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� Il medico “Signore del sabato”

� Divinum opus est sedare dolorem

� Una medicina inadeguata

� Le contraddizioni nella prescrizione 

degli oppiacei

� Cannabinoidi e dolore

� Rispetto della complessità e non 

semplificazioni nella cura del dolore

� Il senso della sofferenza
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“Misericordia io voglio e non sacrifici”
Mt 12, 1-8 

Gesù passò, in giorno di sabato, fra campi di grano e i suoi 

discepoli ebbero fame e cominciarono a cogliere delle spighe e 

a mangiarle.

Vedendo ciò, i farisei gli dissero: «Ecco, i tuoi discepoli stanno 

facendo quello che non è lecito fare di sabato».

Ma egli rispose loro: «Non avete letto quello che fece Davide, 

quando lui e i suoi compagni ebbero fame? Egli entrò nella 

casa di Dio e mangiarono i pani dell’offerta, che né a lui né ai 

suoi compagni era lecito mangiare, ma ai soli sacerdoti. O non 

avete letto nella Legge che nei giorni di sabato i sacerdoti nel 

tempio vìolano il sabato e tuttavia sono senza colpa? Ora io vi 

dico che qui vi è uno più grande del tempio. Se aveste 

compreso che cosa significhi: “Misericordia io voglio e non 

sacrifici”, non avreste condannato persone senza colpa. Perché 

il Figlio dell’uomo è signore del sabato».
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… il medico deve imparare -per quanto sia molto 

difficile- a diventare “Signore del sabato”, cioè 

capace di misericordia non condizionata da fattori 

economico-organizzativi.
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Una visione della cura del dolore che 

comprenda la presa in carico 

dell’ammalato e di tutte le sue difficoltà.

Alcuni esempi …
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Un dolore è sempre nuovo per chi non ha memoria: 

è una sensazione senza storia, che certamente 

induce paura nella mente di chi non ricorda di 

esserne stato colpito in altre occasioni.

Nessuna persona “normale” sarà mai in grado di 

descrivere questa sensazione; non per questo si 

deve rinunciare a collocarsi nella vita di chi ha perso 

la mente... per esprimere un sentimento di dolente 

comprensione, volta ad un impegno perché il dolore 

possa  rapidamente essere cancellato.

(Bianchetti e Trabucchi, L’Arco di Giano “Chi soffre per l’Alzheimer”, (83):3-14, 2015)
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Le depressioni nell’esperienza clinica
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… dalla religiosità, alla cultura, alla clinica:

le molte diverse espressioni della cura del  dolore.
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La medicina e il dolore: “Divinum opus est 

sedare dolorem”.

Dopo secoli di storia, l’analgesia farmacologica 

presenta ancora incertezze, contraddizioni, 

errori.
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La medicina contemporanea è in grado 

tecnicamente e culturalmente di curare 

il dolore?
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Over the course of a given year, approximately 

100 million people in the United States suffer 

from pain.

Some 9 million to 12 million of them have 

chronic or persistent pain, while the remainder 

have short-term pain from injuries, illnesses, or 

medical procedures.

All of them should benefit from skillful and 

appropriate pain management, which may 

include the judicious use of opioid medicines in 

conjunction with other methods of treatment or 

in circumstances in which nonaddictive therapies 

are insufficient to control pain.

(Califf RM, et al. New Engl J Med, February 4, 2016)
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What should health care be trying to accomplish?

This question becomes increasingly important as 

research advances, the population ages, and financial 

pressures intensify. Simple measures for which 100% 

is the target cannot define performance for the 

complex work of health care. Quality does not mean 

the elimination of death or perfect compliance with 

guidelines. Efficiency does not mean the elimination 

of all spending or even 100% elimination of all 

wasteful spending. And compassion for patients does 

not mean the elimination of all pain.
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Una medicina non solo inadeguata,

ma anche pericolosa …
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But while universal health care, higher 

minimum wages, aid to education, and 

so on would do a lot to help Americans 

in trouble, I’m not sure whether they’re 

enough to cure existential despair.

(Paul Krugman, 2015)
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Many Americans are now addicted to prescription 

opioids, and the number of deaths due to 

prescription opioid overdose is unacceptable.

