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“There’s no magic wand….”
The current pharmacological evidence for treating 

Chronic Non-malignant Pain.
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Meet Mrs P

• 71 year old NZ European female

• Hx of multiple bowel surgeries 
resulting in a colostomy 

• Recurrent acute pain -> visceral 
abdominal sensitivity/chronic 
abdominal pain.

• Long term opioid treatment since 
1995

▪ Initially >200mg Oxycodone a day

+ PRN pethidine 100mg inj at GP , 2-
4 times a month.

▪ From 2016: Fentanyl patch 25mcg/hr + 
PRN Oxynorm up 100mg/day

(oMEDD 225mg/day)

+ Gabapentin 300/200/300mg

+ Amitriptyline 10mg nocte

• Feb 2018: Discussed rationale for opioid 
reduction, she appeared motivated to 
wean.

↓

• Reduced Fentanyl patch to 12.5mcg/hr,
Continued PRN Oxynorm.

↓

• Transitioned fentanyl patch to Oxycontin
50mg BD

↓

• Weaned in 5mg increments very 
slowly……….

“Drowsy all the time, fall asleep at the drop of a hat-even at traffic lights-which was not good or at all safe”



Prevalence
“Chronic pain costs New Zealand more than diabetes or dementia”

- 2018 Sapere Report commissioned by Faculty of Pain Medicine



Take home message #1

• Chronic pain is on the rise and likely to continue 
to rise, particulary in the elderly population 

• Now is the time to learn/develop evidence 
based management strategies.



Take home message #2

“The analgesic effects of many treatments for non-
specific low back pain are small”

• Machado LAC et al (2009) Analgesia effects of treatment 
for NSLBP:a meta-analysis of placebo-controlled 
randomized trials, Rheumatology, 48:520-527

“Lack of real breakthroughs in analgesia, despite 
intense efforts”

• Kissin, I (2010) “SPECIAL ARTICLE. The development of 
new analgesia of the last fifty years:A lack of real 
breakthrough drugs”; Anesth Analg; 2010; 110:780-9).

“Most existing analgesics for persistent pain are 
relatively ineffective”

• Woolf, C (2010) review: overcoming obstacles to 
developing new analgesic’s, Nature medicine 

(supplement): 16, 11:1241-47: November.

“A common key finding in the literature on these 
interventions for CLBP is their disappointing 
magnitude of pain reduction and functional gain”

• Morlion B (2013) Chronic lower back 
pain:pharmacological, interventional and surgical 
strategies”; Nat. Rev. Neurol. 9, 462-473

Evidence

Pain medications

Other management

“Medication has little to offer”



So what’s worth 
trying?



What’s worth trying?

Strong recommendations (1st Line)

Drug Dose (mg/day) NNT

Tricyclic AD’s
Nortriptyline fewer side effects

25-150 3.6

Gabapentin 1200-3600 7.2

Pregabalin 300-600 7.7

Duloxetine 60-120 6.4 (not funded)

Venlafaxine 150-225 6.4

Finnerup NB et al (2015) Pharmacotherapy for neuropathic pain in adults: a 
systematic review and meta-analysis, Lancet Neurol, 162-73



STOP THE PRESS!

• Pregabalin and Gabapentin are both 
officially class C controlled drugs in the 

UK as of 1st April 2019



What’s worth trying?

• Weak recommendations (2nd Line)

Drug Dose mg/day NNT

Capsaicin patch 8% 10.6

Lignocaine patch 5%-max 3 patches 
12hourly

Tramadol 200-400 4.7

Finnerup NB et al (2015) Pharmacotherapy for neuropathic pain in 
adults: a systematic review and meta-analysis, Lancet Neurol, 162-73



What’s worth trying?

• Weaker Recommendations (3rd Line)
Drug Dose mg/day NNT

Strong opioids

Large doses required-
demoted from 1st or 2nd line 
due to abuse potential, harm, 
death

SR 180mg oMEDD
(individual 
titration)

4.3

Botulinum A 
(botox)

*only 4 small RCTs;but one 
large unpublished RCT –ve

50-200 units 1.9*



What’s worth trying?

• Looked at 4 different types of pain

1.



NO EVIDENCE for CANNABIS



Take home message #3
“Opioids are not first-line or routine therapy for chronic pain”

• Limited evidence for opioids for chronic non 
malignant pain.

