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Most patients diagnosed with cancer will experience cancer pain during the illness trajectory.1

Opioids are the foundation of cancer pain management.2 However, opioid-prescribing con-
siderations lie at the intersection of two seemingly opposed public health and clinical
challenges—reducing the burden of pain and minimizing opioid-related harms.3 Furthermore,
Black Americans bear a disproportionate burden of cancer pain and opioid overdoses.4-6 Thus,
improving cancer pain and reducing opioid-related harms is an urgent health equity issue.

Achieving opioid pharmacoequity or ensuring access to evidence-based pharmacologic ther-
apies regardless of race and ethnicity is a pressing issue in cancer care.7 This commentary
focuses on the role of race as a dimension of opioid pharmacoequity amongBlack Americans.We
will discuss the effect of race, a social construct resulting in differential access and treatment,
on opioid use disorder (OUD), opioid misuse, and cancer pain. Then we propose a path forward
to improving opioid pharmacoequity and cancer pain management among Black Americans.

Racialization of OUD Treatment

A lack of attention to OUD can compromise pain, opioid safety, and the quality of cancer care.8

Individuals with cancer may develop (or have a history of) OUD and experience opioid-related
harms while prescribed long-term opioid therapy for cancer pain.9 A systematic review of
individuals with cancer reported OUD prevalence estimates range from 1% to 20% and opioid
overdoses can be a consequence ofmore common issues such as opioidmisuse or substance use
disorders.9-11 In a study of cancer survivors using the National Survey on Drug Use and Health
(NSDUH), the overall population-based prevalence of active substance use disorder was ap-
proximately 4%with OUD represented around 0.5% of all substance use disorder.12 The NSDUH
underestimates OUD prevalence by a factor of 3 to 5, and OUD rates were higher in people
recently diagnosed and among cervical (4.82%) and head and neck cancer survivors (3.31%)
where opioids are routinely prescribed.12-16

Buprenorphine and methadone are gold-standard treatments for OUD and are powerful
analgesics.17-19 The choice betweenmethadone and buprenorphine, drugs with similar efficacy,
is ideally driven by patient preferences.20 However, opioid treatment paradigms (OTPs) for OUD
are positioned in a prolonged history of race-based discrimination that often supersedes patient
preference.21,22 Black Americans are more likely to receive methadone than buprenorphine.
Racial segregation and the enduring legacy of historic redlining result in disproportionate
concentration of OTPs in communities of color.23 Methadone for OUD is wielded as a tool for
reducing crime and targeted toward populations stereotyped as high-risk for crime.24 Meth-
adone for OUD is typically prescribed to patients deemed high-risk and in need of greater
clinical oversight.25

Yet, methadone is an important treatment for cancer pain due to its many advantages among
individuals with and without OUD.18,26,27 The heavy regulations governing methadone for OUD
can restrict access and lead to cancer pain disparities in Black Americans. For example, cli-
nicians may hesitate to prescribe methadone despite the potential effectiveness of split-dose
methadone for cancer pain with and without OUD.28-30 Federal regulations dictate outpatient
methadone for OUD is limited to OTPs, making the legality of prescribingmethadone for cancer

Accepted August 1, 2024

Published September 17, 2024

J Clin Oncol 43:10-14

© 2024 by American Society of

Clinical Oncology

View Online
Article

10 | Volume 43, Issue 1 | ascopubs.org/journal/jco

D
ow

nl
oa

de
d 

fr
om

 a
sc

op
ub

s.
or

g 
by

 D
r.

 J
an

et
 A

br
ah

m
 o

n 
Fe

br
ua

ry
 1

6,
 2

02
5 

fr
om

 0
73

.0
89

.0
06

.1
82

C
op

yr
ig

ht
 ©

 2
02

5 
A

m
er

ic
an

 S
oc

ie
ty

 o
f 

C
lin

ic
al

 O
nc

ol
og

y.
 A

ll 
ri

gh
ts

 r
es

er
ve

d.
 

