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We will try to publish authors’ responses in the
same edition with readers’ comments. Time con-
straints might prevent this in some cases. The prob-
lem is compounded in a bimonthly journal where
continuity of comment and redress are difficult to
achieve, When the redress appears 2 months after the
comment, 4 months will have passed since the origi-
nal article was published. Therefore, we would sug-
gest to our readers that their correspondence about
published papers be submitted as soon as possible af-
ter the article appears.

Opioid Therapy and Chronic Low Back Pain

To the Editor: 1 find JABFP% decision to publish the art-
cle by Brown et al “Chronic Opioid Analgesic Therapy
for Chronic Low Back Pain”! puzzling. The studies
cited to support their contentions regarding the use of
COAT were not controlled. Abuse was documented in
at least three of the studies. The protocols needed for
implementation of COAT in an average family practice
setting are formidable.

The studies aside, the paper downplays the extensive
data that COAT is a risk factor for developing drug
and alcohol problems.2 How many physicians in every-
day practice are trying to get patients off narcotics that
have been inappropriately prescribed for chronic pain?
Numerous studies have indicated that physicians are
able to diagnose only a small percentage of patients
who are dependent on alcohol and drugs.? Dr. Mur-
phy’s editorial politely points out that COAT is fraught
with problems even in a tertiary care pain center.* Dr.
Murphy’ final sentence to first do no harm is wise in-
deed; if I read between the lines of the editorial, COAT
has no place in a primary care practice.

Joseph A. Troncale, MD

Member, American Society of Addiction Medicine
Lancaster General Hospital

Lancaster, Pa
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Ta the Editor: The article on chronic opiate use in low
back pain by Brown, Fleming, and Patterson! and the
accompanying response by Murphy? were welcome re-
flections in a sea of confusion about what to do for
chronic low back pain patients. Actually we are also

confused as to whether we should or should not pre-
scribe short-term opiates for acute low back pain pa-
tients, because we never know which patients are going
to be problems for the long term.

Back pain remains an enigma despite billions spent
on its care and study, and the issue is further muddled
by very real psychosocial and economic factors. After
spending the past 9 years in the coal-mining area of
far western Virginia and encountering almost nothing
but low back injuries, I began in earnest to try to un-
derstand what is going on. On the one side, we find
patients who radiate enthusiasm for their chiroprac-
tors who prescribe no pain medicines at all. On the
other hand are legions of patients who seem to benefit
greatly from opiates and even manage to work with
them. I have had older miners tell me that if they
could just keep their Percocets (or Lorcets or what-
ever) refilled, they could work indefinitely or at least a
few more years until they could retire. Failing this,
many ended up filing workers’ compensation claims
and appeared bitterly let down by the system. In eco-
nomically depressed areas where only one major em-
ployer or industry is present (as in coal mining in the
Appalachian region) low back complaints seemed to
soar with any hint of a mine closing.

I attended Back Pain 93 in Boston only to find or-
thopedists, neurologists, neurosurgeons, and therapists
as baffled as T was. After I took the first of several
McKenzie seminars on back pain, I realized that most
of my mining patients did, in fact, work bent over all
day and were greatly aggravating their problem. I have
heard Norman Hadler expound on the three popula-
tions of back pain—people, patients, and claimants—
and reflected on how logical his descriptions are, but
nothing has really made much difference so far in how
I have been able to manage back pain in individual pa-
tients. I have found little help from my referral sources,
all of whom prescribe widely disparate, sometimes op-
posite, therapies about which they mostly are not very
enthusiastic except for the rare case when some opera-
tive approach is clearly called for. All of us have seen
firsthand how too early use of expensive diagnostics
creates iatrogenic disability, and in the final analysis, I
am back to believing that thorough history and physi-
cal examinations offer not only the best initial informa-
tion, but also the best assurance to the injured worker
that someone is taking his or her complaints seriously.

Yes, we obviously need some controlled studies.
The issues are confusing and bewildering. But in the
meantime, I am thankful that thoughtful articles such
as these are available so I can at least quote them to my
colleagues who are similarly concerned. I have of-
ten (and to myself) used the simple observation of a
pack of cigarettes in a worker’s pocket as a reason to
decline prescribing any narcotics based on the (possi-
bly very flawed) personal theory that any evidence of
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substance abuse should be a contraindication for any
opiates at all. :
Someday, all this will sort out. In the meantime we
will have to continue to do the best we can.
' John Ellis, MD, MPH
Richmond Memorial Hospital

Richmond, Va-
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The above letters were referred to the author of the ar-
ticle in question, who offers the following reply.

