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Opioids and pain in the emergency 
department: a narrative crisis
Jay Baruch,1 Stacey Springs2

AbstrAct
The opioid crisis poses challenges to patients 
who come to the emergency department (ED) 
in pain and the clinicians who have a duty to 
offer relief. In search of help, patients often 
find suspicion. But clinicians have reasons to 
be concerned about feeding addiction and its 
lethal consequences. This article discusses the 
narrative challenges facing many clinicians in 
the ED tasked with caring for complex patients 
in pain. It will discuss the many ways our 
brains are influenced by story, and how this 
susceptibility is often beyond our grasp. And 
yet, narrative and story skills present great 
opportunities for improving pain management, 
not only when it comes to opioids, but by 
returning the focus back to the patient in pain.

Janelle M is a young woman in a sickle cell 
crisis who came to the emergency depart-
ment (ED) with unbearable pain in her 
joints. Now she is laughing and chatting 
on her cellphone. When she is asked to 
rate her pain on a 1–10 pain scale, she says 
it is a 10, a number that represents the 
worst imaginable pain. When she first 
arrived in the ED her pain was a 10, only 
at that time she appeared to be in obvious 
distress. She received medications for her 
pain, including a dose of opioids. Her 
sickle cell is generally well managed as an 
outpatient. Now, the ED staff cannot 
square her pain level with her pain 
behaviour, opening the door to suspicion 
that sickle cell disease might not be her 
only problem, the other concern being for 
an opioid use disorder (OUD).

In the ED there are two major obsta-
cles to understanding, appreciating and 
responding to patients complaining of 
pain. The first pertains to pain’s subjec-
tivity. Elaine Scarry said it best. ‘To have 
pain is to have certainty, to hear about 
pain is to have doubt.’1

The other belongs to the long shadow 
of the opioid crisis ravaging communi-
ties in the USA, where opioid deaths have 
quadrupled over the past three decades. 
Data from the Centers for Disease Control 
and Prevention (CDC) show that four out 
of five heroin users began their habit by 
using prescription opioids, though these 
data have been contested.2 Between 2005 
and 2014 the national rate of opioid-re-
lated ED visits increased 99.4%, with a 
10-fold variability across states.3

Systemic responses to this public 
health crisis have included recommenda-
tions from the CDC laying out respon-
sible prescribing guidelines for patients 
suffering from chronic pain, making 
naloxone, the opioid-reversal agent, more 
readily available in our communities, and 
even starting medication-assisted treat-
ment for OUD in the ED.4 These valu-
able policies and programmes take aim 
at necessary and measurable outcomes: 
reduce the number of opioids on the 
streets, keep patients alive and move indi-
viduals into treatment for their OUD.

These robust and justifiable inter-
ventional strategies must be carried out 
cautiously. The vigilant quest to curb 
opioid overdose and misuse may seed 
clouds of suspicion that alters how clini-
cians come to recognise and appreciate 
pain. This change in status, from a compli-
cated and often distressing experience to a 
red flag, can produce a paradox in emer-
gency pain management where pain is 
unaddressed and potentially made worse.

When pain is reported to be the most 
common complaint that drives patients 
to the ED, accounting for up to 70% of 
visits,5 clinicians are challenged to honour 
their fundamental duty to ameliorate 
pain and suffering while respecting the 
potential morbidity and mortality associ-
ated with opioid abuse and misuse. This 
endeavour is difficult in ways that are 
unlike other medical situations that clini-
cians encounter. Guidelines are important 
to direct pain management practice 
patterns, but before clinicians make the 
decision to use the guidelines and perhaps 
prescribe opioids they will listen to the 
stories patients tell them.

Pain is a narrative challenge as well as a 
medical one, and narrative plays an instru-
mental role in how clinicians understand 

and respond to our patients at the bedside. 
The mind does not just receive what is 
told, it is a story-making machine, and 
the stories it creates present opportunities 
for understanding and misunderstanding 
patients.

PAin is nOt A number
Pain cannot be plucked from its roots, 
located on a CT scan or quantified by a lab 
test. And yet its presence is real to patients 
who desperately seek relief from it, what-
ever that ‘it’ is.

Pain has been broadly defined as an 
‘unpleasant sensory and emotional expe-
rience associated with actual or potential 
tissue damage, or described in terms of 
such damage.’6 This dutiful and well-in-
tentioned definition leaves a dull, medic-
inal taste on the tongue. It succeeds by 
acknowledging the emotional as well as 
the sensory dimensions of pain while 
demonstrating how pain can be elusive 
yet undeniable, escaping the most consci-
entious efforts to capture the experience 
into words.