https://orcid.org/0000-0002-0825-8394
https://doi.org/10.1200/JCO.24.00705
http://ascopubs.org/journal/jco
http://crossmark.crossref.org/dialog/?doi=10.1200%2FJCO.24.00705&domain=pdf&date_stamp=2024-09-17


pain andOUD concurrently uncertain.31 Although revisions to
methadone regulation were published on February 2, 2024,32

engagement of OTPs remains burdensome requiring long
drive times, frequent in-person dosing, counseling, and
urine drug testing.33,34 Patients have reportedmethadone for
OUD akin to liquid handcuffs.35

In stark contrast to methadone, buprenorphine can be
accessed in the office-based setting and under the Consol-
idated Appropriations Act (2023), without any additional
licensure requirements.32 Historically, buprenorphine ad-
vertisement and congressional approval were predicated on
the belief that buprenorphinewould limit OUD spread among
the White working class.36 Buprenorphine is more likely
accessed by White patients and individuals who are college-
educated, employed, and/or dependent on prescription
opioids rather than opioids obtained outside the medical
system.37-39 However, buprenorphine formulations for OUD
are rarely incorporated into cancer pain guidelines or readily
prescribed in cancer care.2,40,41

Although buprenorphine and methadone are equally effec-
tive treatments for OUD and can play a role in the treatment
of cancer pain, barriers in accessing methadone are largely
driven by stringent regulations, whereas buprenorphine
accessmay be hindered by the lack of comfort and knowledge
in how to prescribe it to patients with pain and OUD.41,42

Patients with cancer and OUD would benefit from greater
access to buprenorphine and more flexibility in providing
methadone outside of OTPs.

The Misperception of Opioid Misuse in Cancer Pain
Management Disparities

In addition to the challenges of managing OUD, clinicians
addressing cancer pain may conflate opioid misuse behav-
iors and OUD (Table 1), which can exacerbate racialized
disparities. The cancer-specific literature is saturated with
nondiagnostic euphemisms to signal the use of opioids
outside of prescription parameters. including chemical
coping, pseudoaddiction, aberrant behaviors, or nonmedical
opioid use.43-49 The use of such terms, rather than docu-
mentation of a specific behavior and assessment of whether
behaviorsmeet diagnostic criteria for OUD, can contribute to
opioid-prescribing disparities for the management of
cancer pain.

The use of these imprecise terms requires clinicians to
judge who has severe enough pain or associated symptoms
(eg, insomnia, anxiety) to warrant opioid therapy or dose
adjustments. Biased assessments, assumptions of trust-
worthiness, and inferences about drivers of opioid misuse
behaviors (such as risk of diversion) favor White, middle-
class patients without a history of substance use or
criminal justice system involvement.50 Using imprecise
language can serve to functionally sort patients into dis-
crete categories, people with pain or people with OUD,
which can legitimize one group and stigmatize another. It

is also clinically inaccurate since pain and OUD are com-
monly comorbid conditions with a bidirectional and re-
ciprocal relationship.51,52

Second, in contrast to an OUD diagnosis, opioid misuse does
not predict opioid-related harms and may be unrelated to
the overuse of opioids.53 For example, studies examining
opioid self-management practices observed opioid misuse
behaviors were primarily related to a lack of education on the
correct use of opioids, insufficient access to alternatives to
analgesics, and attempts to spare opioids,54,55 for example,
patients overusing short-acting opioids to avoid long-acting
formulations because of inadequate insurance coverage or
opioid stigma.

Third, routine screening practices for opioid misuse have a
weak evidence base and are racially biased. Opioid misuse
screeners do not predict OUD56 and can create a feedback
loop that reinforces racism.57 The Screener for Opioid As-
sessment for Patients with Pain (SOAPP), named in the Use
of Opioids for Adults with Pain from Cancer or Cancer
Treatment: ASCO guideline, determines opioid misuse risk
with questions like How often, in your lifetime, have you had
legal problems or been arrested? Given that definitions of
criminality are rooted in structural racismwith disparities in
policing and justice system involvement,58 racialized groups
who experience greater criminalization and respond affir-
matively to this question may be flagged as more at risk of
opioid misuse.59 The SOAPP-Revised version ascertains
opioid risk, with overlapping and new questions such as How
often have you felt impatient with your doctors? Inclusion of
words such as impatient in the medical record leads to less
aggressive pain management than neutral patient descrip-
tors.60 The use of negative descriptors is more than 2.5 times
higher in Black patients’ medical records compared with
White patients’ medical records.61

