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ABSTRACT
Background: Despite limited evidence supporting the long-term effectiveness of opioid 
therapy and existing recommendations on multi-disciplinary treatment, patients with 
chronic non-cancer pain (CNCP) continue to receive opioids. In Sweden, most 
prescription renewals for CNCP are issued by general practitioners (GPs).
Aim:  To explore GPs’ experiences with and understanding of opioid prescribing for 
CNCP and their views on multi-disciplinary collaboration.
Methods:  Semi-structured interviews were conducted with GPs and one GP-trainee in 
Region Uppsala, Sweden (February–June 2022). Topics included long-term opioid 
treatment (LTOT), opioid tapering, prescription renewal and multi-disciplinary 
collaboration. The interviews were recorded, transcribed and thematically analyzed.
Results:  Twelve participants including one GP trainee with a mean experience of 
13  years were involved. Two main themes were developed. (1) To endure the ethical 
conflicts of opioid prescribing practices, where the GPs negotiated ethical conflicts arising 
in the intersection between patient needs, personal values and clinical guidelines 
regarding LTOT. (2) The last resort, where the GP’s role was conceptualized through the 
lens of systemic healthcare structures, perceived patient demands, expectations from 
fellow healthcare providers and the internal expectations held by themselves.
Conclusions:  GPs experienced moral distress prescribing opioids and reinforced stigma 
toward patients with CNCP and LTOT. These dynamics hinder treatment reassessment 
and biopsychosocial evidence-based care. Perceived expectations of GPs as the ‘last 
resort’ may perpetuate opioid use and impede collaborative care with the patient and 
multi-disciplinary teams.

KEY POINTS
•	 Opioid prescribing involves significant ethical dilemmas for general practitioners 

(GPs).
•	 General practitioners face challenges balancing opioid risks with patient expectations 

and work load.
•	 Tapering long-term opioid therapy (LTOT) is regarded as a time-intensive process 

and is often deprioritized.
•	 The identity of the GP as a comprehensive healer is challenged within the context 

of chronic non-cancer pain (CNCP) and opioid prescribing.
•	 General practitioners infrequently utilize multi-disciplinary approaches for the care of 

patients with CNCP and LTOT.

1.  Introduction

Chronic pain, defined as pain persisting for more than three months [1], represents a major contributor 
to the global burden of disease, affecting approximately 20% of the adult population [2,3]. It ranks 
among the top five causes of years lived with disability and imposes a substantial socioeconomic burden 
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on health care systems worldwide [3]. Owing to its multifaceted nature, an individualized biopsychosocial 
approach to assessment and treatment of chronic pain is recommended, within which pharmacological 
interventions may serve a supportive role [4–7]. Evidence for sustained analgesic benefit from long-term 
opioid therapy (LTOT) in patients with chronic non-cancer pain (CNCP) remains weak. Opioids are gener-
ally recommended only for acute or cancer-related pain [8,9]. Hence, opioid use beyond three months 
for CNCP is increasingly questioned [5,8, 10–12]. Increased risks of morbidity and mortality including 
prescription opioid use disorder and overdose are important issues [6,13]. Despite these risks, patients 
with CNCP continue to receive LTOT [10,14,15].

From the mid-1990s, rates of pharmaceutical opioid prescribing increased in many Western countries 
due to the perception that opioids were safe and non-addictive [16,17]. This trend was further reinforced 
by aggressive marketing and clinicians’ perceived obligation to treat pain [16,17]. In Sweden, although 
the level of opioid prescribing has stabilized since 2016, a notable shift has occurred from weaker opi-
oids, e.g. tramadol, toward stronger agents, e.g. oxycodone [18–20]. Concurrently, an increase in oxyco-
done‑related mortality has been observed, corresponding to approximately one-third of the proportion 
reported in the United States [21].

Contemporary scientific priorities center on strategies to prevent inappropriate prescribing and imple-
ment evidence-based tapering protocols [6,7,22–27]. Currently, available tools for determining which 
patients benefit from LTOT in CNCP are incomplete, complex and place considerable responsibility on the 
physician [6,28,29]. A recent systematic review of general practitioners’ (GPs’) attitudes toward opioids for 
chronic pain underscores the challenges of managing CNCP with opioids in primary care [28]. Contributing 
factors include the perceived obligation to relieve pain, the responsibility for society at large, and the 
need to weigh analgesic efficacy against potential adverse effects. GP-related factors further complicate 
decision-making. These include prior experience with opioid tapering, conflicts with patients regarding 
opioids and feelings of powerlessness [28]. This sense of powerlessness encompasses experiences of opi-
oid prescribing. Negative experiences include the sense of patients being ‘dumped on GPs’, a ‘lack of 
alternatives’ including non-pharmacological options as well as ‘lack of knowledge and evidence/educa-
tion’, ‘lack of legislation and appropriate protocols and contracts’ and ‘lack of time’ [28].

Moreover, evidence guiding the implementation of opioid tapering remains limited. However, existing 
recommendations emphasize shared decision-making, individualized and closely monitored tapering 
strategies, and multi-disciplinary collaboration [30–34]. Key challenges include communication barriers 
and insufficient healthcare resources to support safe and structured tapering [33,35].

Chronic non-cancer pain is predominantly managed within primary care where pain as a symptom 
constitutes one of the most common reasons for patient consultations in Sweden [36–38]. Prescribers in 
the Swedish primary care setting, that is GPs, GP trainees and locum doctors, account for the majority 
of opioid prescription renewals following the initial prescription [18].

