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Editorial

Another Nasty Effect of Opioids:
Attenuating the Benefits of
Motivational Interviewing in
Fibromyalgia? 

The reasons why fibromyalgia (FM) patients fail to adhere
to medical advice are complex and multifactorial, with conse-
quent challenge to effective medical care. While adherence
to medication treatments is generally poor, adherence to
lifestyle intervention recommendations may be even
poorer1,2. FM is a condition without cure at this time and with
symptoms expected to be lifelong for most. Current guide-
lines recommend regular physical activity as a critical and
necessary treatment strategy for FM; both short-term and
longterm benefits of exercise have been demonstrated,
emphasizing the need to promote adherence to these recom-
mendations3,4,5,6. Nevertheless, continued practice of
exercise by FM patients remains poor7. Strategies proposed
to maintain adherence include patient education and empow-
erment, encouragement to participate in an activity that is
pleasurable and convenient, and psychological interventions
that may include cognitive behavioral training or motiva-
tional interviewing (MI)8.

MI is a patient-centered technique that aims to facilitate
patient involvement in maintaining good, health-centered
behavior patterns. This psychological strategy, developed in
the 1980s, was initially used in the management of substance
abuse disorders9. As the popularity of MI increased, along
with the appreciation of the importance of active
patient/person participation in health care, it was used in
various other health-related settings such as prevention
programs for smoking and alcohol use in youth, and then to
a wider application to promote adherence to treatment recom-
mendations in diverse diseases. The objective of MI is to
sufficiently motivate a person to develop a closed loop of
achievement, whereby a person is able to set and achieve
goals that will continue to provide personal motivation by
generating a self-sustaining loop. 

MI may be delivered in various formats, including 
face-to-face encounter, telephone contact or online groups,
as well as newer digital communication tools. The best
method of providing MI has not been fully examined, but

cost-saving methods, with a trend away from the face-to-face
encounter, are increasingly reported. The success of MI can,
however, be variable, with considerable evidence for positive
effect in the first few months after the intervention, but often
a less sustained effect in the long term. This has recently
been demonstrated by findings of a metaanalysis of MI in
the setting of pain management for adults with chronic pain.
There was a small to moderate improvement in adherence to
recommendations in the short term, but the effect was not
sustained at followup10. However, prolonged intervention is
costly, precluding longer duration of both intervention and
study. 

In an earlier study aimed to evaluate the efficacy of MI
to promote exercise and improve symptoms of patients with
FM, Ang and colleagues reported that MI was not successful
in maintaining exercise activity by patients with FM at the
36-week followup11. In an effort to explore reasons for these
negative results, the authors have performed a posthoc
analysis of their original study by grouping patients
according to opioid use, postulating that opioid use would
counteract the benefits of MI12. The hypothesis is appealing
in light of compelling evidence for negative effects of
opioids in chronic pain conditions. Results of this analysis
are reported in this issue of The Journal, and although they
confirm the authors’ hypothesis that opioid use is associated
with poor adherence to continued exercise, we believe it is
premature to entirely attribute this effect to adverse effects
of opioids. 

In the original large, single center study11, with a cohort
of 216 participants, MI was administered by telephone on 6
occasions over a period of 12 weeks; and patients were then
followed for 6 months. In line with previous reports, opioids
were used by 33% of patients, with 25% of them using 2 or
more classes of opioids. The patients participating in this
study were, however, selected for more severe disease to
avoid a ceiling effect of treatment and were therefore less
representative of the usual FM population. 
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The current study is a posthoc analysis of the original
study; it has some limitations, some of which are acknowl-
edged by the authors. Although use of opioids was recorded
as “regularly”, and not on an as-needed basis, there is no
record of the reasons for opioid use, the doses patients
consumed, their morphine-equivalent dose, and the duration
of opioid treatment. Moreover, there are no data on possible
discontinuation of opioid therapy during the study, or on
commencing opioid therapy by nonusers. Patients were
allocated to the opioid user/nonuser groups based on their
report, but no confirming tests, such as urine drug screening,
were done. Analyses were adjusted for the baseline value of
outcome measures, which among others included an increase
of at least 30 min of moderate to vigorous physical activity
at the 6-month followup, as well as body mass index.
However the opioid users versus nonusers differed on other
characteristics that could have influenced the results. Users
had significantly less education, higher depression scores,
and greater disease severity as measured by the Fibromyalgia
Impact Questionnaire, findings that have been reported by
others13. 