The physician/writer David Biro wrote 
achingly about pain as a quintessentially 
private experience, how ‘pain of any 
variety isolates us from our family and 
closest friends. No one could feel what I 
felt during my transplant—not my wife or 
my parents or my sisters. And the inability 
to find words for my feelings only exacer-
bated my loneliness.’7

In The Body in Pain, Elaine Scarry 
describes how pain is in essence inexpress-
ible. Not only does pain resist language, it 
destroys it, reverting back to the ‘sounds 
and cries a human being makes before 
language is learned.’1

Pain’s subjectivity and inexpressibility, 
even by writers who possess the gift of 
language, point to the difficult task facing 
patients who struggle to articulate their 
experience in the busy ED, where patients 
are usually telling their story to clinicians 
who know little or nothing about them.

One might say that Janelle M endures 
chronic pain with her lifetime of sickle 
cell crisis flares. For patients in the throes 
of pain, however, all pain is acute. The 
ED might not be the ideal location to 
treat chronic pain, however, patients 
often find their way to this acute care 
setting for their care.8 9 Patients do not 
necessarily like coming to the ED, but 
due to the severity of their pain, they 
believe they are experiencing a true 
emergency. Once in the ED setting, these 
patients often feel frustrated, helpless 
and unable to ‘communicate effectively’ 
with clinicians.10
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Deciphering a patient’s pain can test 
clinicians who are more comfortable 
caring for patients whose complaints 
can be recognised through objective 
measures—vital signs, physical exam 
findings, laboratory tests or radiological 
imaging—and treatment is informed by 
appealing to evidence-based medicine.

In the late 1990s, medicine was mired 
in a different public health crisis—the 
undertreatment of pain. In 2001, the Joint 
Commission unveiled Pain Management 
Standards that established the fantastical 
notion of pain as a fifth vital sign.11 Pain 
scales were instituted, and patients’ self-re-
ports of their pain were to be aggressively 
treated by physicians, often with opioids. 
Equally fascinating is how the recent 
pushback against such quality measures is 
largely in response to the belief that such 
expectations fuelled overprescribing and 
possibly contributed to the opioid crisis, 
and not that policymakers woke up to the 
inherent folly of translating a subjective 
experience into a data point.

The case of Janelle M illustrates how 
a number may earn more validity than 
it deserves from providers, and what 
happens when clinicians, consciously or 
not, seek solace in false certainty.

Many, if not most, emergency physi-
cians can recall patients who declare 
their pain to be a 10 and yet their pain 
behaviour does not match up. There is 
no crying or moaning or writhing on the 
stretcher. This disconnect invariably leads 
to judgement of the patient. Instead, this 
gap should prompt a critique of pain 
scales and how clinicians use them to find 
traction in experiences that might be diffi-
cult to understand otherwise.

Assigning a number to pain does not 
only compress a complex experience, 
it can falsely shorthand the experience. 
In the end, Janelle M was not asking for 
more opioids. Her pain was severe but 
tolerable.

Any number on a pain scale presents a 
calibration problem. What constitutes a 
10? How does Janelle M’s 10 match up 
against that of another patient? A number 
serves as a proxy representation of a 
personal experience but it should not be 
confused for the pain itself.

A laughing patient with 10 out of 10 
pain prompts suspicion for illicit motives. 
However, Janelle M explains how, over 
the years, she has developed a coping 
mechanism using laughing and distrac-
tion. She talks with friends and family 
to make her pain bearable. Janelle M’s 
story probably cannot be extrapolated to 
all comfortable-looking patients with 10 
out of 10 pain. However, her experience 

offers a window into one patient’s experi-
ence and highlights how clinicians may fall 
prey to the stories they have constructed 
about a patient.

This case illustrates another deleterious 
consequence of using numbers without 
insight. Instead of doubting a patient who 
had developed more holistic and adap-
tive behaviours to deal with her pain, 
we should be applauding this alternative, 
non-narcotic strategy in an opioid crisis.

