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Recommendations regarding the use of Opioid Analgesics
in patients with chronic Non-Cancer Pain
PURPOSE
The Faculty of Pain Medicine (FPM) recognises the lack of definitive evidence supporting the
long-term effectiveness of opioid analgesics in people experiencing chronic non-cancer pain
(CNCP) and the substantial evidence of potential harm. This document outlines the current
position of the FPM regarding opioid use in CNCP. It is anticipated that this position will evolve
as the evidence base develops.
CURRENT EVIDENCE
The efficacy of opioid therapy is supported by strong evidence from randomised controlled
trials in acute pain [1] and from systematic reviews in cancer pain [2,3], palliative care [4]
and opioid dependency/addiction [5]. In CNCP systematic reviews report modest short term
analgesic benefit [6,7]. However the duration of the RCTs reviewed (up to 4 months) was too
short to adequately inform the long term role of opioid treatment in CNCP.
A recent systematic review that examined the evidence of long term opioid efficacy and risk
[8] concluded that “evidence is insufficient to determine the effectiveness of long term opioid
therapy for improving chronic pain and function”. There is also a dose-dependent risk of
serious harms especially when opioids are combined with other psycho-active agents including
alcohol.
Tolerance [9,10] and other adverse effects are potential limiting factors with long term opioid
use. A systematic review of opioid response after 6 months of therapy in 25 non-randomised
case series showed weak evidence of modest analgesic benefit and inconclusive data in
regard to improvement in physical function and quality of life [11]. Population studies show that
people maintained on long term opioid therapy for CNCP describe more troublesome pain and
greater functional interference than people not on opioids [12]. A recent Australian population
study examined a cohort of patients on long term opioid therapy and found that two-thirds
were unemployed or receiving a government benefit and almost half had low income [13].
In addition, 80% of the cohort reported multiple pain conditions, 50% significant depression,
50% suicidal ideation, over 50% a history of childhood abuse or neglect and over 30% had a
lifetime alcohol use disorder. Such associations illustrate the complexity of the phenotype of
CNCP and highlight the need for multidisciplinary assessment and management.
Clinical experience and multiple studies have indicated that the use of high pain severity
ratings is a poor basis for selection of patients for opioid prescription. Pain ratings are wellknown to be influenced by multiple psychological and contextual factors [14,15]. Patients with
mental health and substance abuse problems are more likely to be prescribed chronic opioid
therapy (“adverse selection”) and at higher doses than people without those risk factors [16].
Once established, dependence on opioids makes it hard to wean and cease them despite lack
of analgesic benefit [17].
Accumulating evidence highlights the adverse effects of opioid therapy. Falls, cognitive
impairment and gastrointestinal problems are well recognised clinically but have not been well
studied over the long term [8]. Better documented risks include opioid misuse and addiction
[18,19], overdose and death [20,21,22], sleep apnoea [23,24,25], sexual and other endocrine
dysfunction [26,27,28], driving impairment [29,30,31,32] and opioid prescription to manage
psychological distress (the “chemical coper”) [33]. An additional concern is that many patients
on long term opioid therapy are co-prescribed benzodiazepines and the combination of these,
potentially with other sedatives and alcohol, is associated with a further increased risk of
apnoea and death [20, 34].
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Screening for opioid risk has been recommended but at this point evidence of effectiveness is
lacking. Screening for high risk patients, treatment agreements and urine testing have not been
shown to reduce overall rates of opioid prescribing, misuse, or overdose [35]. Newer strategies
aimed at reducing the risk of opioid misuse require evaluation. These include more selective
prescription of opioids, avoidance of additional sedative hypnotics, prescription of lower doses,
tamper resistant formulations [36,37] and prescription monitoring programs [35].
It is clear that opioid pharmacotherapy cannot be considered to be a core component
of the management of CNCP. Furthermore, issues of patient selection and duration of opioid
therapy require further definition.
A focus on pain relief alone via the passive receipt of opioid therapy can distract both
patient and prescriber from active self-management strategies. This raises the question of
suitable therapeutic alternatives, an issue that remains only partially resolved given the modest
gains reported from cognitive behavioural approaches [38,39]. Clearly there are challenges in
systematically reviewing studies with different treatment components and methodologies. Not all
cognitive behavioural programs are the same. Hence the content and quality of multidisciplinary
programs need further examination. Nevertheless, the benefits of the multidisciplinary
approach are highlighted by studies showing improvement in pain and physical and emotional
functioning after opioid cessation in a cognitive behavioural pain management program [40,41]
Strategies showing promise as components of the evolving multidisciplinary approach include
neuroscience education [42,43], physical activity [44,45], nutrition [46], social engagement
[47,48], mindfulness [49,50,51] and other psychotherapies [52,53].
The FPM endorses the need for further research to examine the efficacy and safety of long
term opioid therapy in CNCP. There is a particular need to determine whether any sub-groups
of patients experiencing CNCP have greater likelihood of ongoing therapeutic benefit and lesser
likelihood of harm. Alternative research methodologies such as n-of-1 trials and benchmarking
studies are required, given the impracticality of conducting randomised controlled trials over a
time frame relevant to chronic pain.
PRINCIPLES OF OPIOID PRESCRIBING
The FPM recognises that at the present time opioids are widely prescribed for CNCP despite
the lack of clear evidence of efficacy. Given this reality, the following principles are offered to
guide their prescription.
1.