This past month, the Centers for Disease Control 

and Prevention (CDC), estimated that in 2014 there 

were almost 19,000 overdose deaths in the United 

States associated with prescription opioids.

(Califf RM, et al. New Engl J Med, February 4, 2016)
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(Dart RC, et al. New Engl J Med 372:241-8, 2015)
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Un fallimento drammatico, di enormi dimensioni, 

che mina a fondo la storia della medicina 

contemporanea, così orgogliosa dei suoi successi …
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Using data from nearly half a million respondents to the annual 

National Survey on Drug Use and Health (NSDUH), the authors found 

that overall trends in self-reported nonmedical use of prescription 

opioids decreased from 5.4% to 4.9% over an 11-year period, 

including a decline in new users of opioids, from 1% in 2003 to 0.6% in 

2013. Although this overall finding of a reduction in nonmedical use 

of prescription opioids is encouraging, the study also reported 

increases in the prevalence of prescription opioid use disorders 

(abuse and addiction) and increases in the prevalence of opioid-

associated mortality, using data from the National Vital Statistics 

System’s Multiple Cause of Death Files. The authors also reported an 

increased prevalence of frequent opioid use (>100 days/year) and 

highly frequent use (>200 days/year), as well as a greater prevalence 

of prescription opioid use disorders in patients with major depressive 

episodes (MDEs) than in patients without them. The findings of Han 

et al suggest that more patients are experiencing an inexorable 

progression from initial opioid use to frequent use, highly frequent 

use, or an opioid use disorder.

(Nelson  LS et al, JAMA 314(14):1453-4, 2015)
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Prescribing of opioid analgesics, particularly for 

chronic pain, appears to be a main factor in the 

majority of nonmedical use. Based on other data 

available in the NSDUH, prescribers are, directly or 

indirectly, the source of most misused opioids.

An estimated 53% of nonmedical users reported 

obtaining prescription opioids from a friend or 

relative, 81% of whom received their drug from a 

physician. It is unclear whether these prescriptions 

were issued for therapeutic purposes or originated 

from unscrupulous prescribers (ie, “pill mills”); 

regardless, the source of opioid use and misuse is 

often a seemingly legitimate prescription.

(Nelson  LS et al, JAMA 314(14):1453-4, 2015)
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There is little evidence for long-term benefit from opioid

therapy for most types of chronic pain. It remains unclear why 

this practice of opioid prescribing continues despite 

recommendations to the contrary. New opioid medications, 

many of them with tamper-resistant formulations, continue to 

be marketed despite the lack of evidence that these 

preparations reduce the risk of addiction. More than 10% of 

patients who initiate treatment with opioids will likely progress 

to chronic use, defined as ongoing treatment for more than 3 

months. Nearly all patients treated with long-term opioid

therapy develop tolerance and dependence to varying degrees, 

about 25% become nonmedical users, and 10% develop features 

suggestive of addiction. These are sobering percentages in light 

of the millions of patients prescribed these drugs every year.

Consequently, for the many patients who need treatment for 

addiction or complications of substance misuse, there are often 

significant barriers to obtaining care.

(Nelson  LS et al, JAMA 314(14):1453-4, 2015)
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In 2014, the death toll from overdoses involving 

prescription painkillers or heroin reached 28,647, a 14 

percent increase from the previous year, according to 

federal data. Many recent heroin deaths involve the use of 

illicitly produced fentanyl, a prescription opioid often 

mixed with heroin.

It is unclear what effect the laws about prescription 

painkillers are having on death rates, which in some ways 

are the ultimate measure for any public policy aimed at 

reducing substance abuse. Some experts argue that 

measures to reduce prescribing painkillers may be having 

the unintended consequence of driving people to try 

heroin and other illicit drugs. Others dispute that, pointing 

out that the shift toward heroin use happened before the 

recent policy focus on opioids took hold.

(Meier B, Tavernise S. The New York Times, March 11, 2016)
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Le persistenti pesanti contraddizioni
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Una drammatica perdita di controllo da 

parte dei medici: gli oppiacei in odontoiatria 

e in altre procedure a basso rischio.
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(continued…)
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List of Extended Release and Long Acting Opioid Products Required to Have an Opioid REMS
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WASHINGTON — The Food and Drug Administration said 
Tuesday March 22, 2016 that it was requiring new warning 
labels for certain types of opioid painkillers, a step that it said 
would help ease an epidemic of abuse in the United States.
The agency said the changes would mostly apply to immediate-
release opioids — usually intended for use every four to six 
hours — and would include new boxed warnings, the agency’s 
strongest type, about the risks of abuse and death.
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The CDC guideline for prescribing opioids for 

chronic pain is an important and essential step 

forward.

