
resorted to legal action.'4'5 Are the
one third of physicians in British Co-
lumbia who are not registered to
prescribe regulated analgesics ade-
quately equipped to care for patients
with cancer? Have licensing bodies
approached unregistered physicians
to wam them of the high prevalence
of undertreatment of pain?
We need a balanced approach un-

clouded by opiophobia, attention to
the undertreatment of pain and the
unjudicious use of analgesics and
more widely available multidiscipli-
nary and multimodal care.'6'7 We en-
courage provincial colleges of physi-
cians and surgeons to use their
triplicate prescription programs
(TPPs) for such positive ends, rather
than to police the profession.
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[One of the authors responds:]

rs. Hagen, Flynne and Macdon-
ald request clarification of our

statement that "narcotics . . . are of-
ten abused by patients addicted to
them." This statement is not meant
to imply that most patients with
chronic pain will develop a sub-
stance-use disorder if they are treated

with opioids. Instead, it refers to the
potential for opioids to create prob-
lems for the subpopulation of pa-
tients with chronic pain who also
have a substance-use disorder. In a
recent Swedish study,' 23% (97/414)
of patients with chronic pain referred
for evaluation and rehabilitation met
the criteria in the Diagnostic and Statis-
tical Manual of Mental Disorders (DSM-
III-R) for a diagnosis of chemical de-
pendence. Dependence was most
common among those taking anal-
gesics, including opioids. This study
provides a strong argument for
screening patients with chronic pain
for a substance-use disorder, for pro-
viding addiction assessment and
treatment to patients with a positive
screen result and for avoiding anal-
gesics that can exacerbate substance-
use disorders.

John F. Anderson, MD
Adult Clinical and Addictions Services
Branch

British Columbia Ministry of Health
Victoria, BC

O ur biggest concern about the
modification of prescribing

practices for regulated drugs is the
underlying assumption that the high-
est prescribers of regulated drugs are
practising bad medicine. This is not
necessarily the case. This study has
made no attempt to identify whether
the prescription of a regulated drug
was appropriate or inappropriate.
Among pain specialists, it is now

agreed that a subgroup of patients
who suffer from chronic pain can
benefit from the long-term use of
opioids. Benefits include improved
level of functioning and better qual-
ity of life. Guidelines have been
established for the prescribing of
long-term opioid therapy for non-
malignant pain.' In Canada these
guidelines have been endorsed by
the licensing bodies in two pro-
vinces. The guidelines clearly indi-
cate that physicians should educate
patients concerning approaches to
pain management other than drug
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