Comprehensive assessment

The Faculty strongly endorses the sociopsychobiomedical framework for assessment and
management of people experiencing CNCP [54]. This is not to ignore biomedical (somatic)
contributions, where a confident diagnosis should be made if possible.
Sociological assessment identifies factors in the patient’s environment related to family and
other relationships, work, life events, housing, sleep, activity and nutrition. A bidirectional link to
the experience of pain is recognised whereby such factors can worsen pain whilst the pain can
also negatively impact on each of these areas.
Psychological assessment explores the patient’s beliefs, mood state, behaviours and
responses that may contribute to the experience of pain and treatment outcome. Relevant
beliefs include understanding of diagnosis and prognosis, and expectations about treatment,
including willingness to be an active participant. As the experience of chronic pain is commonly
accompanied and influenced by mood and anxiety disorders, these should be evaluated through
interview or questionnaire, as an indicator for further professional input. Behavioural responses
to pain can include avoidance of activities likely to aggravate pain or overdoing these same
activities after taking analgesics. Cognitive impairment, personality traits and disorders should
also be considered.
Comprehensive assessment also addresses the risk of opioid misuse [18,55]. In broad terms,
the potential for problematic opioid use, including addiction, is higher in younger patients,
those without a confident biomedical diagnosis, those in contact with users of non-prescribed
medication, those with active substance abuse problems or patients with co-morbid psychiatric
disorders. Such considerations need not necessarily preclude opioid therapy but act as alerts to
guide close monitoring.
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2.

Multimodal therapy

Pharmacotherapy for the patient experiencing pain is only ever one part of a multimodal plan
towards self-management [56] and should be prescribed on a time-limited basis.
Non-drug therapies include education, pacing of activity including use of the painful
part, addressing postural components, structured exercise programs, sleep hygiene and
psychological therapies, with input where required from nurse educator, physical therapist,
psychologist, occupational therapist, social worker, rehabilitation counsellor or dietitian.
Drug therapy for patients in pain is mainly for symptom control. In some situations where
the mechanism of pain can be confidently determined, such as inflammatory or neuropathic
conditions, anti-inflammatory or anti-neuropathic agents respectively may be helpful in
modifying pathogenesis. However in most cases, symptom control itself is important, not only
for reduction in distress but also as an adjunct to non-drug therapy towards an improved quality
of life.
Paracetamol has been recommended as first-line drug therapy for CNCP; however this has
been challenged by a recent systematic review [57]. Non-steroidal anti-inflammatory drugs
(NSAIDs) offer little advantage over paracetamol [58], especially in the most common situations
when inflammation is not the relevant mechanism.
Non-opioid adjuvant analgesic agents can be considered before opioids, especially for treatment
of neuropathic pain. These include tricyclic antidepressant drugs (amitriptyline, nortriptyline),
serotonin-noradrenaline reuptake inhibitors (venlafaxine, desvenlafaxine, duloxetine) and
anticonvulsants (gabapentin, pregabalin). Co-morbid anxiety or depression should be treated by
psychological approaches and/or appropriate medications.
Invasive medical procedures (injections, implants) may be considered in selected cases to
support active self-management, in parallel with the above approaches. However the evidence
for long term benefit is weak and there is significant risk of harm.
3.