With support from physicians across the 

country, as well as from policy makers at all 

levels, implementation of the recommendations 

in this guideline has the potential to improve 

and save many, many lives.
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A key lesson learned during the development of 

the CDC guideline is that there is very little 

research on the long-term benefits of opioids for 

treating chronic pain.

There is, however, growing evidence of harms 

associated with such use, and of the benefits of 

other nonopioid treatment alternatives.

(Califf RM, et al. New Engl J Med, February 4, 2016)
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What is really needed is a sea change within the medical 

profession itself. We should be educating and training our 

medical students and residents about the risks and limited 

benefits of opioids in treating pain. All medical professional 

organizations should back mandated education about safe 

opioid treatment as a prerequisite for licensure and 

prescribing. At present, the American Academy of Family 

Physicians opposes such a measure because it could limit 

patient access to pain treatment with opioids, which I think 

is misguided. Don’t we want family doctors, who are 

significant prescribers of opioids, to learn about their 

limitations and dangers?

It is physicians who, in large part, unleashed the current 

opioid epidemic with their promiscuous use of these drugs; 

we have a large responsibility to end it.

(Friedman RA, New York Times, November 7, 2015)
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La prescrizione di oppiacei e l’attenzione 

agli effetti indesiderati … solo una piccola 

parte dei problemi.
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E’ un antagonista del recettore oppioide mu, ad assunzione orale, che in uno 

studio di fase III si è mostrato superiore al placebo nel trattamento della Cio, 

senza ridurre gli effetti analgesici degli oppioidi. La naldemedina non 

attraversa la barriera emato-encefalica ma agisce a livello periferico. Il profilo 

di tollerabilità del nuovo farmaco è migliore rispetto a quelli già esistenti. 

Lo studio è stato condotto su 545 pazienti con dolore cronico non oncologico 

in cura con oppioidi da almeno tre mesi e soffrivano di costipazione. Suddivisi 

in due gruppi con un algoritmo di randomizzazione, i 273 pazienti che hanno 

ricevuto il farmaco hanno risposto positivamente nel 47,6% dei casi, rispetto 

al 34,6% rilevato nel gruppo placebo.

Gli effetti avversi più comuni associati alla naldemidina sono stati a carico del 

tratto gastrointestinale: dolore, diarrea e nausea, dovuti al meccanismo 

d'azione del farmaco. Il dolore addominale è stato riportato dal 6,3% dei 

pazienti trattati rispetto all'1,8% dei soggetti inseriti nel gruppo di controllo; 

per la diarrea le percentuali sono state rispettivamente del 6,6% e del 2,9% e 

per la nausea del 4,8% e del 2,6%; c'è però da rilevare che nella maggior parte 

dei casi si è trattato di effetti collaterali transitori, sperimentati solo nel 

periodo iniziale di assunzione della naldemidina.

Costipazione indotta da oppioidi. La naldemedina
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… ma dopo tanti anni di retorica pro-opioidi

non è facile convincere il medico a cambiare 

atteggiamento.

Sarà mai raggiunto un equilibrio?

Attenzione ad evitare che in Italia arrivi in 

ritardo l’onda lunga dell’eccesso prescrittivo.
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The FDA has approved nonopioid medications for 

treatment of various chronic-pain syndromes, including 

gabapentin (Neurontin), pregabalin (Lyrica), milnacipran 

(Savella), duloxetine (Cymbalta), and others, and a number 

of promising development programs are in the pipeline.

But we need more. The FDA will use all the tools at its 

disposal to move these alternatives along as expeditiously 

as possible, while remaining mindful that all medicines 

have risks.

For example, although nonsteroidal antiinflammatory 

drugs do not carry a risk of addiction, we now know that 

they carry increased risks of myocardial infarction, stroke, 

and serious gastrointestinal bleeding.