This occurs within a healthcare system that is, at least in principle, designed to promote multi-disciplinary 
collaboration and support the application of a biopsychosocial approach in primary care. This is facili-
tated by the presence of physiotherapists and psychologists in most primary care centers (PCCs) [39]. 
Nevertheless, previous government-funded initiatives to implement such collaboration for chronic pain 
management have failed [40]. Persistent challenges include, among others, inadequate coordination of 
care for chronic conditions and a severe shortage of GPs, estimated at 40% below required levels in 2022 
[39]. Consequently, the responsibility for establishing multi-disciplinary collaboration rests with individual 
PCCs, resulting in highly variable implementation and outcomes. Primary care in Sweden is publicly 
funded, regulated by the authority of regional healthcare governance and the patient pays a small fee 
(approximately 20 euro) for health care visits, regardless of whether it is provided by public and pri-
vate actors.

Three studies [41–43] have examined how Swedish GPs experience and justify opioid prescribing prac-
tices for CNCP, despite not being first-line treatment according to recommendations [5]. Bendtsen et  al. 
identified two main categories of dilemmas: concerns about abuse and addiction, and uncertainty 
regarding drug appropriateness [43]. Ekelin and Hansson reported that renewing weak opioids without 
prior consultation often triggered ethical conflicts and emotional strain toward patients, colleagues and 
physicians themselves [42]. Ljungvall et  al. further highlighted the complex transition from initial pre-
scribing to long-term use shaped by opioid dependence and withdrawal-driven pain. Other physician 
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and patient factors and organizational barriers to person-centered care [41] are also implicated. 
Collectively, these findings underscore the need for structured support and enhanced education in pain 
and addiction medicine.

Hence, there is a need to explore GPs’ experiences with, and attitudes to, prescribing opioids for CNCP 
and multi-disciplinary collaboration in a Swedish primary care setting.

2.  Aim

We sought to explore Swedish GPs’ experiences with and understanding of opioid prescribing for CNCP 
and their views on multi-disciplinary collaboration for the management of CNCP and LTOT.

3.  Materials and methods

3.1.  Design and theoretical framework

Individual interviews were conducted using a semi-structured interview guide to collect qualitative data. 
The consolidated criteria for reporting qualitative research (COREQ) checklist was used in the reporting 
of the study [44].

As an ontological and epistemological foundation, we adopted reflexive naturalism [45,46]. This treats 
the natural world as real and knowable via science (naturalism) while acknowledging how knowledge is 
produced by situated researchers (reflexivity). This approach enabled identification of themes grounded 
in empirical data while recognizing the constructive nature of interview data as well as the role of 
researchers’ preconceptions in shaping interpretation [45].

3.2.  Analytical concept

To deepen the analytic process and strengthen theoretical transferability, we applied an analytical con-
cept grounded in professional bioethics as articulated by Beauchamp and Childress [47]. Rooted in com-
mon morality, i.e. the set of universal norms applicable to all persons across all contexts, there are four 
interrelated clusters of moral principles that can serve as a guide for clinical practice. These are

1.	 respect for autonomy which requires the recognition and support of decisions that are inten-
tional, informed, and made without undue external or internal influence,

2.	 non-maleficence, i.e. an obligation to avoid causing harm or imposing risks, but does not imply a 
duty to actively provide benefits such as health care,

3.	 beneficence, i.e. a foundational ethical principle in health care, encompasses the obligation to 
promote benefits, prevent harm and balance benefits, risks and costs to achieve optimal 
outcomes,

4.	 justice, i.e. ‘a cluster of norms for fairly distribution benefits, risks, and costs’ which is closely tied 
to health care financing and delivery [47].

3.3.  Setting, participants and recruitment

The study was conducted in Region Uppsala, located approximately 60 km north of Stockholm. Region 
Uppsala is comprised of 410,000 inhabitants and more than 50 primary health care centers which are 
responsible for ensuring access to and quality of care. At the time of the study, approximately, 170 GPs 
were employed within Region Uppsala [48]. The participants were invited to participate via email. 
Purposive sampling was used to recruit GPs or GP trainees. The intention was for heterogeneity with 
variation in working experience, type of employment (permanent, temporary), size and geographical 
location of health center (urban/rural). Similar to the majority of PCCs in Sweden, all participants had 
access to multi-disciplinary collaboration with physiotherapists and psychologists/counselors within their 
own PCC. During the recruitment process, assistance was obtained from an experienced pain specialist 
who was accustomed to assessing referrals from primary care and had extensive knowledge of GPs in 
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the region. During the interviews, the informant was asked for suggestions on suitable individuals to 
interview, for example: ‘Do you know anyone who holds a different view on opioid prescribing in pri-
mary care?’. Furthermore, a primary care manager was consulted regarding a suitable informant from 
that specific PCC. The interviews were conducted in Swedish. In line with Clarke and Braun’s reflexive 
approach, our aim was not to achieve saturation in the sense of exhausting all possible themes, but to 
ensure sufficient depth and richness to address the research question. After iterative coding and theme 
development, additional data were not generating substantially new conceptual insights, indicating that 
our dataset was adequate for a meaningful and nuanced analysis [49].

3.4.  Data collection

Interviews were conducted face-to-face, by telephone or via online meetings by AS using a semi-structured 
interview guide (Appendix 1). The guide was developed by the research team based on the study aim, 
the clinical experience of AS, MP, TK and HL, and previous literature [28,41,42]. To capture diverse expe-
riences, the guide was built around broad open-ended questions such as ‘What is your view on opioid 
prescribing for chronic pain in primary care?’. The interview guide was then supplemented by probing 
questions to elicit deeper responses. All interviews were audio-recorded and transcribed verbatim by AS. 
The quotations were translated by AS with support from at least one additional co-author and were 
subsequently language-edited by both Microsoft M365 Copilot (a GPT‑5-based model) and a native 
English speaker. All final phrasings were reviewed and approved by the authors. The transcriptions were 
pseudonymized to ensure confidentiality.