Opioid therapy

If after comprehensive assessment, opioid therapy is thought warranted as part of a multimodal
plan facilitating self-management, there are several important aspects of prescribing to
consider:
i.
ii.
iii.
iv.

Agreement regarding an opioid trial
Conduct of an opioid trial
Response to difficulty in achieving or maintaining therapeutic goals
Understanding of appropriate weaning strategies

The FPM emphasises that it is the responsibility of each prescriber to be thoroughly acquainted
with not only the clinical pharmacology of the various opioids and their interactions with other
drugs but also the regulatory requirements imposed by the jurisdiction in which they practise.
I.

AGREEMENT REGARDING AN OPIOID TRIAL

The aim of an opioid analgesic trial is to discover the individual’s responsiveness to this therapy
in terms of improved quality of life. This requires frank articulation of the goals of the trial,
including an agreement that if the goals are not met, then the treatment will be discontinued.
The goals are beyond pain relief alone and emphasise improvement in physical, emotional and
mental functioning, including an increase in activity. These goals can be negotiated according to
the individual’s wishes and capacity.
In this respect, a therapeutic contract is established, which can be made explicit verbally,
through entries in notes or in a formal written agreement. This contract reflects the seriousness
of the undertaking between prescriber and patient. There should be only one prescriber of a
patient’s opioids, with adequate back-up provision should that prescriber be unavailable. Ideally,
the one pharmacy should dispense the opioid. Once opioid-responsiveness is established
and adverse-effect profile addressed, the contract can be extended, with caveats such as no
early repeats, no replacements for loss and an option for random urine monitoring (where
appropriate) until a stable dose regimen is established. The contract may include an option for
a time-limited maintenance period before staged withdrawal of opioid therapy.
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II.

CONDUCT OF AN OPIOID TRIAL (Appendix 1)

Chronic pain should not be treated with short-acting drugs (oral, transmucosal or parenteral), as
the more rapid onset of effect increases the potential for positive reinforcement of drug-taking.
For this reason avoidance of or weaning from short-acting preparations is suggested, in favour
of a trial of long-acting or sustained-release preparations (oral or transdermal).
The use of opioid analgesics in the management of pain is an ongoing individual trial of therapy.
Regular assessment addresses and documents “5As”:
• Analgesia
• Activity
• Adverse effects
• Affect
• Aberrant behaviour
Titration of dose according to this “5A” assessment need not be rapid: such a trial may take
several weeks. An improvement in overall well-being in the opioid-responsive patient may incur
“incident” pain, which can be addressed pharmacologically by a modification of the long-acting
opioid dose rather than by adding a short-acting agent. The question of a “ceiling dose” has not
been settled. Caution is warranted at oral morphine equivalent daily doses (oMEDD) >40mg
[20,21,59,60,61] and doses above oMEDD of 100 mg [61] should prompt reassessment and
specialist advice (Appendix B). Particular caution is required in prescribing transdermal fentanyl
patches, as the lowest available dose (12mcg/hr) is close to the oMEDD 40mg threshold.
Once opioid-responsiveness and stability of dose have been achieved, regular review should be
undertaken, with repeat prescriptions contingent on ongoing satisfactory “5A” assessment. At
least annual peer or specialist review is recommended.
III.