(Califf RM, et al. New Engl J Med, February 4, 2016)



49



50



51

Il dolore sembra prevalere sulla possibilità di cura…

una “maledizione” invincibile?
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Il (mezzo) imbroglio dei cannabinoidi

per il dolore.
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Medical marijuana use is now common in clinical practice, and it is critical for 

physicians to understand both the scientific rationale and the practical 

implications of medical marijuana laws. Medical marijuana and cannabinoids

have significant health risks as well as many potential medical benefits. While 

medical marijuana has been at times a controversial and contentious issue, 

physicians have a responsibility to provide evidence-based guidance on this 

important issue.

� With more states enacting medical marijuana laws, it is imperative for 

physicians to understand both the scientific rationale and the practical 

implications of medical marijuana laws.

� Aside from nausea and appetite stimulation, indications for which there are 2 

FDA-approved cannabinoids (dronabinol and nabilone), chronic pain, 

neuropathic pain, and spasticity associated with multiple sclerosis are the 

indications for medical marijuana supported by high-quality evidence.

� Medical marijuana and cannabinoids have significant potential health risks, 

such as addiction and worsening of psychiatric illnesses such as some anxiety 

disorders, mood disorders, psychotic disorders, and substance use disorders, 

as well as many potential medical benefits.

� Evaluations to determine the appropriateness of medical marijuana for a 

patient should be comprehensive assessments that revolve around risk-

benefit discussions.
(Hill KP, JAMA 313(24):2474-83, 2015)
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Marijuana use has been associated with substantial adverse effects, some of 

which have been determined with a high level of confidence. Marijuana, like 

other drugs of abuse, can result in addiction. During intoxication, marijuana 

can interfere with cognitive function (e.g., memory and perception of time) 

and motor function (e.g., coordination), and these effects can have 

detrimental consequences (e.g., motor-vehicle accidents). Repeated 

marijuana use during adolescence may result in long-lasting changes in brain 

function that can jeopardize educational, professional, and social 

achievements. However, the effects of a drug (legal or illegal) on individual 

health are determined not only by its pharmacologic properties but also by 

its availability and social acceptability. In this respect, legal drugs (alcohol and 

tobacco) offer a sobering perspective, accounting for the greatest burden of 

disease associated with drugs not because they are more dangerous than 

illegal drugs but because their legal status allows for more widespread 

exposure. As policy shifts toward legalization of marijuana, it is reasonable 

and probably prudent to hypothesize that its use will increase and that, by 

extension, so will the number of persons for whom there will be negative 

health consequences.

(Volkow ND et al, N Engl J Med 370(23):2219-27, 2014)
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Per ridurre i costi legati all'importazione dei farmaci cannabinoidi è stato 

approvato un progetto pilota di produzione in Italia, presso lo Stabilimento 

farmaceutico militare toscano. I medicinali a base di cannabis come il 

Bedrocan, Bediol, Bedrobinol e Bedica, caratterizzati da differenti percentuali 

dei due principali principi farmacologicamente attivi della cannabis - il 

tetraidrocannabinolo (Thc) e il cannabidiolo (Cbd) - somministrabili mediante 

vaporizzazione o tisane, vengono al momento prodotti esclusivamente 

dall'olandese Bedrocan Bv, unica autorizzata alla produzione dal ministero 

della Salute olandese, che li esporta in altri paesi europei. Dai Paesi Bassi, 

dove il possesso e l'uso personale di cannabis, catalogata come droga 

leggera, è decriminalizzato, proviene anche la più lunga esperienza nel suo 

utilizzo medico.

Scienze terapie palliative

Una cura di nome Maria
Sclerosi multipla, lesioni neurologiche, cancro e Aids. Si moltiplicano 

le applicazioni cliniche della cannabis.

Un esperto spiega che è efficace e sicura
Maurizio Bifulco
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12 febbraio 2015

La liberalizzazione e i dubbi 

sull’efficacia della repressione
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The fact is that we are all walking around with a random and 

totally unfair assortment of genetic variants that make us more 

or less content, anxious, depressed or prone to use drugs. Some 

people might find it a relief to discover that they had a genetic 

variant that made them naturally more anxious — that they 

were wired for anxiety, not weak — even if right now there is 

no exact fix. My patient benefited greatly from antidepressant 

medication and meditation. But psychotropic medications, 

therapy and relaxation techniques don’t help everyone, so 

what’s wrong with using marijuana to treat anxiety? 