To the Editor: 1 agree with Dr. Ellis that our knowledge
about the treatment of chronic noncancer pain pales in
comparison with our opinions and our confusion on
this important topic. Unfortunately, I have found that
Dr. Ryan’s and Dr. Troncale’s “extreme skepticism”
about chronic opioid analgesic therapy (COAT) is not
uncommon. [ wonder whether they have confused the
lack of convincing evidence for the effectiveness of a
treatment with the presence of convincing evidence
against its effectiveness. Their bias is apparently so
strong that they could not appreciate Dr. Murphy’s
well considered, balanced editorial,! in which he
agreed, despite appropriate reservations, that when
COAT results in less pain and verified reports of im-
proved function, such treatment is “probably fine.”

I agree with Dr. Murphy and Dr. Ryan that function
should be regarded as an important clinical outcome
for patients with chronic noncancer pain who receive
COAT. I am currently administering COAT to 20 pa-
tients with severe low back pain, neuropathy, or arthri-
tis. My patients include a previous Social Security Dis-
ability recipient who is now employed full-time, a
prematurely retired construction worker who enjoys
swimming and mowing his lawn again, two wheel-
chair-bound patients who had been severely depressed
but now enjoy regular volunteer work with youth, and
a single mother who continues working 50 to 60 hours
a week as a licensed practical nurse. Apparently Dr. El-
lis knows of other individuals whose opioid use has al-
lowed them to continue performing strenuous work.

I have no doubt that Dr. Murphy, a pain specialist,
sees many patients who are indeed addicted to opioids
and function better after detoxification. As Dr. Mur-
phy indicates, this observation does not rule out the
possibility that many patients with chronic pain who
take opioids do not have substance use disorders.! I
wonder whether Dr. Murphy and other pain specialists
see a selected group of particularly dysfunctional pa-
tients. Whereas several uncontrolled studies show a
substantial prevalence of substance use disorders
among pain clinic patients, a controlled study suggests

that primary care patients with chronic back pain are at
no higher risk for substance use disorders than other
primary care patients.?

Dr. Ryan doubts the utility of patient self-report in
monitoring patients for addiction. Recent guides im-
plore us to accept patients’ reports of their pain,>* and
experts agree that patient interviews are the most accu-
rate means of diagnosing substance use disorders.’7 Of
course, there are particular approaches to conducting
such interviews that are recommended for maximizing
their accuracy.89 Nevertheless, as stated in the original
article, I agree that other methods of gathering infor-
mation should supplement self-report in the monitor-
ing of COAT recipients.

Linfer from Dr. Troncale’s mention of his member-
ship in the American Society of Addiction Medicine
that he has particular concern for preventing and treat-
ing substance use disorders. As an author®? and fre-
quent speaker on the recognition and treatment of
substance abuse in primary care settings, and as presi-
dent-elect of the Association for Medical Education
and Research in Substance Abuse (AMERSA), I share
his concern. Although the dictum “First do no harm”
is popular among physicians, it is clearly outdated. We
physicians regularly subject patients to risk from even
the most widely accepted and commonly administered
diagnostic tests and treatments. We do so appropri-
ately when the potential benefits justify the risks. For
many patients who suffer the misery of severe, chronic
pain, the likelihood of substandal relief, improved
function, and enhanced quality of life might justify the
exposure to a low risk of addiction. Dr. Troncale co-
gently points out that many physicians are not well
trained to recognize addiction. Indeed, physicians who
do decide to offer COAT to their patents must be able
to provide effective monitoring for substance use dis-
orders and be willing to discontinue COAT when nec-
essary despite patients’ protests.

There seems to be agreement that a randomized
controlled trial of COAT for chronic back pain is
needed. My colleagues and I are hopeful that a ran-
domized trial we have planned will soon be funded by
the Nadonal Institute on Arthritis and Musculoskeletal
and Skin Disease.

Richard L. Brown, MD, MPH

University of Wisconsin-Madison
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