Biased opioid misuse screening tools automatically assign
racialized groups as at increased risk of opioidmisuse.57 Once
a person is labeled at risk of opioid misuse, cancer-specific
guidelines suggest closer follow-up.2 Black patients receive
greater monitoring, less frequent opioid doses, and fewer
long-acting opioids, compared with White patients.62-64 All
the while, Black patients are more likely to have opioids
tapered and be subject to urine drug testing than White
patients even in the context of cancer.65,66 Although there are
important considerations on the utility of urine drug testing
for an individual patient and circumstances, there may be
some downsides on the clinician-patient relationship and
sending a message of mistrust67—a dynamic that may be
even more pronounced when opioid-related behaviors re-
flect poor treatment or discrimination by the health care
system.

Opportunities to Improve Opioid Pharmacoequity

Limiting methadone dispensing for OUD to OTPs is prob-
lematic for people with cancer. These limitations ignore the

Journal of Clinical Oncology ascopubs.org/journal/jco | Volume 43, Issue 1 | 11

Opioid Pharmacoequity for Cancer Pain Management

D
ow

nl
oa

de
d 

fr
om

 a
sc

op
ub

s.
or

g 
by

 D
r.

 J
an

et
 A

br
ah

m
 o

n 
Fe

br
ua

ry
 1

6,
 2

02
5 

fr
om

 0
73

.0
89

.0
06

.1
82

C
op

yr
ig

ht
 ©

 2
02

5 
A

m
er

ic
an

 S
oc

ie
ty

 o
f 

C
lin

ic
al

 O
nc

ol
og

y.
 A

ll 
ri

gh
ts

 r
es

er
ve

d.
 

http://ascopubs.org/journal/jco


utility of methadone for cancer pain and OUD and may
compromise cancer and OUD care because of the arduous
nature of these systems of care.68,69 Although there is
limited information on rates of people with cancer enrolled
in OTPs, in one study 20% of patients receiving care at OTPs
had a cancer diagnosis.70 Proposed solutions to improve
methadone access for people with OUD and cancer include
dispensing at community pharmacies, office-based treat-
ment, and telehealth.31 Without these solutions in place,
clinicians are forced to sidestep federal regulation by
splitting OUD dosing of methadone (ie, dividing the total
daily dose from once every day to two or three times per
day), documenting for cancer pain.71 Legal ambiguity and
partial documentation may limit wide-scale adoption and
worsening disparities.

Some experts have argued buprenorphinemay be afirst-line
treatment in people with advanced cancer and OUD, but
implementation strategies are needed to overcome barriers
and disparities in access.29,30,72 The Consolidated Appropri-
ations Act (2023) enables more widespread use of bupre-
norphine by eliminating the DEA X waiver.73 However,
systemic racism, stigma, knowledge, and lack of mentorship
remain significant issues to incorporating buprenorphine
into practice.74 Within primary care settings, successful
models of buprenorphine implementation often include
interdisciplinary clinical teams (eg, nurses and pharma-
cists), care coordination, and adoption of home-based
buprenorphine initiation.75 The importance of a team-
based approach grounded in a harm reduction philosophy

has demonstrated promising improvements in health equity
and buprenorphine adoption in a recent pilot study em-
bedded at a single cancer center.76

Clinicians often endorse a lack of training in diagnosing and
treating OUD with co-occurring cancer pain.41 Although in
many instances clinicians wish to refer patients with OUD to
an addiction specialist, fewer than half (45.5%) of US cancer
centers offer substance use services.77 Therefore, additional
training is essential for oncology-based clinicians with a
greater emphasis on opioid prescribing, pain management,
harm reduction, and substance use treatment.78