PAin, A stOry PrOblem
Arthur Frank wrote that stories always 
pose this question: What kind of truth is 
being told? Stories do not always resolve 
that question, but they serve to remind 
us that we live with complicated truths.12 
Stories are rich with possibilities. Stories 
explore not only what characters do but 
they probe the motivations behind their 
behaviour; do not only describe what is, 
but what could be.12

The clinician’s response to a patient’s 
pain often depends on what story they are 
looking for. Strangely, in an opioid crisis, 
it feels as if the question of whether or not 
to prescribe an opioid is a more straight-
forward question to answer than the chal-
lenge of coming to grips with a patient’s 
pain, which can be a tangled ball of prob-
lems and often leaves clinicians struggling 
with uncertainty.13

In his book, The Culture of Pain, David 
Morris states that to be in pain is to be in 
a state of crisis. Modern medicine, with a 
Western, technocratic world view, misrep-
resents pain as purely a medical problem, 
the creation of anatomy and physiology, 
and ignores the experience of pain as 
phenomena of the mind, shaped by histor-
ical, cultural and psychosocial factors.14

In an opioid crisis, it can be hard for 
clinicians to think of the experience of 
pain as a crisis, too. It is easier to simplify 
the experience rather than amplify it. Para-
doxically, the pain history that is a staple 
of the medical interview and documented 
as such in the medical record can represent 
a thorough accounting and an empty one. 
The clinician takes a descriptive inventory 
of the pain. Pain is described with a bank 
of adjectives, such as throbbing, burning, 
aching or knife-like. Pain is quantified as 
mild, moderate or severe. Pain is mapped 
as it radiates and moves through time. 
These objectifying questions use various 
dimensions of the pain to help diagnose an 
underlying cause of the pain. The sudden 
onset of left-sided chest pressure that radi-
ates to the shoulders might signify a heart 
attack. A thunderclap headache can mean 
a subarachnoid haemorrhage in the brain. 

Pain has instrumental value when consid-
ered in these terms.

These factual elements build a frame 
around the pain but omit pain’s impact on 
the patient’s life. Pain can influence rela-
tionships, job performance and the ability 
to think and reflect clearly. Pain can chip 
away at a patient’s identity and autonomy, 
influencing his or her ability to function in 
the present, and their capacity to conceive 
of a future. Pain can be an everlasting 
struggle to make it through the day. A 
story is not a rich list of symptoms, but the 
process of endowing an experience with 
meaning.15

Mary J is a young woman who comes 
to the ED in the middle of the night with 
a recurrence of her chronic back pain. 
She has suffered from back pain ever since 
a bad car crash when she was a teenager. 
Her physical exam does not reveal any 
red flags that might raise concern for a 
vertebral fracture, nerve root impinge-
ment or an infection of the spinal cord. 
She rates her pain as a 4 or 5. She comes 
to the ED and she has not tried anything 
to relieve her pain at home, not even acet-
aminophen. And at its worst, her pain is 
only a 5. The physician is suspicious. That 
evening he has already cared for a few 
patients seeking opioids, whose medical 
records and prescription monitoring data-
base revealed illicit behaviours. The physi-
cian informs her that back pain is best 
treated with non-opioid treatments.16

A wounded disappointment sinks her 
face. She does not want opioids. She 
explains that she is a new mom and her 
pain gets worse when she lifts her infant. 
She has acetaminophen at home, only 
she is breast feeding and unsure what 
medications might hurt her baby. She is 
here now, in the middle of the night, 
and not visiting her clinic during the 
day, because they only have one car, her 
boyfriend leaves for work at 06:00, and 
she does not trust anyone to watch her 
baby.

Her calm tone only exacerbates the 
physician’s regret. He manufactured a 
narrative and filled in the gaps in her 
story, and that was influenced, in part, 
by his experiences with more notorious 
patients that evening. He fit her details 
into an overarching narrative built around 
opioids without thinking imaginatively 
about those details he did not have. Or, his 
story-making mind jumped to a conclu-
sion and focused only on information that 
supported that judgement.

Mary J’s story reveals a particular and 
personal form of trouble, which makes her 
perception of an emergency fascinating. 
Stories involve a protagonist in trouble, 
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someone who wants something badly 
but faces a series of obstacles. Sometimes 
pain is the obstacle. Sometimes opioids 
are the obstacle. It can be easy to confuse 
pain intensity for the degree that pain, 
regardless of its severity, alters a patient’s 
life. Mitigating this mistake is possible by 
considering the patient as the protagonist 
in her story and exploring her motiva-
tions behind her actions or behaviour. If 
the clinician pursued this type of inquiry 
he would have learnt earlier that Mary J 
could live with her pain but she could not 
live with the possibility of harming her 
baby.