RESPONSE TO DIFFICULTY IN ACHIEVING OR MAINTAINING THERAPEUTIC GOALS

Difficulty in achieving satisfactory “5A” assessments in the context of the individually tailored
goals of an opioid trial may be attributable to pharmacodynamic, pharmacokinetic or behavioural
factors. Pharmacodynamic factors, such as non-responsiveness of distress or development
of intolerable adverse effects, and pharmacokinetic factors, such as insufficient (or excessive)
duration of effect, may respond to change in opioid preparation or change in dosing regimen.
Behavioural factors, such as poor activity pacing, may respond to specific attention to those
aspects.
Variations in stability of dose and responsiveness over time, including apparent increase in dose
requirements (other than for incident pain), may reflect change in the underlying biomedical
(somatic) contribution, development of tolerance (pharmacological, psychological or increased
sensitivity to stimuli), change in mood, social circumstances or other stressors, or development
of aberrant drug-taking behaviour. Such situations require comprehensive reassessment.
Actions arising out of such re-assessment may include recalibration of goals of therapy,
reconsideration of other modes of therapy, consultation with colleague(s) and opioid reduction,
to the minimum effective dose or cessation.
IV.

UNDERSTANDING OF APPROPRIATE WEANING STRATEGIES

A clear understanding of pragmatic exit strategies is required for any doctor prescribing opioids.
The involvement of Addiction Medicine services can often be helpful in considering prescribing
boundaries and therapeutic pathways. Specific weaning strategies in the context of transition to
self-management include:
1.	If opioids are commenced for the pain of acute nociception, there is a need to give
clear direction about the anticipated duration of therapy. Typically opioids should be
weaned and ceased as the acute injury heals. Even in complex cases this should
be within 90 days.

Page 4 PM01 2015

2.	In situations where long term opioid therapy has been maintained (at times for
many years) without meaningful improvement in function, the desired outcome is
weaning to cessation if possible. One practical strategy is to reduce the daily opioid
dose each month by 10-25% of the starting dose. This brings cessation in 3-9
months.
3.	If weaning is required after a shorter period of opioid therapy, such as after failure
to achieve the goals of an opioid trial, or after a negotiated treatment phase for
acute pain, then a faster rate of weaning is generally appropriate. One option is a
step-wise reduction of the daily opioid dose each week by 10-25% of the starting
dose.
4.	If weaning is required in response to significant adverse effects or opioid misuse,
then daily step-wise reduction may be more appropriate. Alternatively, immediate
opioid cessation and pharmacological treatment of withdrawal symptoms can be
considered.
5.	If a previous attempt at opioid weaning has proven unsuccessful, then the rate can
be slowed. This can be achieved by reducing the size of the dose reduction each
month and/or by increasing the time spent at each dose level (eg. 2 or 3 months
between reductions).
6.	In some cases it may become apparent during weaning that the primary problem is
opioid dependency rather than pain. If so, referral to an Addiction Medicine service
is recommended.
REFERENCES
1.	Macintyre PE, Schug SA, Scott DA, Visser EJ, Walker SM. Acute pain management:
scientific evidence (3rd edition) 2010 ANZCA & FPM, Melbourne
2.	Colson J, Koyyalagunta D, Falco FJE, Manchikanti L. A systematic review of
observational studies on the effectiveness of opioid therapy for cancer pain. Pain
Physician 2011;14:E85-102
3.	Caraceni A, Hanks G, Kaasa S et al. Use of opioid analgesics in the treatment of cancer
pain: evidence-based recommendations from the EAPC. Lancet Oncol 2012;13:e58-68
4.	NHS National Institute for Health and Clinical Excellence NICE guideline. Opioids in
palliative care: safe and effective prescribing of strong opioids for pain in palliative care of
adults. May 2012
5.	Amato L, Davoli M, Perucci C et al. An overview of systematic reviews of the
effectiveness of opiate maintenance therapies: available evidence to inform clinical
practice and research. Journal of Substance Abuse Treatment 2005;28(4):321-29
6.	Furlan AD, Sandoval JA, Mailis-Gagnon A, Tunks E. Opioids for chronic noncancer pain:
a meta-analysis of effectiveness and side effects. Canadian Medical Association Journal
2006;174(11):1589–1594
7.	Manchikanti L, Ailinani H, Koyyalagunta D et al. A systematic review of randomized
trials of long-term opioid management for chronic non-cancer pain. Pain Physician.
2011;14(2):91-121
8.	Chou R, Turner JA, Devine EB, Hansen RN, Sullivan SD, Blazina I, MPH; Dana T,
Christina Bougatsos C, Deyo RA. The effectiveness and risks of long-term opioid
therapy for chronic pain: A systematic review for a National Institutes of Health pathways
to prevention workshop. Annals of Internal Medicine 2015; doi:10.7326/M14-2559.
Downloaded from: http://annals.org/ on 01/14/2015
9.	Moulin D, Iezzi A, Amireh R et al. Randomised trial of oral morphine for chronic
non-cancer pain. Lancet 1996;347:143-147

