Sees and Clark,30 Compton et al.,33 Chabel et al.,49 and
Wesson et al.52 in the form of a checklist, and thus graded in
degrees of severity. Also, it could be noted whether other
phenomena such as physical dependence and tolerance are
present or not. Although physical dependence and tolerance
are separate entities, they can nonetheless be problematic.
However, before this can happen, further clarification and
agreement is also needed as to whether we are describing a
diseased state, this being all of the time or perhaps just some
of the time.

concLUsIon

Clearly, the use of correct terminology pertaining to
problematic opioid drug use is fraught with difficulties.

This is particularly so with regard to CNCP patients but
also applies to wider recreational drug use. The unstable
foundation of the 19th century hybrid moral-scientific
theory that underlies the concept of addiction has result-
ed in failure to reach a consensus on the application of
correct terminology. This has been exacerbated over the
years by the continued application of inappropriate,
inadequate, and unreliable criteria, which have been used
by many as “gold standard” definitions. Furthermore, to
compound the problem, inappropriate methodology has
been applied in seeking to determine the prevalence of
problematic opioid drug use, including death rates.

These issues have clear implications for the discipline
of pain medicine and contribute to the difficulties of
assessing for problematic drug use among CNCP patients.
The question as to whether or not there exists a class of
long-term, unproblematic, opioid-maintained CNCP
patient remains unresolved and is central to the present
controversy. Before conclusive research into the long-
term effects of opioids in CNCP patients can be undertak-
en on a large scale, however, universal agreement is
required on the application of terminology with regard to
precisely what terms are to be used, how such terms are
defined, and if they are to be graded according to severi-
ty. Such agreement will in turn need to be underpinned
by additional research, for example, further studies that
build on the earlier cited work by Fishbain et al.,2

Portenoy,29 Sees and Clark,30 Kouyanou et al.,31 Compton
et al.,33 Chabel et al.,49 and Wesson et al.52
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