3.5.  Authors’ positionality

AS is a PhD candidate and an experienced GP with post-graduate training in pain medicine. HL is a clinical 
social worker and researcher within the field of pain and substance use disorders with extensive clinical 
experience in opioid use disorder. SKS is a professor of social pharmacy with expertise in medication pre-
scribing from a societal perspective. TK is a clinical pharmacist with experience in opioid tapering within 
primary care and holds a PhD in enhanced medication safety. MP is a senior lecturer, GP and pain special-
ist. The authors’ experience in qualitative research varies: none (AS), some (MP, TK) and extensive (HL, SKS).

3.6.  Data analysis

The transcribed interviews were imported into NVivo 13, for coding and analysis. Data were analyzed in 
six phases according to Braun and Clarke as outlined in Figure 1 [46,50,51].

AS and HL engaged in repeated readings of all transcripts supporting a deep understanding of the 
data, noting initial impressions and underlying meanings. These early impressions and notes were dis-
cussed on several occasions. Based on this process, AS conducted inductive coding, generating both 
semantic codes – capturing explicit meaning – and latent codes – reflecting underlying interpretations. 
The coding was reviewed and discussed with HL and SKS who read three transcripts selected for their 
variation, contributing further insights. Preliminary themes and subthemes were generated from the 

Figure 1. T he six analytic phases of thematic reflexive analysis [30].



Scandinavian Journal of Primary Health Care 5

codes. This process involved AS, HL, SKS and MP, who had read all transcripts. To ensure transparency, 
AS maintained an audit trail consisting of meeting notes and manuscript versions from inception to 
finalization. Interpretation of data was discussed repeatedly within the group and was reflected on in 
relation to the researchers’ different preconceptions and the theoretical framework. This generated the 
final themes and subthemes. Consensus on themes was reached during meetings among AS, HL, MP 
and SKS. The third author, TK, reviewed the audit trail and consistency between codes and themes.

3.7.  Ethical considerations

According to the Swedish Ethical Review Act (2003:460, 1–22§ [52]), ethical approval was not necessary 
for this study as the research neither affected the participants physically or psychologically, nor included 
the handling of sensitive personal data according to the GDPR [53]. The participants received both oral 
and written information about the study. Their potential participation was voluntary, confidentiality was 
guaranteed and they could decline to answer any questions or withdraw from the interview at any time. 
All provided written informed consent.

3.8.  Trustworthiness

To enhance trustworthiness of the study, the authors engaged in reflexivity, i.e. how their own expectations 
on data influenced the research process and interpretations [54]. This included keeping an audit trail in 
which each step of the analysis and decisions regarding interpretation and abstraction were systematically 
documented. Furthermore, involving four researchers with diverse clinical backgrounds and research exper-
tise facilitated peer debriefing and researcher triangulation throughout the analytical process [54]. Moreover, 
a semi-structured interview guide was used. This included follow-up summaries of the participants’ state-
ments to clarify response ambiguities and probing questions to obtain more nuanced responses.

4.  Results

In total, 15 GPs and residents were invited and 12 agreed to participate. Two declined to participate due 
to time constraints and one did not respond. The age of the participants ranged between 33 and 
67  years old. Seven out of 12 participants were female (Table 1). The average length of work experience 
was 13  years (range 2–34  years), with one participant being a GP resident instead of a GP. The interviews 
were conducted between February and June 2022. They were mostly face-to-face in the participant’s 
professional setting (n  =  8) instead of digitally or by phone (n  =  4) and lasted on average 46 min (range 
35–57 min).

Two main themes and five subthemes were identified:

1.	 To endure the ethical conflicts of opioid prescribing practices with three subthemes: (4.1.1) The bat-
tlefield of opioid prescribing, (4.1.2) someone else’s decision – the responsibilities of opioid prescribing 
and (4.1.3) legitimatizing opioid prescribing practices.

2.	 The last resort with two subthemes: (4.2.1) Lonely… and (4.2.2) … and indispensable.

Table 1. C haracteristics of participants, workplace and conditions for the interview (n  =  12).
Characteristic Value

Age, years (mean (range)) 51 (33–67)
Gender, n (woman/man) 7/5
Work experience in primary care, years (mean (range)) 13 (2–34)
Position, n (GP/GP resident) 11/1
Employment type, n (permanent/temporary) 10/2
Health center ownership, n (public/private) 7/5
Location of health center, n (urban/rural)a 6/6
Interview condition, n (face-to-face/digitally/by phone) 8/3/1
a’Urban’ denotes the urban area (population approximately 175,000), whereas ‘Rural’ denotes adjacent municipalities with populations ranging 
from approximately 15,000 to 50,000.
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4.1.  To endure the ethical conflicts of opioid prescribing practices

The narratives about opioid therapy and opioid prescribing practices for CNCP were filled with ethical 
dilemmas which the GPs had to manage in a constant balancing act. They were often caught in the 
juxtaposition of organizational demands such as lack of time and resources for multi-disciplinary rehabil-
itation, and the need or wishes of the individual patient. The most salient conflict described was when 
the patient wanted to continue his/her opioid therapy although the GP was reluctant to prescribe. When 
this occurred, the GPs were confronted with a situation where they had to balance the principles of 
respect for autonomy, non-maleficence, beneficence and justice when making their decision on whether 
to continue prescribing the opioid treatment. The prescribers employed various strategies to achieve this 
and to endure the conflicts that emerged, which are further explored in the sub-themes below.