Page 5 PM01 2015

10.	Ballantyne JC, Shin NS. Efficacy of opioids for chronic pain: a review of the evidence.
Clin J Pain 2008;24(6):469-478
11.	Noble M, Treadwell JR, Tregear SJ et al. Long-term opioid management for chronic
noncancer pain. Cochrane Database of Systematic Reviews 2010, Issue 1. Art No:
CD006605. DOI: 10.1002/14651858.CD006605.pub2
12.	Eriksen J, Sjogren P, Bruera E, Ekholm O, Rasmussen NK. Critical issues on opioids in
chronic non-cancer pain. An epidemiological study. Pain 2006;125:172-179
13.	Campbell G, Nielsen S, Bruno R, Lintzeris N, Cohen M, Hall W, Larance B, Mattick RP,
Degenhardt L. The Pain and Opioids IN Treatment (POINT) study: characteristics of a
cohort using opioids to manage chronic noncancer pain. PAIN 2015;156:231–242
14.	Blozik E, Laptinskaya D, Herrmann-Lingen C, Schaefer H, Kochen MM, Himmel W,
Scherer M. Depression and anxiety as major determinants of neck pain: a cross-sectional
study in general practice. BMC Musculoskelet Disord 2009;10:13
15.	Price DD, Finniss DG, Benedetti F. A comprehensive review of the placebo effect: recent
advances and current thought. Annual Review of Psychology 2008; 59: 565-90
16.	Edlund MJ, Fan MY, DeVries A, Braden JB, Martin BC, Sullivan MD. Trends in use of
opioids for chronic non-cancer pain among individuals with mental health and substance
use disorders: the TROUP Study. Clin J Pain 2010;26:1-8
17.	Ballantyne JC, LaForge SL. Opioid dependence and addiction in opioid treated pain
patients. Pain 2007;129:235–255
18.	Sehgal N, Manchikanti L, Smith HS. Prescription opioid abuse in chronic pain: a
review of opioid abuse predictors and strategies to curb opioid abuse. Pain Physician
2012;15:ES67-92
19.	Edlund MJ, Martin BC, Russo JE, DeVries A, Braden JB, Sullivan MD. The role of
opioid prescription in incident opioid abuse and dependence among individuals with
chronic noncancer pain: the role of opioid prescription. Clin J Pain. 2014;30:557-564.
[PMID:24281273] doi:10.1097/AJP.0000000000000021
20.	Dunn KM, Saunders KW, Rutter CM, Banta-Green CJ, Merrill JO, Sullivan MD, et al.
Opioid prescriptions for chronic pain and overdose: a cohort study. Ann Intern Med.
2010;152:85-92. [PMID:20083827] doi:10.7326/0003-4819-152-2-201001190-00006
21.	Gomes T, Mamdani MM, Dhalla IA, Paterson JM, Juurlink DN. Opioid dose and drugrelated mortality in patients with non-malignant pain. Arch Intern Med. 2011;171:686-691.
[PMID: 21482846] doi:10.1001/archinternmed.2011.117
22.	Centers for Disease Control and Prevention/National Center for Health Statistics. National
Vital Statistics System. Drug poisoning deaths in the United States 1980-2008. NCHS
Data Brief Number 81, December 2011
23.	Guilleminault C, Cao M, Yue HJ, Chawla P. Obstructive sleep apnoea and chronic opioid
use. Lung 2010;188(6):459-468. doi:10.1007/s00408-010-9254-3
24.	Teichtahl H, Wang D. Sleep-disordered breathing with chronic opioid use. Expert Opin
Drug Saf. 2007;6(6):641-649
25.	Webster LR, Choi Y, Desai H, Webster L, Grant BJ. Sleep-disordered breathing and
chronic opioid therapy. Pain Med. 2008;9(4):425-32. doi: 10.1111/j.1526-4637.2007.00343
26.	Katz N, Mazer NA. The impact of opioids on the endocrine system. Clin J Pain.
2009;25(2):170-175
27.	Vuong C, Van Uum S, O’Dell L, Lutfy K, Friedman T. The effects of opioids and opioid
analogues on animal and human endocrine systems. Endocr Rev. 2010;31(1):98-132