Key Concerns:

▪ Tolerance, dependence and addiction

▪ Risk of accidental/non-accidental overdose (Opioid 
epidemic/crisis)

▪ Opioid induced hyperalgesia

▪ Withdrawal is usually challenging

▪ Moore et al (2013) Expect analgesic failure; pursue analgesic success, British medical journal; 346-f2690



Opioid related
harm

Risks outweigh benefits

When measured in the New 
Zealand Quality of Healthcare 

study in 2013, opioids were the 
number one medication class 
causing harm in NZ hospitals.  
(Atlas of healthcare variation, 

2013)



Opioid risk tool

CLINICAL REMINDERS 

• Opioids are not first-line or routine therapy for chronic pain 

• Do not prescribe LA opioids for acute pain

• Establish and measure goals for pain and function 

• Discuss benefits of other options (drug and non drug) with patient 

• Clinicians should avoid prescribing opioid pain medication and benzodiazepines 
concurrently whenever possible.



Opioid weaning tips
De-prescribing

• Only ONE prescriber.

• Consider opioid contract/taper agreement.

• Convert short acting formulations to long acting.

• Consider daily, weekly dispensing.

• Seek support from specialist services if struggling-liaise with CADs if SUD 
concerns.

• Good communication between specialist and prescriber AND patient

• Monitor for withdrawal symptoms-consider clonidine patch-small amount 
of evidence suggesting its decreases withdrawal symptoms, plus modulates 
neuropathic/noiciplastic pain.

• Educate patient on what to expect.

• Make sure the patient WANTS to decrease. Timing is right.

Berna et al (2015) 



De-Prescribing opioids

Study of 1520 patients

“Many patients fear that their pain will increase 
during an opioid taper.  However, according to 
studies of long term opioid treatment tapers, 
overall patients report improvement in function 
without worsening pain“

• Berna et al (2015) Tapering long term opioids therapy in chronic non-cancer pain: 
Evidence and recommendations for practice; Mayo clinic Proc, (8) 828-843



Slow and steady wins the 
race…..



Key points

• There is no evidence that opioids are effective for treating chronic non-
malignant pain.

• Opioids are associated with significant adverse effects, initial analgesic 
efficacy decreases with time as tolerance and dependence develops; opioid-
induced hyperalgesia can make the pain worse!

• Improving or retaining function should be the goal of treatment for most 
patients with chronic non-malignant pain; regular use of potent opioids at 
high doses is contrary to this aim.

• Medication is only one aspect of managing a patient with a chronic pain 
condition; attention to psychological and social factors is essential.



Brief non-pharmacological 
interventions
• Interdisciplinary approach-ideal

• LISTEN-reassure that pain is taken seriously

• EDUCATE and VALIDATE

• Building rapport/managing distress

• Psychological support-identify any underlying MH-
refer to specialist services/counselling as required.

• Relaxation

• Mindfulness classes/colouring

• Physiotherapy-encourage function and movement



Mrs P

• April 2019 

“It’s been challenging at times, coming off all the 
opiates, but overall, my pain is pretty much the 
same and my function both physically and 
mentally has improved.

I’m proud of myself, after 23 years of feeling 
hopeless and struggling, I feel like a new person, I 
can see a bright future with my family and 2  
grandsons.”



Questions?

Jane.Sutton@middlemore.co.nz



Resources

• Online modules for health practitioners to complete to develop knowledge on persistent pain-gain prof dep
credits-http://fpm.anzca.edu.au/resources/better-pain-management

• Retrain pain-https://www.retrainpain.org/1-1

• Explain pain-http://www.noigroup.com/en/Store

• Why things hurt-Lorimer Moseley 
https://www.google.com/search?q=why+things+hurt+lorimer+moseley&sourceid=ie7&rls=com.microsoft:en-
NZ:IE-SearchBox&ie=&oe=&gws_rd=ssl

• Neuroplastix website-http://www.neuroplastix.com/

• Hunter integrated pain service-NSW-http://www.hnehealth.nsw.gov.au/Pain/Pages/Pain.aspx

• -Useful phone apps-calm, headspace, breath2relax

• Calm website: www.calm.auckland.ac.nz
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