4.1.1.  The battlefield of opioid prescribing
This subtheme illustrates the experienced consequences of questioning the opioid treatment and poten-
tial conflicts with the principle of respect for autonomy and how these consequences could pose a 
barrier for tapering opioids.

All GPs described the experience of continuing to prescribe opioids despite unclear indications for 
continued prescribing and narratives about opioid tapering were uncommon. This could be understood 
as a way to avoid open conflicts with the patients given the sensitive topic of opioids and their associ-
ation with opioid use disorder and dependence. Several GPs were concerned about patients on opioids 
being manipulative, unreliable and aggressive, making it hard to provide a just and correct assessment 
regarding the effects of the treatment. To prescribe or taper was in some cases experienced as being a 
battlefield. The GPs used metaphors such as ‘struggle’, ‘weapon’, ‘victory’ and ‘loss’ to depict the situations. 
For example, ‘I choose my battles’ (GP 4) or ‘they [the patients] often use pain as a weapon to get what 
they want’ (GP 9).

One way to balance whether or not to enter a potential conflict was to emphasize the importance of 
having a motivated patient before considering tapering opioids. The GPs narrated how they often strove 
to involve the patient and to consider their opinion and experiences when evaluating the effect of opi-
oids and potential opioid tapering. Otherwise, many GPs expressed the view that there was no point 
trying to taper the opioid. This approach could be understood as a way to respect autonomy as well as 
engage in shared decision-making.

I try to probe them, where are they? [patient:]’well, I take it, I’m wearing it [buprenorphine patch], but I don’t 
know if it really helps’ and then I have a basis, if someone is wavering in their answer then I go for it, then I 
take the opportunity and talk about [to the patient:] ‘why not start without?’. But if I get an answer that it has 
a convincing effect [according to the patient], ‘I can’t live without that’/…/then I put it directly in a compart-
ment in my head that ‘no, there is no point doing that’. (GP 4)

One strategy to avoid a potential conflict, even though the GP suspected a patient might have prob-
lematic opioid use, was to continue prescribing opioids. This was justified as a way to safeguard the 
therapeutic alliance and not cause maleficence by exposing the patient to severe withdrawal or pushing 
the patient to source illicit opioids for medications. Hence, non-maleficence was used as an argument. 
In these situations, several prescribers adopted a paternalistic approach, where they tried to be in control 
of the opioid prescription and the patient’s opioid use. This included informing the patients about the 
framework they applied for prescribing opioids and other addictive drugs but also threatening the 
patient that non-compliance would result in the termination of opioid treatment, as narrated by GP 3:

If you overuse and suddenly run out, then you are out. You won’t be able to call and say you need more/…/
They really understand that they have to manage this because if they don’t follow the treatment plan, I will 
stop the medication/…/and it usually works well actually/…/they can’t just blame it on ‘my dog ate the tab-
lets’ or ‘my mom took the tablets’ or ‘something happened to the tablets’ because no matter what happened, 
I won’t buy it. (GP 3)

However, when the GP decided to terminate the opioid treatment, this was perceived as entering a 
battlefield, challenging the patients’ wishes and overruling their autonomy, often justified by the 
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addictive nature of opioids. This led the GPs to consider the patients not competent to make decisions 
regarding opioid therapy.

I’m prying and plucking and talking and finally I say ‘it doesn’t help, it’s not helpful with morphine in this 
condition because what has happened is an addiction’. (GP 10)

In such cases, the GPs described the need to take a determined and directive role in guiding the 
tapering process once the decision to stop prescribing had been made. This entailed a consciousness of 
the risk of jeopardizing the patient’s trust, as narrated by GP 10:

I have had many pain patients at the clinic and have had to realize that ‘this is how it is.’ It has not been 
without complications, and there have been many issues, including angry patients who deregister and want 
to go to someone else, feeling angry and offended, and all sorts of things. (GP 10)

4.1.2.  Someone else’s decision
This subtheme describes GPs’ understanding of opioids as harmful and illustrates how the ethical princi-
ple of non-maleficence may conflict with the ethical principle of justice.

Opioids were portrayed primarily as addictive and ineffective for treating CNCP considering the lack 
of evidence and the well-known risks with opioids which they often exemplified by the opioid epidemic 
in the U.S.A. There were concerns about contributing to iatrogenic opioid use disorder or overdosing, 
both intentional and unintentional. In addition, apprehensions were raised about patients committing 
suicide if the GP ended the prescription without providing adequate support. Thus, the potential for 
serious harm or maleficence arose both from prescribing and discontinuing prescribing, highlighting why 
ending a perceived inappropriate prescription did not always entail the actual termination of the opioid 
prescribing.

You can’t just stop/…/give people their opiates either, so they have to get it from somewhere, I mean, they 
may not get the prescription but they have to get an assessment quickly so they don’t just go cold turkey, 
there are big risks with that. (GP 12)

Moreover, the decision not to discontinue a treatment perceived as potentially harmful could, in some 
cases, be understood in light of the GPs’ perceived responsibility for the allocation of health care 
resources. This was an argument for deprioritizing tapering. Discussions about, and the process of, opioid 
tapering were described as arduous for both the patient and the GP and were therefore impeded by the 
GPs’ overwhelming workload. Consequently, the GPs feared that the process of motivating and conduct-
ing opioid tapering would compromise other patients’ needs as described below:

Patients can get a better pain status and functional state after a longer period of time because then it is 
about being able to be such a support, until it is better/…/and there we are probably lacking as health cen-
ters/…/it will be an increased job and more difficult for the patient for a period of time/…/and then there 
are displacement effects for other patients and the patient feels bad, you need to maintain closeness for the 
patient to cope. (GP 2)

To balance the non‑maleficence considerations inherent in opioid prescribing against the perceived 
injustice of allocating substantial resources to tapering, the GPs sought to minimize patients’ risk of harm 
by maintaining close oversight of opioid use and preventing overconsumption. They described imple-
menting a range of monitoring strategies to manage opioid prescribing. Furthermore, the GPs often 
referred to prescription renewals as effectuating someone else’s decision, thereby disclaiming 
responsibility.