Page 6 PM01 2015

28.	Deyo RA, Smith DH, Johnson ES, Tillotson CJ, Donovan M, Yang X et al. Prescription
opioids for back pain and use of medications for erectile dysfunction. Spine 2013;38:909915. [PMID:23459134] doi:10.1097/BRS.0b013e3182830482
29.	Benzodiazepines, opioids and driving. Summary of the literature. Government of South
Australia, Drug and Alcohol Services South Australia. October 2006
30.

Tan K-H. Opioids and Driving – a review. Australasian Anaesthesia 2007

31.	Dassanayake T, Michie P, Carter G, Jones A. Effects of benzodiazepines, antidepressants
and opioids on driving: a systematic review and meta-analysis of epidemiological and
experimental evidence. Drug Saf. 2011 Feb 1;34(2):125-156
32.	Gomes T, Redelmeier DA, Juurlink DN, Dhalla IA, Camacho X, Mamdani MM. Opioid
dose and risk of road trauma in Canada: a population-based study. JAMA Intern Med.
2013;173:196-201. [PMID: 23318919] doi:10.1001/2013.jamainternmed.733
33.	Kirsh KL, Jass C, Bennett DS, Hagen JE, Passik SD. Initial development of a survey
tool to detect issues of chemical coping in chronic pain patients. Palliat Support Care
2007;5:219–226
34.	Wunsch MJ, Nakamoto K, Behonick G, Massello W. Opioid deaths in rural Virginia:
a description of the high prevalence of accidental fatalities involving prescribed
medications. Am J Addict 2009;18:5–14
35.	Deyo RA, Von Korff M, Duhrkoop D. Opioids for low back pain. BMJ. 2015 Jan
5;350:g6380. doi: 10.1136/bmj.g6380
36.	Colucci SV, Perrino PJ, Shram M, Bartlett C, Wang Y, Harris SC. Abuse potential of
intravenous oxycodone/naloxone solution in nondependent recreational drug users.
Clin Drug Invest. 2014;34(6):421-9
37.	Harris SC, Perrino PJ, Smith I, Shram MJ, Colucci SV, Bartlett C, et al. Abuse potential,
pharmacokinetics, pharmacodynamics, and safety of intranasally administered crushed
oxycodone HCl abuse-deterrent controlled-release tablets in recreational opioid users.
Journal of Clinical Pharmacology. 2014;54(4):468-77
38.	Eccleston C, Palermo TM, de C Williams AC, Lewandowski HA, Morley S, Fisher E et al.
Psychological therapies for the management of chronic and recurrent pain in children and
adolescents. Cochrane Database Syst Rev. 2014;5:CD003968. doi: 10.1002/14651858.
CD003968.pub4.
39.	Williams AC, Eccleston C, Morley S. Psychological therapies for the management
of chronic pain (excluding headache) in adults. Cochrane Database Syst Rev.
2012;11:CD007407. doi: 10.1002/14651858.CD007407.pub3.
40.	Townsend CO, Kerkvliet JL, Bruce BK, Rome JD, Hooten WM, Luedtke CA, Hodgson
JE. A longitudinal study of the efficacy of a comprehensive pain rehabilitation program
with opioid withdrawal: comparison of treatment outcomes based on opioid use status at
admission. Pain 2008;140(1):177-89
41.	Murphy JL, Clark ME, Banou E. Opioid cessation and multidimensional outcomes after
interdisciplinary chronic pain treatment. Clin J Pain. 2013;29(2):109-117
42.	Moseley GL, Nicholas MK, Hodges PW. A randomized controlled trial of intensive
neurophysiology education in chronic low back pain. Clin J Pain 2004;20:324-330
43.	Van Oosterwijck J, Meeus M, Paul L et al. Pain physiology education improves health
status and endogenous pain inhibition in fibromyalgia: a double-blind randomized
controlled trial. Clin J Pain 2013;29:873–882
44.	Sluka KA, O’Donnell JM, Danielson J, Rasmussen LA. Regular physical activity prevents
development of chronic pain and activation of central neurons. J Appl Physiol 2013;
114:725-733
Page 7 PM01 2015