Framing pain as a narrative problem 
creates space for the imagination in pain 
management, in particular, the moral 
imagination. It is not enough to extend 
ourselves to consider the possible, all that 
could happen in a patient’s story, without 
recognising that clinicians owe a responsi-
bility to think about what should happen, 
and the ways in which they are culpable.

stOry recePtOrs, And hOw 
cliniciAns cAn get hOOked
Research shows how stories work on 
the brain. A good story can slip past our 
analytical neural circuitry, engage with 
our emotions and influence our decisions 
without our knowledge.

The tragic opioid data sit in the rational 
part of my brain. In 2014, there were 
245 million prescriptions for opioids 
across America, roughly one prescription 
for every adult.17 I am painfully aware of 
the rising trend of opioid deaths. And yet, 
data struggle to compete against a good 
story, and clinicians can play many partic-
ipatory roles in the narrative. A force of 
compassion or an agent of scepticism, a 
pain reliever or addiction feeder. Some-
times, clinicians are not even thinking in 
these terms because they are emotionally 
invested in the story. Whether the story 
is believable matters less once the story 
inserts its hooks.

Mr O is a middle-aged man with a long 
history of pain and other health issues 
who presents to the ED with terrible pain. 
Sleep is impossible, and he has job inter-
views lined up the next 2 days. He has 
been out of work for a few months, and 
without health insurance, his regular 
doctor would not see him. He has been 
parsing out the remaining pain medica-
tions—including opioids—the past few 
months. Now he is all out. An appoint-
ment with a new physician is months 
away. He is desperate to get back to work, 
and these interviews are the first glimpses 
of hope in months.

The nurses doubt his story. The physi-
cian has doubts, too, but he empathises 
with the man’s plight, a guy stuck in a hole 
trying to dig himself out. In the end, he 
writes a prescription for 10 Lortabs, trade 
name for a hydrocodone-acetaminophen 
formulation. Only 10 tablets. The next day 
there is a message from a local pharmacy. 
Had he really written a prescription for a 
hundred? The physician usually spells out 
the number of pills to prevent this type of 
alteration. Thankfully, the alert pharma-
cist suspected a forgery and did not fill the 
order. The nurses rib the physician merci-
lessly. How can he be duped so easily?

But what if Mr O’s manipulation of the 
prescription—clearly a criminal activity—
was driven by alternative motives? Maybe 
he saw an opportunity to stock up on pills 
so he could keep his pain at bay, the aim to 
function well enough so he can pull his life 
back together. What if he is selling the pills 
to pay for other medications, and there is 
a list of them, many of them carrying a 
hefty monthly price tag. In the USA, debt 
related to health expenses is the most 
common cause of bankruptcy.18 These 
narrative possibilities are unlikely given 
the data on opioid misuse in ED patients, 
but data do not engage our emotions in 
the same way as a good story, even if it is 
not necessarily true.19

Research using functional MRI shows 
that our brains respond to story—whether 
it is a movie or a story on the page—as if 
it is happening to us. In fact, a coupling 
develops between the speaker and the 
listener, creating a synchronised neural 
activity what might be described as a 
shared brain.20 Researchers speculate that 
‘dialogue will produce especially strong 
forms of synchronization.’ The stronger 
the connection between the speaker and 
the listener, the closer the coupling.

Narrative can change minds, and this 
persuasive power is tied to the neural 
phenomenon of transportation. People 
who are swept away by a story and taken 
to a different world begin to see the world 
in a manner that is consistent with the 
story. Whether it is fact or fiction matters 
less than the quality of the narrative.21

A well-told story with a dramatic arc 
can elicit empathy and influence our 
behaviour, in part by stimulating the 
release of the neurochemical oxytocin, 
which has ties to generosity, trustwor-
thiness and mother–infant bonding.22 It 
alerts us to social cues, motivates us to 
help others. Such trust and sensitivity to 
the plight of patients may allow clinicians 
to lower their guard, which can make 
them susceptible to deceit. However, well-
told stories also hold promise as we strive 

to understand and connect with patients 
in pain.

stOries As treAtment
When it comes to pain, which ear are clini-
cians listening with? The ear that is open 
to the investigation of pain, or the ear 
that is on the lookout for opioid-seeking 
behaviour.

Both ears must be recruited for this 
endeavour. However, patients might not 
trust clinicians with their story if they 
feel they are being heard through the 
sceptic’s ear. Patients who might already 
feel isolated by their pain, troubled by 
the difficulties of expressing their experi-
ences, might feel pushed further away.