I find that most patients to whom I prescribe opioids are actually inherited patients/…/I think that there are 
not many new prescriptions that we initiate. I don’t think it’s just me; I think it’s generally the case. Most are 
prescription renewals that we try not to do routinely; instead, we try to assess the situation. We try to have 
routines here so that it doesn’t just become a prescription renewal among many others if it’s not a patient 
you know. However, it still happens sometimes. (GP 6)

All GPs considered common local guidelines beneficial in minimizing the overall opioid prescription 
rates, hence reducing the risk of opioid-related harms to the local population. Several GPs asked for 
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national and regional guidelines that they could rely on when denying their patients continued opioid 
treatment. This could be interpreted on the one hand as a way to avoid engaging in conflict-filled dis-
cussions about opioids and on the other hand as a means of alleviating the discomfort associated with 
prescribing a medication perceived as risky and harmful. Thus, they were managing the ethical dilemma 
of potential maleficence without having to take full responsibility for denying the patient the wanted 
treatment.

4.1.3.  Legitimate opioid prescribing practices
This subtheme illustrates how continued opioid prescribing may be understood as an ethically justified 
decision.

Although all GPs considered opioids an ineffective and potentially harmful treatment for CNCP, they 
talked about experiences from situations where the prescription was dissociated from ethical conflicts. 
For example, in palliative care or in elderly people where there were few other treatment options. Though 
some GPs reflected over potential harmful use and cognitive side effects even in these situations, the 
patient’s right to pain relief outweighed the risks.

Prescribing opioids was also considered legitimate for patients with clinical and objective findings. 
These could include osteoarthritis awaiting surgery or patients where significant findings were found on 
MRI of the cervical spine or lumbar spine in a patient communicating severe pain.

I had a man/…/in his 40s, who had a calcified herniated disc visible on MRI, and it looked terrible. It was like, 
‘you should be on morphine all year round,’ but he chose not to take it. He only uses acetaminophen, and 
he’s in a lot of pain, but he says, ‘no, I don’t want to deal with morphine medications.’ Then there are others 
who don’t have clear radiological findings but are very eager to get strong medications prescribed. The range 
is vast in how people choose to manage their own pain. (GP 1)

This quote illustrates how the GPs judge the patients’ pain and approaches to pain management. The 
patient’s pain becomes credible to the GP and the principle of non-maleficence is overshadowed by 
what the GP perceives as beneficence and opioids a potentially legitimate treatment.

Furthermore, when reflecting on the beneficence of prescribing a potentially harmful drug to younger 
patients, the GPs emphasized that all other treatment options must first be exhausted and that opioid 
use should be endorsed by a pain specialist. Even if GPs felt uncomfortable with the pain specialist’s 
judgment regarding opioid dosage, if the pain specialist had given his/her blessing, the prescription 
continued.

4.2.  The last resort

This theme illustrates the GPs’ role within the health care system and in relation to the patient, inter-
preted through the experiences of prescribing opioids for CNCP.

GPs experienced their role as being the last resort in the healthcare system. This brought a sense of 
responsibility to care for all patients at the health center and to ensure access to compassionate, empa-
thetic healthcare providers. This sense of responsibility meant taking full ownership of patients’ care; 
hence, delegating tasks to other professionals was considered difficult. GPs viewed themselves as best 
equipped to manage the complexities of CNCP and LTOT. However, regarding the treatment of chronic 
pain in general and LTOT in particular, the GPs considered primary care to be poorly equipped for this 
due to lack of resources and support. Opioid prescribing could also be a means to fulfill the GP’s obli-
gations, i.e. being a compassionate care provider enacted as alleviating pain by using the prescription 
pad according to the patient’s wishes. In all, this generated feelings of being alone but also of being 
indispensable, as narrated in the subthemes below.

4.2.1.  Lonely…
This subtheme illustrates the feeling of being abandoned by colleagues, the system and the health care 
organization when trying to treat suffering patients without tools to provide care to replace the opioid 
treatment.
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The GPs seemed to perceive a sense of isolation and loneliness in their role. CNCP was considered a 
complex condition, involving both affective symptoms as well as pain. Opioids were partly acknowl-
edged to provide pain relief but mainly to alleviate affective suffering and withdrawal symptoms. This 
could explain the commonly described frustration of not being able to get support from, for example, 
pain and addiction specialists.

I wish the pain clinic wasn’t so picky with referrals. If I say that here is a patient who needs their help, they 
should trust that instead of saying, ‘no, you have to manage on your own.’ (GP 3)

A sense of loneliness was also described in cooperation with other health care providers within the 
primary care health center. Considering CNCP, the GPs said they strived to involve other professions such 
as physiotherapists and psychologists, acknowledging CNCP as a diagnosis where a biopsychosocial 
approach is essential.