45.	Ellingson LD, Shields MR, Stegner AJ, Cook DB. Physical activity, sustained sedentary
behavior and pain modulation in women with fibromyalgia. J Pain 2012; 13: 195-206
46.	Seaman DR. The diet induced proinflammatory state: a cause of chronic pain and other
degenerative diseases? J Manipulative Physiol Ther 2002; 25: 168-179
47.	Eisenberger NI, Lieberman MD, Williams KD. Does rejection hurt? An fMRI study of social
exclusion. Science 2003; 302: 290-292
48.	Eisenberger NI. The neural bases of social pain: evidence for shared representations with
physical pain. Psychosom Med 2012; 74:126-135
49.	Kabat-Zinn J. An outpatient program in behavioral medicine for chronic pain patients
based on the practice of mindfulness meditation: theoretical considerations and
preliminary results. Gen Hosp Psychiatry 1982;4: 33-47
50.	Dowd H, Hogan MJ, McGuire BE, Davis M, Sarma KM, Fish RA et al. Comparison of an
Online Mindfulness-based Cognitive Therapy Intervention with Online Pain Management
Psychoeducation: A Randomized Controlled Study.Clin J Pain. 2015 Jan 6. [Epub ahead
of print]
51.	Chiesa A, Serretti A. Mindfulness-based interventions for chronic pain: a systematic
review of the evidence. J Altern Complement Med. 2011 Jan;17(1):83-93. doi: 10.1089/
acm.2009.0546.
52.

Broom B. Meaning-full disease. London: Karnac Books; 2007

53.	Hsu M, Schubiner H. Recovery from chro¬nic musculoskeletal pain with psychodynamic consultation and brief intervention: a report of three illustrative cases. Pain Med
2010;11:977-980
54.

FPM revised curriculum (need website link)

55.	Gordon A, Cone EJ, DePriest AZ, Axford-Gatley RA, Passik SD. Prescribing opioids
for chronic noncancer pain in primary care: risk assessment. Postgrad Med. 2014
Sep;126(5):159-166
56.	Nicholas MK, Molloy AR, Brooker C. Using opioids with persisting noncancer pain:
a biopsychosocial perspective. Clinical Journal of Pain. 2006;22(2):137-46
57.	Machado GC, Maher CG, Ferreira PH, Pinheiro MB, Lin CC, Day RO, McLachlan
AJ, Ferreira ML. Efficacy and safety of paracetamol for spinal pain and osteoarthritis:
systematic review and meta-analysis of randomised placebo controlled trials. thebmj BMJ
2015;350:h1225 doi: 10.1136/bmj.h1225
58.	Roelofs PD, Deyo RA, Koes BW, Scholten RJ, van Tulder MW. Non-steroidal antiinflammatory drugs for low back pain. Cochrane database of systematic reviews 2008
Issue 1. Art No.:CD000396. DOI:10.1002/14651858.CD000396.pub3
59.	Franklin GM, Rahman EA, Turner JA, Daniell WE, Fulton-Kehoe D. Opioid Use for
Chronic Low Back Pain:A prospective, population-based study among injured workers in
Washington State, 2002-2005. Clin J Pain 2009;25:743–751
60.	Bohnert AS, Valenstein M, Bair MJ, Ganoczy D, McCarthy JF, Ilgen MA, Blow FC.
Association between opioid prescribing patterns and opioid overdose related deaths.
JAMA 2011;305:1315–1321
61.	Franklin GM. Opioids for chronic noncancer pain: a position paper of the American
Academy of Neurology. Neurology 2014;83;1277-1284

