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Abstract
Background. Nonmedical opioid use (NMOU) has been associated with opioid overdose
deaths. This pattern of misuse can be seen in those using opioids for cancer-associated pain.
We present a case that highlights the complexities associated with NMOU and a patient’s care
at the end of life.
Cases Description. A patient with a metastatic solid tumor malignancy along with co-
occurring history of polysubstance abuse was admitted to an acute palliative and supportive
care unit (APSCU). The patient demonstrated behaviors concerning for NMOU during her
hospital stay but had increased symptom expression concerning for worsening dyspnea while
in the APSCU. Unfortunately, she used home opioids, which was unknown to the team at the
time along with requesting for higher doses of opioids that were being prescribed. This caused
a worsening respiratory status and affected her care. Using an interdisciplinary approach, the
providers managed her symptoms and discharged her safely to see her child.
Conclusion. This highlights the complexities of the alleviation of suffering in those with
NMOU. It is important to continue to manage NMOU at the end of life due to its effects on
quality of life. A multimodal approach is recommended to identify and care for these patients.

Introduction

The opioid epidemic has changed the course of medicine in the United States, with current
estimates ofmore than 760,000 lives lost fromdrug-related deaths between 1999 and 2021 (Brent
and Weiss 2022; Opioid Crisis Statistics 2021). Nonmedical opioid use (NMOU) occurs when
patients use opioids in manners other than prescribed, and it has been associated with overdose
deaths during the opioid epidemic (Bohnert et al. 2011; Yennurajalingam et al. 2021). Caring for
those with NMOU is a significant challenge for clinicians given the balance that must be played
in the relief of suffering andprevention of patient self-harm (Arthur et al. 2021; Yennurajalingam
et al. 2021). This challenge is particularly evident in the care of patients with cancer-associated
pain (Amaram-Davila et al. 2021).

Opioids are themainstay ofmanaging cancer-associated pain, which is present in 49% to 57%
of those with curable cancers and 56% to 75% of those with advanced malignancies (Caraceni
et al. 2012; Dalal and Bruera 2019; Hui and Bruera 2014). Recent studies demonstrate that a con-
siderable proportion of patients receiving chronic opioid therapy in a supportive and palliative
medicine clinic display behaviors concerning for NMOU (Arthur et al. 2021). One out of every
4 ambulatory patients receiving opioids for cancer pain had an abnormal urine drug screen
result concerning forNMOU(Arthur et al. 2021).While there have beenpublishedmanagement
strategies to aid practitioners in providing opioids to patients with NMOU behaviors, the care
still remains complex especially when these patients approach the end of life (Amaram-Davila
et al. 2020, 2021; Arthur et al. 2018; Case et al. 2020; Reddy and de la Cruz 2019).We present the
case of a patient who had NMOU behavior and the challenges faced by the care team in caring
for her in an acute palliative and supportive care unit (APSCU) at the end of life.

The patient

This was a female in her 30’s with a past medical history of metastatic solid tumor of the right
paraspinal region with involvement of the lungs, who also had a co-occurring history of poly-
substance abuse with marijuana, methamphetamines, cocaine, and heroin. Three weeks prior
to this presentation, she had an accidental opioid overdose when she took her home opioid
pills more than was prescribed, resulting in a transient emergency room visit. Patient had never
received drug rehabilitation services before.
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During this hospital visit, she presented with worsening
dyspnea and admitted with worsening metastatic disease with
a new total opacification of the left lung seen on imaging. The
supportive care service was consulted to assist with symptomman-
agement and goals of care discussions. In the course of her hospi-
talization, the supportive care team noticed behaviors concerning
for NMOU.The patient made frequent requests for specific opioids
and had an obsessive preference for the intravenous route.

After goals of care discussions, she elected to pursue a comfort-
based approach to care and was transferred to the APSCU. The
APSCU team took the opportunity to discuss what her hopes and
wisheswere at the endof lifewhile her significant otherwas present.
The patient expressed her wish to see her young child before she
died. Unfortunately, due to visitor restrictions from the COVID-19
pandemic and age limitations, her child was not allowed to come
to the hospital. The next morning, the patient reported worsen-
ing dyspnea and requested for an increase in her opioid dose
to help with her symptoms although she did not have very per-
ceptible signs to warrant such opioid doses. Some of the team
members were concerned about this request due to the incongruity
of her stated symptoms, her behavior, and her physical exam, cou-
pled with her background history of NMOU. As her opioid doses
were increased, the patient’s drowsiness worsened throughout the
day. Her breaths became noticeably shallower, and her respira-
tory rate had decreased concerning for possible opioid-induced
sedation.

