
OPIOIDS, THE ILLUSION OF 

UNDERSTANDING, AND 

MODERN PAIN MEDICINE

THE OPIOID EPIDEMIC - IATROGENESIS ON A GLOBAL 

SCALE

Dr Christopher Rumball, FFPMANZCA FAFOEM (RACP) PhD



Disclosures

• Director Australis Medical

• Clinical Senior Lecturer University of 

Otago

• New Zealand National Committee 

Faculty of Pain Medicine ANZCA

• Clinical Lead Cortex app development 

for Sense Medical



• Use of opioids for chronic non-cancer pain

• Pain as an output of the brain

• Endogenous opioid system

• The opioid crisis

• Modern pain medicine



3400BC First documentation of opium use in Mesopotamia

Early 1700s British smuggle Indian opium to China.  

Addiction increases.

1729 First edict against opium in China

1832-1856 Opium wars

1870s Opium dens in America.  San Francisco passes first 

legislation to limit opium use

1874 Heroin created.  In 1890s promoted for use in children 

suffering from coughs and colds.

1914 Harrisons narcotics act to control sale and use of 

opiates

1920-80s Avoidance of opiates for medical purposes.  

Unexplained pain = delusional, malingering



1980s Liberal prescribing of opiates in terminal conditions

1986 WHO guidelines for treating cancer pain - non-opioid 

to weak opioid to strong opioid until free of pain

1980s ‘Addiction rare in patients treated with narcotics’

‘Chronic use of opioid analgesics in non-malignant pain: 

Report of 38 cases.’ (Portenoy)

1990s opioids become primary modality of treatment for 

chronic non-cancer pain

1995 ‘pain as the fifth vital sign’, Not prescribing opiates 

for someone in pain is inhumane . .

1997-2002 Oxycontin developed - ‘lasted for 12 hours’.  

Oxycontin prescriptions in US increase 10 fold

1990-2010 - shorter consultations, reduced funding for 

MDT pain programs



‘Contrary to popular belief, the 

author says, morphine taken solely 

to control pain is not addictive.  Yet 

patients worldwide continue to be 

undertreated and to suffer 

unnecessary agony’ 



The doctor’s narrative in late 1990s . . .

- Pain is the 5th vital sign

- Patients have a right to have pain 

aggressively treated

- Patients were happier when treated with 

opioids

- Guidelines recommend use of opioids when 

other treatments were ineffective

- Opioids affect the conduction of nociceptive 

impulses at the spinal cord and are excellent 

analgesics with the unfortunate risk of addiction

- The risks of addiction are minimal in those 

without a history of substance abuse

- Pain protects against addiction

- Extended Release formulations (Oxycontin) are 

more convenient and safer

Therefore, it is appropriate for me to 

prescribe sufficient opioids to treat 

patient’s pain



’You build the best possible story from 

the information available to you, and if 

is a good story, you believe it’

The illusion of understanding



Pain Opioids



Pain is an OUTPUT of the brain







• Tissue damage is neither necessary nor sufficient to have pain . . . 

• The mental image of our body powerfully influences pain . . .

BMJ 1995 310.70 Fisher, J. P. et al. 

(reprinted from Associated Press, World Wide Photos 16/01/2005 

) 



Moseley GL, Arntz A, The context of a 

noxious stimulus affects the pain it 

evokes, Pain (2007)



“Pain is a call to action.  Like hunger, thirst and desire 

for sleep, pain is part of the body’s survival systems 

that collectively are responsible for protecting the 

organism” 



The Endogenous opioid system



'Doctors are men who prescribe 

medicines of which they know little, to 

cure diseases of which they know less, 

in human beings of whom they know 

nothing.’

Voltaire



What happened in the US . . .?

• Marketing, financial bonuses 

for reps getting doctors to 

prescribe more

• Limited insurance for other 

treatments

• Pill mills - 9 min consultations

• Oxycontin duration of action



Opioid overdose deaths in the US 2000-2016

“Clearly, if I had an inkling of 

what I know now then, I wouldn’t 

have spoken in the way that I 

spoke. It was clearly the wrong 

thing to do.” - Portenoy



And where are we now . . . ?