Other disease-specific factors that may have influenced
these results include duration of FM, severity of symptoms
prior to opioid use, presence of other psychoactive drugs such
as benzodiazepines, or substance use such as cannabis.
Patients with FM do use a considerable amount of
medication, emphasizing a tendency toward a chemical
coping strategy. It is conceivable that those taking opioids
had already received at least some of the recommended drug
treatments, and opioids could have been chosen as a last
resort. Patient-specific factors such as coping strategies,
self-efficacy, and helplessness, personality characteristics
such as catastrophizing or anxiety, and presence of kineso-
phobia could all also have played roles and influenced
adherence to the same extent as the effect of opioids. Could
it be that opioid users were sicker and therefore could not
sustain the recommended physical activity? 

Three additional factors regarding exercise should be
considered as well. First, exercise routine before FM was
diagnosed could influence illness-associated exercise. Those
who have had a previous culture of regular physical activity
may more easily appreciate the benefits of exercise and be
willing to adhere to an exercise program. Second, about 30%
of patients with FM report that exercise induces more pain,
with preliminary evidence that growth hormone dysfunction
may be a factor14. Although the physiological basis for this
complaint is not sufficiently understood, patients requiring
more pain relief including opioids may have fallen into this
category. Finally, although the opioid nonusers self-reported
increased exercise activity, accelerometry-based physical
activity did not differ for the MI versus the control group in
the original study. This poor concordance between patient
report of exercise activity and objective measurements has
been reported for FM15. Therefore the validity of self-report

of increased physical activity for the nonusers of opioid could
be questioned. 

Even with the above-mentioned limitations, the prelim-
inary suggestion that opioids attenuate the beneficial effects
of a standard psychological technique to improve treatment
adherence is worrisome. While the common risks of opioid
treatments are well known, Kim and colleagues12 raise an
important, but likely unrecognized, adverse effect of opioid
treatments: their possible effects on motivation. The effects
of opioids on cognition may be subtle, especially when low
doses are used, but may be sufficient to diminish interest in
participation in activities16. Effects on cognition may also
have reduced attention and memory required for retention
of content at the time of the MI encounter. A second effect
of opioids may be fatigue, which compounded with fatigue
felt by many patients with FM, may preclude activity partici-
pation. Whether the absolute dose of opioids is critical to
emergence of adverse effects is also unknown. It is possible
that even a low dose of opioids suffices to affect motivation
in susceptible persons and we know that adverse mood
changes and hormonal effects are associated with more
prolonged administration of opioids17,18. Finally, molecules
closely aligned with opioids are the cannabinoids, which
are known to induce an “amotivational” disorder19.
Although it would be incorrect to extrapolate to opioids the
cannabinoid effects on motivation, the similarities in
adverse and psychoactive effects of these 2 drug categories
suggests that amotivation may also be a plausible effect of
opioids. 

Further study is clearly needed before a negative blanket
effect on psychological interventions, and MI in particular,
can be attributed to opioid use. If opioids truly counteract the
positive effect of MI in FM patients, are there important
implications for continued application of a vast array of often
costly psychological interventions in patients currently
receiving opioid treatment? Although the study population
experienced a distinct condition of chronic pain (FM), these
effects, if valid, may be applicable to other chronic pain
conditions as well. It is possible that Kim and colleagues have
added another adverse effect to the mounting body of
evidence against the use of opioids for management of
chronic pain. 
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