Even when patients do not ask for 
opioids, there is a good chance clinicians 
are thinking of opioids. When data illu-
minate how ordinary people without a 
history of abuse are at risk for opiate abuse 
syndrome, even people in legitimate pain 
are not immune to suspicion from what 
they might become.

A complete understanding of the 
perspectives and attitudes of patients 
concerning their ED experiences for pain 
highlights a desire for more engagement 
regarding their treatment plan, more 
empathy and better communication, and 
a preference for goals around functional 
status. Patients are frequently aware of 
the dangers posed by opioids and recog-
nise the stressful situations clinicians face 
regarding opioid prescribing.23 Patients 
sometimes decline analgesic pain medica-
tions, concerned more with the cause of 
their pain and what it might mean than the 
severity of the pain itself.24

Patients isolated by their experience of 
pain can find themselves further adrift in 
the busy and often chaotic ED, and what 
patients desire is not necessarily opioids 
but empathy from providers and recogni-
tion of their pain.10 23 Pain can be particu-
larly difficult to understand when it is an 
expression of something deeper to access, 
a state of suffering. Eric Cassel said, 
‘suffering is a state of severe distress that 
occurs when the physical or psychological 
integrity of the person is threatened. It 
continues until the threat is gone or the 
integrity restored.’25

Restoring a patient’s integrity is a tall 
order, but honouring their dignity and not 
shying away from difficult conversations 
regarding their life with pain is the least 
that patients should expect. Evidence-
based guidelines have been developed with 
the purpose of educating clinicians about 
best practices to ensure responsible treat-
ment strategies for pain while discouraging 
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opioid abuse and misuse.26–29 Other ED 
strategies include openly declaring to 
patients that they do not prescribe opioids 
and instead use non-opioid medica-
tions and other treatment modalities like 
massage, nerve blocks and trigger point 
injections.30 EDs have partnered with state 
agencies to better coordinate the care of 
patients suffering from chronic pain.10

In addition to these strategies, clini-
cians must appreciate that effective pain 
management and responsible opioid 
stewardship first require a fundamental 
attention to patient stories. There are 
psychological comforts of storytelling. 
Humans have been telling stories for 
thousands of years, providing humans 
the impression they have control over 
the world. But clinicians must be savvy 
to the power and perils of stories. They 
can help rearticulate our understanding of 
the patient’s experience but they may also 
seduce us with its charms. Interestingly, 
storytelling shows promise as a tool in 
dampening the opioid crisis by improving 
the recall and implementation of opioid 
prescribing guidelines.31

Ultimately, story is a medium for 
connection. It is the equivalent of the child 
rubbing a boo-boo on a playmate in the 
sandbox. The power of that gesture is not 
that rubbing will necessarily offer relief, 
but that another human being recognises 
the troubled experience of another and 
seeks to ameliorate it.

A story of suffering can be profoundly 
difficult to express and to listen to. Clini-
cians must be open to that possibility 
because to miss it, or to ignore it, could 
serve as an iatrogenic harm even if state-
of-the-art guidelines are followed. As 
Cassel described, suffering is not always 
the result of the disease but as a result of 
its treatment.25

The paradox of responsible pain 
management involves finding compas-
sionate ways to curb opioid prescribing 
while not curbing the clinician’s interest 
in the patient’s experience of pain. And 
if opioids are indeed a problem, thinking 
about addiction as a narrative to be 
understood rather than a habit to be 
judged.

Story can empower patients by making 
them heroes in their own stories. Clini-
cians must learn to offer each and every 
patient an affirmation of their struggles, 
and recognise how difficult life can be.

The people impacted by the tragedy of 
the opioid crisis have stories to tell. So 
do those patients suffering from pain. We 
need all their stories. We need as many 
alternative perspectives as possible, stories 

of how we are all trying to ‘hold are own’ 
in our own stories.

How do we become better at crafting 
the stories of our own lives? Arthur Frank 
suggests that we recognise how ‘many 
different stories are doing different things 
for people and to people.’12

It might be hard to change the condition 
responsible for a patient’s pain, but that 
does not mean clinicians cannot treat their 
story, and focus on the many ways they are 
holding their own against difficult circum-
stances. We inhabit the stories we create 
and the stories we create influence how 
we live. Part of our response to patients 
in an opioid crisis is helping them write a 
story that they can live with.
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