Well, I find it a bit difficult to manage, partly because I don’t really feel like a specialist when it comes to 
explaining it to the patient. It’s hard to fit it into a regular appointment. But then you can at least refer the 
patient to a colleague who can have that discussion, and I think that’s incredibly valuable because you really 
need several people involved with these patients/…/To give them the best possible treatment and, if possible, 
to reduce the use of opioids a bit, if that’s the plan/…/A: Then it would be good if someone else is on board, 
not just you GP 6: Yes. A: And the patient. GP 6: Exactly, preferably a physiotherapist and a psychologist as 
well. (GP 6)

Despite this, some GPs were reluctant to engage in multi-disciplinary collaboration. This was partly 
attributed to previous experiences where physiotherapeutic interventions had failed to produce mean-
ingful progress leading to patients being referred back to the GP. These referrals were often accompanied 
by expectations from both other healthcare professionals and the patients themselves for further phar-
macological treatment, making it challenging to refrain from prescribing opioids. As described by GP 7:

But then they come back when it doesn’t work/…/and then it becomes my problem again, so to speak/…/
The sad part is that I’m pressured into something I’m not really proficient in,/…/but at the same time, if you 
are to send them somewhere, it’s not certain they will be received. (GP 7)

Thus, seeing themselves as the last resort involved taking responsibility for questionable prescriptions 
and even initiating opioids in the absence of further referral pathways or viable therapeutic alternatives. 
In this sense of abandonment, and fearing criticism for the provided treatment, the GPs spoke about the 
necessity of meticulous record-keeping. By this, they carefully argued for why they continued such a 
prescribing.

you have to try to justify it in the medical record/…/so that colleagues can see that you have thoroughly 
reviewed and linked to your journal entry. (GP 8)

Despite considerable efforts to justify opioid prescriptions – efforts which included conducting what 
they perceived as adequate risk–benefit assessments in collaboration with the patient – the GPs expressed 
ambivalence regarding their decisions. Left alone with the responsibility of accommodating a decision 
that went against clinical guidelines in favor of providing what was perceived as an adequate treatment 
aligned with the patient’s wishes.

You don’t feel really good, you don’t feel really satisfied no matter what you do, it doesn’t feel really good to 
prescribe, because somehow I feel that it’s not right, but if I say no then it doesn’t feel really good either/…/
so you like, you won’t be satisfied no matter what you do/…/. (GP8)

4.2.2.  …and indispensable
This subtheme illustrates how the GPs, while expressing abandonment, expressed proficiency in treating 
patients with complex diagnoses. This included balancing risk–benefit and having a holistic approach.

The GPs considered themselves to be more suited to prevent further opioid treatment than other 
professions, given their medical expertise and their knowledge of the patient’s history. As described in 
subtheme Lonely…, some GPs experienced that when other professions were involved, this could open 
up for expectations on renewed opioid treatment from both the patient and other health care providers. 
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They expressed the view that the GP must assume a position of leadership and of being in charge of 
the medical treatment.

The prescribers described that it was hard to discuss both pain and opioids in a compassionate and 
non-judgmental way, an approach that they strived for and identified with. This could be understood 
within the role the GPs see as theirs, i.e. as someone who offers tangible interventions within the bio-
medical framework, often in the form of medications. To merely inform the patient or listen to the 
patient’s complaints was not considered satisfactory considering the perceived expectations on the GP 
to act and intervene.

Sometimes I just can’t avoid continuing to prescribe/…/And somewhere in all of this, I guess I’ve come to 
accept my own limitations—that I can’t offer them a better treatment because everything has already been 
tried. (GP3)

There was a narrative of the GP as the doctor who reassures, takes the patient seriously and creates 
security in a fragmentary health care system. It was emphasized that no one else in the health care 
system – from pain specialists to pharmacists or physiotherapists within their own health center – has 
the same holistic perspective on the patient. Others may also lack the ability to engage in discussions 
about opioid treatment. This reassurance was fostered through physical visits with the aim of achieving 
the patient’s trust. Trust was established by spending extra time with the patient, reviewing the medical 
history, and conducting a thorough examination of the patient’s health condition. This was considered a 
good breeding ground for an alliance that could support dose reduction and, ultimately, the discontin-
uation of prescribing. The relationship between the GP and patient was experienced as unique. In this, 
the GP could be perceived as indispensable when discussing the role of a team:

of course a team would help me/…/But/…/just as I say, patients give completely different histories to a nurse, 
completely different histories to a pharmacist/…/than to me, or I ask questions in a different way/…/I believe 
that I am experienced enough to get much more out of people than they want to tell (laughs)/…/but I am 
experienced, I think that now I can form an alliance and I can extract information that would never come out 
if it were a pharmacist calling up/…/But on the other hand, I know everything about that person/…/that he 
has had an amphetamine addiction before, and so on. Then I understand that this is something, it plays a role 
here. I shouldn’t mess with your Tramadol because I know so much more, knowledge and details through 
follow-up. (GP 4)

5.  Discussion

In this study, we explored Swedish GPs’ experiences with and understanding of opioid prescribing prac-
tices including opioid tapering for patients with CNCP. The analysis identified two main themes: (1) To 
endure the ethical conflicts of opioid prescribing practices and (2) The last resort. The first theme illustrates 
GPs’ experiences of opioid prescribing for CNCP as an ongoing ethical conflict and dilemma where they 
have to navigate between patient autonomy, the risk of harming the patient and balance compassion 
with control. The second theme illustrates how GPs often feel isolated and unsupported yet indispens-
able. Overall, despite recognizing opioids as harmful, GPs continue prescribing to maintain therapeutic 
alliances and manage limitations in a fragmented health care organization where they perceive them-
selves as the last resort, obligated to alleviate their patients’ pain.

