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câncer pain treatment, and neck and back pain.  
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TEXT 

CO: Hello Amy, thank you very much for coming to Brazil again. I think it's your second time here. 

AY: My fourth time. I thank you very much for having me. 

CO: Thank you very much.  

You live in the United States and I'd like to know how you work with opioid abuse and how you see this 
scenario. 

AY: So in the United States we have had a really large problem with opioid abuse. About ten years ago, 
the medical community made pain the fifth vital sign, so all doctors were required to ask about pain. 
And they did. And patients...people started reporting their pain but they didn't...the doctors really didn't 
know how to treat the pain. So, the doctors... everyone was put on pain medications.  

So, throughout the years, people became tolerant to those pain medicines, they were addicted to those 
pain medicines, the amount of pain medicines that they needed because they became tolerant then 
increased. So what we ended up with, ten years later, is a big population in the United States that is 
addicted to pain medication. Because pain medication is regulated, because the insurance companies 
pay for it, it is a lot safer and it is a lot cheaper and a lot easier if you want to get “high” to get a 
prescription for pain medication from your doctor, as opposed to going on the street and buying 
something illegal, that you don't know how it's made, you don't know what the concentration is, what 
it's mixed with, you have to pay for it, and you can go to jail for having an illegal drug; whereas, if you go 
to your doctor and get a prescription for pain medication, it's safe, it's inexpensive, and it's legal. So now 
we have a big, huge problem in the US with opioid pain medication addiction. 

CO: So you're saying that insurance pays for the medication? 

AY: Yep, so the way our insurance system works is: the insurance pays a certain amount and you pay a 
co-pay, so depending on what insurance you have, your co-pay could be as little as two dollars. 

http://www.mundosemdor.com.br/entrevista-amy-yeatman-eua


 

 

CO: You gave us a lecture about intrathecal pumps that use morphine. Have you changed your way of 
selecting the patients who will receive intrathecal pumps in the last years? 

AY: Yes. We used to put a lot more intrathecal pumps in, but now that we really are using less opioid 
pain medication for people that do not have cancer pain, we are actually decreasing the number of 
pumps that we're putting in because we're trying to manage people's pain without using the long-term 
pain medications. 

CO: So patients that have cancer are still using this kind of pump but chronic pain, non-cancer pain, it's 
better to avoid? 

AY: Yes, yes. 

CO: It's a big wedding. 

AY: It's a big what...? 

CO: It's a big wedding. 

AY: Yes, yes, when you put in an intrathecal pump you are married to somebody...that patient is yours. 

I think we've learned a lot in the United States about pain medication. I think ten years ago nobody was 
looking forward, you know, ten years down the line, and looking at the repercussions of our actions. And 
I think that we do that a lot in medicine. We jump on an idea and we don't think it through to the final 
conclusion. Um...and I think that's what we're seeing now. You know, everybody wanted to treat 
pain...treating pain is a really great idea and you can do it with good...good medicine and with not good 
medicine in a good way and in a bad way, and because we didn't really think about the consequences of 
what we were doing. Our heart was in the right place because we wanted to treat these people with 
pain, because we have compassion, but the ultimate result was that we did more harm than good 
because we have such a problem with addiction now. 

CO: Why are there a lot of deaths related to opioids in the US? What's the problem? 

AY: The problem is multifactorial. You have people who are addicted to the pain medicine, who just 
simply take more and more of that pain medication and do not take it as prescribed. That's one 
problem. Another big issue is taking the pain medications with other substances like alcohol.  The 
opioids, the pain medicines depress the ability and the drive to breathe, so does alcohol, so the 
combination of the two, um... it... it's... it's...it can be lethal...then when you mix pain medications with 
other medications that are commonly prescribed, like benzodiazepines, the same thing happens. You 
have more deaths related to that respiratory depression. And then of course, when you start mixing 
pain medications with illegal substances like marijuana or cocaine or heroin, you see even more deaths. 

CO: How are medical doctors in the US trained in pain medicine? What do they need to do? 

AY: Traditionally when you go through medical school there were no courses on pain medication. That is 
changing. Now, I would say probably all of the medical schools are teaching how to use pain medication 
and how not to use them. So that is changing. 

The federal government has also stepped in and changed the requirements, so there are more specific 
requirements if you're going to prescribe a long-acting pain medication versus a short-acting. They've 
also changed the way we can prescribe some of the pain medications. Hydrocodone, Vicodin, used to be 
a pain medication that any physician could pick up the phone and call into a pharmacy, call the 
prescription in and then the patient could just pick it up. Now, as of the beginning of this year, the 
Vicodin, the Hydrocodone has to be written down on a script, a piece of paper, and taken to the 
pharmacy, like other pain medications.  

The federal government is also mandating that the drug companies change the way that the pain 
medications are made, so that now their package, the way the pill is made, it's packaged in such a way 
that you can't just chew it or crush it without it being deactivated, so they have changed the way that 
it's made to make it what they call "abuse-deterrent". So we are definitely trying to come back to the 
problem that we have created but it is...it is a big... it's a problem still. 

CO: We need to learn from the mistakes of the others...not so? 



 

 

AY: Exactly. Yes, I would very much hope that Brazil can avoid making the same mistake we have 
created in our country. 

CO: Yes, if we compare how many milligrams per person that the United States use, I think...  I think it's 
30 mg per person… we need to see [that info] again… and Brazil less than ten per cent. 

AY: Yes, the US uses more opioid pain medication than anywhere else in the world. 

CO: Yes, and they give this as a sign of quality of life. If you give more to the patients, you are treating 
better the patients. But it's not true. We are very low; you are very high. I think the middle average 
would be best.  

AY: Yes, everything, everything in the middle, with moderation, is best. You are correct. We are 
definitely learning moderation or at least we're trying to learn. 

In the United States there's been a change in our perception and our attitude and we kind of think that 
we deserve a quick answer or the answer that we want and we are graded on how happy our patients 
are. So a patient who walks in the door thinking they deserve… they want, they are entitled to get pain 
relief very, very quickly… if they get the pain medicine that they want, they're going to rate that doctor 
higher. If they don't get the medicine they want, they're going to rate that doctor lower, so we still have 
some challenges because we want to be rated as a good doctor as opposed to having worse patient 
satisfaction. But what we need to do is to educate our patients, to let them know that even though 
getting that pain medicine seems like a quick, easy, quick-fix answer, the long-term side effects and the 
long-term problems with it make it something that they really need to think twice about. 

CO: And my last question. We know that we have the steps of the OMS ladder: you have to progress 
with the opioids, weak, strong, third step and after that we do the interventional procedures. Do you 
agree with this or are you used to doing the interventional procedures before you get to the last step? 

AY: What I would say is now becoming more common is you hold off on those pain medications until 
you've failed the interventions. It used to be that we would do pain medications and if that didn't work 
then we would do the interventions. But now, because of the risk associated with those pain 
medications, because of the side effects, it has reversed. Now the interventions are seen as more 
conservative and less risky so we do those first.  And then if everything else fails, THEN we go to the pain 
medications. So it's definitely been a flip-flop, a reversal in how we treat patients. Nowadays with our 
interventions, they're SO safe, they are guided with either the fluoroscope or the ultrasound, the risks 
are SO minimal, the side effects are so minimal, it definitely makes a lot more sense to do the 
interventions first and then and only if those fail to try the pain medications. 

CO: Thank you very much. 

AY: Thank YOU. 
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