The problem is that cannabis swamps and overpowers the 

brain’s cannabinoid system, and there is evidence that chronic 

use may not just relieve anxiety but interfere with learning and 

memory. What we really need is a drug that can boost 

anandamide — our bliss molecule — for those who are 

genetically disadvantaged. Stay tuned.

(Richard A. Friedman is a professor of clinical psychiatry at Weill Cornell Medical College)
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… ancora grandi incertezze.

Ma la problematica merita questa 

attenzione diffusa?



64

If the states’ initiative to legalize medical marijuana is merely a 

veiled step toward allowing access to recreational marijuana, then 

the medical community should be left out of the process, and 

instead marijuana should be decriminalized.

Conversely, if the goal is to make marijuana available for medical 

purposes, then it is unclear why the approval process should be 

different from that used for other medications.

Evidence justifying marijuana use for various medical conditions 

will require the conduct of adequately powered, double-blind, 

randomized, placebo/active controlled clinical trials to test its 

short- and long-term efficacy and safety.

The federal government and states should support medical 

marijuana research.

Since medical marijuana is not a life-saving intervention, it may be 

prudent to wait before widely adopting its use until high-quality 

evidence is available to guide the development of a rational 

approval process.

Perhaps it is time to place the horse back in front of the cart.

(D’Souza DC et al., JAMA 313(24):2431-2, 2015)
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Il trattamento con marijuana per il dolore 

cronico resta ancora un aspetto incerto; 

certamente non riveste un ruolo centrale, 

ma di supporto. 

Resta da chiarire il rapporto tra analgesia 

ed azione euforizzante ed alcuni effetti 

indesiderati.
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La medicina contemporanea è in grado 

di curare il dolore?

Ritorna la domanda drammatica posta 

all’inizio del seminario.
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L’attuale modificazione dell’organizzazione 

della medicina tende verso la semplificazione, 

che non induce processi per migliorare la 

qualità delle cure.

Il dolore somatico e della psiche non potrà mai 

essere inquadrato in schemi semplificati di 

diagnosi e terapia.
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Such work could be caring for those with limited means, helping ensure the neurological well-

being of young athletes, or preparing families for the increasing burden of Alzheimer disease.

If we are going to count in medicine, let it not be the number of medical records reviewed but 

rather the number of lives touched, minds stimulated, and hearts moved. The struggle against 

the McDonaldization of medicine will be both increasingly necessary and ennobling.
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We need to recognize where efficiency and 

standardization efforts are appropriate and 

where they are not.

Good medical care takes time, and there is no 

one best way to treat many disorders.

When it comes to medicine, Taylor was wrong: 

“man” must be first, not the system.



70



71

Questi modelli rappresentano la fine della 

medicina o indicano un travaglio che potrebbe 

essere positivo?
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Uno spunto di Gawande (Essere mortale, Einaudi, 

2016) sulla complessità della cura del dolore. “Non 

credo che la generazione dei baby boomer, in ogni 

parte del mondo, sia disposta ad accettare il 

genere di esperienza vissuta dai loro vecchi negli 

ultimi stadi della vita. Alla fine quello che vogliono 

è un’esistenza che conservi il suo valore”.

Cosa significa nella prospettiva delle tecniche per 

la cura del dolore “conservare il valore della vita”?

E’ ancora una domanda senza risposta.
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The data will never be perfect.

The measures will never be perfect.

The guidelines will never be perfect.

And neither will clinicians and their performance.

But by acknowledging these imperfections and 

trying to get better with the tools available, 

physicians can more effectively reduce the suffering 

of patients.

Questo è il nostro modo per esercitare la misericordia
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«Dio attende con pazienza che io voglia infine 

acconsentire a amarlo. Dio attende come un 

mendicante che se ne sta in piedi, immobile e silenzioso, 

davanti a qualcuno che forse gli darà un pezzo di pane. 

Il tempo è questa attesa. Il tempo è l’attesa di Dio che 

mendica il nostro amore» (Simone Weil)

La parola spesso oggi più sfuggita e censurata, “dolore”, 

è piena di significati nella prospettiva religiosa.

Perchè l’ombra più oscura può indurre nostalgia di Dio, 

e il sentiero più desertico non porta al nulla ma a colui 

che, fedele, mendicante, aspetta.