In view of these new findings, the patient’s opioid dose was sub-
sequently reduced. Several hours later, she became more alert and
awake. By the next day, she was eating and had a full conversa-
tion without any distress from pain or dyspnea. The team later
discovered that her excessive somnolence was due to the hazardous
combination of the unauthorized and undisclosed use of her home
opioids in addition to the opioids she was receiving in the hospi-
tal. In a compassionatemanner, an interdisciplinary team including
our pharmacist, chaplain, physician, and counselor met with the
patient to discuss their concerns, provide ample opioid educa-
tion, and deliver intensive counseling using some motivational
interviewing tips. They reiterated the goal to carefully manage her
symptoms in order to ensure that she was discharged safely to an
inpatient palliative care unit so she could be with her child. After
her symptoms were adequately managed by the APSCU team, the
patient was transferred to an inpatient hospice unit. She was able to
meet with her young child and other family members. She passed
away one week after discharge.

Discussion

This case highlights the many complexities that exist in the care
of patients with NMOU at the end of life. These challenges often
involve the existence of conflicting ethical responsibilities of prac-
titioners in the alleviation of suffering. The clinical team was faced
with the dilemma of managing dyspnea and pain at the end of life
in a patient who displayed NMOU behaviors during her hospital-
ization. Her desire to alleviate the psychological craving for opioids
likely prompted her to request for more opioids from the medical
team while continuing to take her own supply of opioids, which
she had hidden from the team. The medical providers regrettably
escalated her opioid dose due to her inaccurate report. This led to
harm by causing opioid-related respiratory depression. Ultimately,
by decreasing the dose of opioids, her condition improved, and she

was able to achieve her last wish. She saw and held her 5-year-old
child before she died.

Our group has previously reported that a considerable number
of patients receiving chronic opioid therapy for cancer-associated
pain are at risk for NMOU (Arthur et al. 2021). This finding
has been corroborated in other studies. In an integrative review,
Carmichael et al. (2016) found that 1 in 5 cancer patients receiv-
ing opioids may be at risk for NMOU. In a survey of US hospices,
43% reportedmissing opioidmedicationswithin 90 days of the sur-
vey itself and 31% reported at least one confirmed case of drug
diversion (Cagle et al. 2020). This suggests that NMOU is not
uncommon among patients nearing the end of life.

Managing NMOU at the end of life is vital to the provision of
excellent care for patients with cancer pain. Some would argue that
if patients are close to the end of life, there might not be the need to
manage the NMOU behaviors and substance use disorders (SUD).
There are many consequences that stem from NMOU and SUD
at the end of life including the following: decreased quality of life,
increased drug toxicities and interactions, impaired social/physical
functioning due to the need to obtain a substance or medication,
and conflict with the clinical team (Gabbard et al. 2019; Passik and
Theobald 2000). It should also be noted that symptoms do not typ-
ically occur in isolation, and many of those with pain also have
comorbid depression, anxiety, and personality disorders. These
conditions will hinder optimal pain and symptom control (Kirsh
2010).

Several approaches have been proposed to help identify, mon-
itor, and manage the care of patients with NMOU and SUD
(Amaram-Davila et al. 2021; Arthur et al. 2018).These include uni-
versal screening of patients using assessment tools such as the Cut
down, Annoyed, Guilty, Eye-opener questionnaire or the Screener
and Opioid Assessment for Patients with Pain and prescription
monitoring databases (Amaram-Davila et al. 2021; Arthur et al.
2021; Tang et al. 2021; Tang and Reddy, 2022). Best practices
also recommend periodic use of urine drug screens to monitor
patients receiving chronic opioid therapy (Amaram-Davila et al.
2021; Tang et al. 2021). Our team has described a novel interdisci-
plinary team approach to care for patients with NMOU and SUD
(Arthur et al. 2018). In a supportive, patient-centered, and compas-
sionate fashion, the medical team communicates to patients their
concerns regarding NMOU and SUD behaviors, openly discusses
patterns of misuse, and establishes important boundaries and lim-
itations while reassuring the patient of their desire to help manage
their pain and other uncontrolled symptoms (Arthur et al. 2018).
A similar interdisciplinary team approach has been suggested in
the hospice setting to help manage those with NMOU and SUD
(Gabbard et al. 2019).

Another reason to adhere to measures that promote safe opioid
use is the increased involvement of family members and caregivers
in the care of patients near the end of life. This leads to more
access and exposure of family members and caregivers to substan-
tial amounts of opioids, which potentially increases the risk for
NMOU, morbidity, and even fatal overdose. Studies have shown
that over 50% of individuals with NMOU freely obtain prescrip-
tion opioids from a friend or relative (Lipari and Hughes 2013).
In the absence of clear recommendations regarding indiscriminate
use of opioids near the end of life, we propose that providers should
still implement the necessary risk mitigation strategies when pre-
scribing opioids while being sensitive to the unique needs of this
vulnerable patient population (Arthur and Bruera 2019).
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Conclusion

Opioid therapy for patients near the end of life who display
NMOU behaviors presents many unique challenges to health
care providers. A cautious and comprehensive approach is rec-
ommended to help identify and care for these patients. Further
research is needed to better identifymore effectivemethods to help
care for patients near the end of life with NMOU and SUD.
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