Recent expert consensus-based guidance was developed to
facilitate opioid decision making for patients with ad-
vanced cancer and opioid misuse or OUD.29,30,71 Experts
generally favored continuing methadone for OUD (outside
ofmethadone clinics), prescribing buprenorphine for OUD,
and considering buprenorphine for some opioid misuse
behaviors (eg, repeated self-escalation of prescribed
opioids). A strength of this new evidence is a precision
medicine approach. The strategies differ for specific opioid
misuse behaviors and OUD characteristics (treated or
untreated) while also taking into account cancer-related
prognoses. For example, buprenorphine rotation was
deemed inappropriate for opioid misuse when individuals
with a short prognosis were prescribed opioids for cancer
pain but were using nonprescribing stimulants.71 Future
research efforts should focus on effectiveness and
implementation of these evidence-based approaches using

TABLE 1. Opioid Misuse and Opioid Use Disorder: Definitions, Key Takeaways, and Opportunities

Content Matter Opioid Misuse OUD

Definitions Behavior(s) involving the use of opioids in ways other than pre-
scribed that may increase the risk of opioid-related harms

Examples of opioid misuse may include taking medications in higher
or lower doses, more frequently, over longer durations, and using
someone else’s prescription or nonprescribed substances (eg,
stimulants)

A medical diagnosis (as per the DSM-5) that involves a problematic
pattern of opioid use that causes significant impairment or dis-
tress. A diagnosis is based on specific criteria such as unsuc-
cessful efforts to cut down or control use, resulting in social
problems and a failure to fulfill obligations at work, school, or home,
among other criteria. Opioid use disorder is preferred over other
terms such as opioid abuse.

Patients with cancer may present with pre-existing OUD (treated or
untreated) or develop OUD in the context of opioid prescribing for
cancer pain management

Key Take Aways Lack of attention to opioid misuse behaviors and OUD can compromise cancer treatment and pain management, leading to opioid
disparities

Although opioid misuse risk screening is recommended by cancer-specific guidelines, opioid misuse screening tools have low diagnostic
accuracy in predicting OUD or opioid-related harms and disproportionately disadvantage minoritized and racialized populations from
equitable opioid care

Buprenorphine and methadone are gold-standard treatments for OUD but are challenging to access in the context of cancer and are
associated with racial disparities in access

Buprenorphine and methadone have distinct regulatory landscapes that complicate the management of comorbid cancer pain and OUD

Opportunities Safe opioid use as part of appropriate cancer pain management cannot exist without better OUD care integration and an oncology research
agenda that merges the needs for opioid access, pain management, and OUD treatment

Cancer-specific guidelines should reconsider the use of opioidmisuse screening tools (eg, SOAPP or Opioid Risk Tool) given limited evidence
and the risk of increasing and perpetuating opioid disparities in access to opioids for cancer pain management

National efforts to improve education and training of the oncology workforce are necessary to promote skills in managing opioidmisuse and
OUD, including knowledge ofmaking an OUD diagnosis and comfort in prescribingmethadone and buprenorphine for patients with cancer
with comorbid pain

There is an urgent need for research that optimizes equitable implementation of evidence-based strategies for OUD and opioid misuse

Abbreviations: OUD, opioid use disorder; SOAPP, Screener for Opioid Assessment for Patients with Pain.
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a health equity framework given the ongoing disparities in
cancer pain management.

Finally, national cancer guidelines should reconsider the
utility of opioid misuse screening tools (eg, SOAPP or Opioid
Risk Tool). A lack of endorsement of opioid misuse tools
would match the 2022 Center for Disease Control Clinical
Practice Guideline for Prescribing Opioids for Pain.79 Instead
of relying on opioid misuse screening tools to dictate opioid
care, clinicians can adopt universal precautions that regu-
larly assess opioid risks and benefits, explore a differential
diagnosis for opioid misuse (including an OUD diagnosis or

insufficient resources), and adopt risk mitigation strategies
and harm reduction approaches that improve equity.80 This
approach could include pain self-management and opioid
education, naloxone prescribing, care coordination, and
avoiding abrupt opioid tapering.81-84

In summary, the United States requires a critical examina-
tion of opioid-prescribing policies and practices in the
context of cancer to avoid further perpetuating disparities
among patients with comorbid cancer pain, OUD, and opioid
misuse. Table 1 provides a summary of the key takeaways and
policy, practice, and research opportunities.
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