In line with previous studies [28,29,41–43], our findings indicate that the ongoing practice of prescrib-
ing compels GPs to endure an internal conflict between engaging in an action that may cause harm, i.e. 
LTOT, or adhering to their professional judgment that opioids should not be prescribed for CNCP. For 
instance, Toye et  al. identified an overarching theme of ‘ambiguity’ in their qualitative evidence synthesis 
of health care providers’ experiences with prescribing opioids for CNCP. They emphasized the ongoing 
balancing act they must master in this context [29]. This ongoing balance act was described by the GPs 
in our study as arduous and challenging, creating a reluctance to prescribe opioids for CNCP. However, 
opioid tapering was uncommon and was described as too strenuous for both the patient and the GP to 
be feasible. Hence, an ethical dilemma had to be endured and was a source of moral distress among 
some of the GPs. Moral distress has been defined as ‘a phenomenon that occurs when any health care 
professional recognizes an ethical problem, feels the responsibility to respond to it, but cannot act or 
speak up in a way that is consistent with their professional integrity’ [55]. This evokes adverse emotional 
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responses, including anger, frustration and a sense of powerlessness. Those feelings can explain the neg-
ative effects on GPs’ well-being when feeling forced to prescribe opioids as found in previous studies as 
well as in this study [42,43,56]. When left unresolved, moral distress can ‘provoke denial of the situation 
or one’s role in it’ [55]. The severity of this ethical tension becomes particularly apparent when the GPs 
in our study reflect on the act of renewing opioid prescriptions and the responsibility of harm. When 
prescriptions are renewed, the responsibility is shifted onto the patient or onto colleagues/the broader 
health care organization. The wish for support from authorities, including clinical guidelines, can be 
understood as strategies to safeguard against future ethical dilemmas related to prescription renewals.

Prescribing opioids for CNCP, opioid tapering and discontinuation of prescribing can all be understood 
as constant conflicts spanning intra- and interpersonal, as well as organizational, levels. This places sus-
tained pressure on GPs’ ability to provide safe and effective care. This phenomenon has previously been 
studied by Johnsson et  al. [57]. To understand how GPs make decisions – sometimes deviating from 
standard routines or guidelines – they propose that GPs navigate problematic situations by making three 
professional–moral judgments: ‘Shall I see what is before me (the patient), or take a bird’s-eye view (the 
current issue is just one among many)? Shall I intervene, or stay my hand? And do I need to speak up, 
or should I rather shut up?’ According to our findings, the GPs choose to ‘take a bird’s eye view’ rather 
than see what is before them, which may explain asking for outside authorities/guidelines and the 
de-prioritization of both treatment evaluation and considering tapering.

The GPs primarily attribute the de-prioritization of these tasks to a lack of time. This appears to stem 
from an inherent expectation that the process will be too time-consuming and requires the physician to 
invest in a relationship founded on trust (…and indispensable), which may, however, ultimately lead to 
conflict (The battlefield of opioid prescribing). Prejudiced attitudes or preconceived assumptions about 
patients and consultations have been highlighted in earlier research, including that they contribute to 
stigma [58]. This has been found to be a fundamental cause of population health inequities in the health 
care context [58] and may promote the interpersonal conflicts. It also can explain the de-prioritization 
that our results demonstrate. Previous studies have highlighted the need for improved communication 
skills among GPs related to opioids and CNCP. A lack of trust has been shown to go both ways, from 
health care provider to patient and in reverse [29,59,60]. This is also described within The battlefield of 
opioid prescribing; where mutual trust is a critical factor which the GPs find hard to achieve when opioids 
are involved. When the GP decides to end opioid therapy, this may jeopardize the therapeutic relation-
ship with the patient. Given that many GPs perceive themselves as the patient’s last resort, refraining 
from discontinuation may therefore appear to be a reasonable course of action. However, although 
establishing mutual trust was described as challenging, it was not regarded as unattainable.

The limited presence of discontinuation of opioid prescribing in the narratives may also be interpreted 
as a tendency among GPs to act in accordance with an idealized image of the physician – one who 
prioritizes close relationships and collaboration with the patient – rather than focusing on the prevention 
of potential opioid-related harms. This idealized self-image of being indispensable resonates with find-
ings from international studies, including those reported by Keller et  al. [35]. The GPs in their study 
‘prided’ themselves on their relational and collaborative work with the patients to decrease doses of 
opioids that they found unsafe and managing psychosocial issues. This was in a health care system 
where other prescribers in the study were less willing to manage patients on LTOT. The development of 
professional identity is influenced by multiple factors [61]. Nevertheless, medical students are shaped 
into roles that are deeply embedded in societal power structures, illustrating that medical professional-
ization is not a neutral process [62]. Physicians are not only experts on the body but also bearers of 
social norms. These norms were evident in the themes Legitimizing opioid prescribing practices and The 
last resort, where GPs depicted themselves as physicians who believe that most pathological conditions 
can and should be treated pharmacologically. This perspective may help explain why GPs did not prior-
itize multi-disciplinary teams and collaboration, a finding that contrasts with previous studies conducted 
in contexts where alternatives to opioid treatment were scarce and actively sought [22,28, 63,64]. Instead, 
GPs in our study emphasized that both patients and other healthcare professionals depended on them, 
and ultimately, treatment decisions were regarded as the GP’s responsibility. This highlights how profes-
sional norms and organizational structures shape prescribing practices, underscoring the need to address 
attitudinal and systemic barriers when promoting multi-disciplinary collaboration in pain management.
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Pharmaceuticals (and prescriptions) can be seen as the GP/physician’s unique prerogative when it 
comes to treatment (where other health professionals have other tools). This can be the reason that 
many conditions, including pain, are treated with pharmaceuticals in an attempt to ‘cure’. Thus, it is the 
role of the GP to treat pain pharmacologically, given that pain can be explained or the patient’s suffering 
is perceived as overwhelming. In the short term, this may appear to be a straightforward and convenient 
solution. However, in the long term, it risks imposing considerable adverse consequences on society, the 
healthcare system and individual patients.

The combination of feeling solely responsible for the patient’s overall care (‘The last resort’) and per-
ceiving pharmacological treatment as their most effective available tool may contribute to the continued 
use of opioids in patients with CNCP. However, based on current evidence regarding effective treatments 
for CNCP, it may be argued that the GP’s role as indispensable – or, as previously described, as a ‘healer’ –  
is not entirely applicable in this context [64]. As argued by Bäckryd [65], the patient–physician relation-
ship within the context of CNCP and opioid therapy would benefit from the GPs/physicians acting as a 
‘Helping Professional’ rather than a ‘Professional helper’. This reflects the application of medical compe-
tence and an understanding that pain is a powerful driver of behavior. At the same time, it demonstrates 
the maintenance of professional integrity by communicating to the patient that chronic pain does not 
always have a straightforward solution, rather than yielding to the impulse that ‘something must be 
done’ [65]. Furthermore, in today’s society and healthcare, it is a much more up-to-date idea of the 
patient having shared responsibility for health, treatment and decisions.

6.  Strengths and limitations

A strength of this study is the purposive sampling strategy which enabled the inclusion of participants 
with diversity in terms of working experience, type of employment (permanent, temporary), size and 
geographical location of health center (urban/rural). This diversity enriched the data and contributed to 
a broader understanding of the phenomenon under investigation. However, since the participants largely 
shared similar experiences, recruitment based on prescribing data could have provided additional insights 
into variations in clinical practice and decision-making. At the time of the interviews, AS had worked 
with or knew many of the participants who were recruited as GP colleagues. This may have increased 
participants’ willingness to take part in the study, despite a limited readiness to share their experiences 
in depth. On the other hand, it was perceived that participants were generally open and most were able 
to reflect on their own shortcomings, suggesting that they felt comfortable in the interview situation.

The interview guide was developed based on previous studies as well as the research team’s own 
experiences. Given the group’s broad clinical expertise in pain management, addiction and general prac-
tice, the involvement of the research team in designing the guide was considered a strength. Since AS 
had limited prior experience conducting interviews, this could be considered a limitation. On the other 
hand, AS’s familiarity with the issues at hand enabled her to guide the discussion in productive direc-
tions, which may also be considered a methodological strength. Conversely, given the sensitive topic of 
prescribing opioids for CNCP, it is possible that the informants sought to present themselves as compe-
tent and conscientious colleagues and did not disclose their most delicate personal limitations.

Given the researcher’s familiarity with the phenomenon and the context of the study, there was a risk 
that personal experiences could influence the interpretation and analysis of the data. To minimize this 
risk, MP and HL read all the interviews and SKS reviewed selected interviews and the interpretation of 
data was discussed in repeated meetings. It was considered a strength that the analysis team included 
members from different professional fields.

7.  Conclusions

Opioid prescribing in CNCP is experienced as entailing ethical dilemmas and structural constraints. GPs 
described a constant balancing act between organizational demands and patient needs. This often 
includes negotiating principles of autonomy, beneficence, non-maleficence and justice when faced with 
requests to continue opioid therapy for CNCP. The GP-role was perceived as the ‘last resort’ within the 
healthcare system. This fostered a sense of sole responsibility for patient care and limited opportunities 
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for delegation or collaborative approaches, and reinforced reliance on opioids as a pragmatic solution. 
Our findings underscore how underlying structures and professional norms shape prescribing practices 
and constrain multi-disciplinary collaboration. Addressing these attitudinal and systemic barriers is essen-
tial for developing sustainable strategies for chronic pain management in primary care.

8.  Clinical implications and further research

To improve care for patients with CNCP and opioid therapy, fostering multi-disciplinary teamwork is 
essential. However, current organizational structures and prevailing GP attitudes present significant bar-
riers that must be addressed. Future studies in Sweden should evaluate the impact of providing PCCs 
with support to build a multi-disciplinary team around patients with complex conditions, such as CNCP 
and opioid treatment, with the patient as an active partner. One example is an ongoing clinical study 
(Opi-Prim) that aims to optimize pain management in patients with LTOT for CNCP in primary care 
through a person-centered and team-based approach involving a GP, psychologist, physiotherapist, phar-
macists and care manager [66].
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Appendix 1.  Interview guide

1.	 What is your view on opioid prescribing for chronic pain in primary care?
2.	 How do you reason when faced with the decision to renew an opioid prescription for a patient with long-term non-cancer-

related pain?

Which diagnoses and clinical indications are considered appropriate for initiating long-term opioid therapy? How do you approach 
diagnostic valuation in such cases? Which opioids? Special patient groups? Assessment of addiction potential?

3.	 When do you reflect on reducing or discontinuing long-term opioid treatment? How do you approach this process?

Which alternatives and tools do you use? Guidelines? How successful have previous attempts been? – What challenges have you encoun-
tered? – What would help you to discontinue opioid treatment? What is the most important need?

4.	 How do you view collaboration with other professionals at the primary care center when it comes to managing such patients?

To what extent do you usually seek support from other professionals? What motivates this? How could psychologists, social workers, 
nurses, physiotherapists or others contribute? Specifically, regarding clinical pharmacists, a relatively new profession in primary care – do 
you have experience collaborating with clinical pharmacists?

5.	 What would you like to add that you feel is relevant and has not yet been discussed?
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