Page 8 PM01 2015

FURTHER READING
•

 allantyne JC, Shin NS.  Efficacy of opioids for chronic pain: A review of the evidence.
B
Clin J Pain 2008; 24:469-478.

•

 allantyne JC, LaForge KS.  Opioid dependence and addiction during opioid treatment of
B
chronic pain. Pain 2007;129:235-255.

•

 hou R, Fanciullo GJ, Fine PG, et al. Clinical guidelines for the use of chronic opioid
C
therapy in chronic noncancer pain. J Pain 2009; 10:113-130.

•

 hou R, Fanciullo GJ, Fine PG, et al.  Opioids for chronic non-cancer pain: Prediction and
C
identification of aberrant drug-related behaviors: a review of the evidence for an American
Pain Society and American Academy of Pain Medicine Clinical Practice Guideline. J Pain
2009;10:131-146.

•

 ohen ML, Wodak AD. The judicious use of opioids in managing chronic noncancer pain.
C
Medicine Today 2010, 11(2) (February):10-18

•

 ohen ML, Wodak AD. Opioid prescribing in general practice: a proposed approach.  
C
Medicine Today 13:24-32, 2012.

•

 innerup NB, Attal N, Harantoumi S et al.  Pharmacotherapy for neuropathic pain in
F
adults: a systematic review and meta-analysis. The Lancet Neurology 2015; 14:162-173

•

 oucke R, Schutze M. What a pain! Managing it through the continuum.  Medicine Today
G
2009; 10(7) (July): 51-60.

•

 ourlay DL, Heit HA, Almahrezi A. Universal precautions in pain medicine: A rational
G
approach to the treatment of chronic pain. Pain Med 2005;6:107-112.

•

 unter New England NSW Health. Reconsidering opioid therapy. May 2014
H
http://www.hnehealth.nsw.gov.au/pain/health_professionals/medical_practice_guidelines

•

 assik SD, Kirsch KL.  The interface between pain and drug abuse and the evolution
P
of strategies to optimize pain management while minimizing drug abuse. Exp Clin
Psychopharm 2008; 16:400-404.

•

 he Royal Australasian College of Physicians. Prescription Opioid Policy: Improving
T
management of chronic non-malignant pain and prevention of problems associated with
prescription opioid use. RACP 2009. http://www.racp.edu.au/page/policy-and-advocacy/
public-health-and-social-policy

FACULTY OF PAIN MEDICINE PROFESSIONAL DOCUMENTS
POLICY – defined as ‘a course of action adopted and pursued by the Faculty. These are
matters coming within the authority and control of the Faculty.
RECOMMENDATIONS – defined as ‘advisable courses of action’.
GUIDELINES – defined as ‘a document offering advice’. These may be clinical (in which case
they will eventually be evidence-based), or non-clinical.
STATEMENTS – defined as ‘a communication setting out information’.
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This document has been prepared having regard to general circumstances, and it is the
responsibility of the practitioner to have express regard to the particular circumstances of each
case, and the application of this policy document in each case.
Professional documents are reviewed from time to time, and it is the responsibility of the
practitioner to ensure that the practitioner has obtained the current version. Professional
documents have been prepared having regard to the information available at the time of their
preparation, and the practitioner should therefore have regard to any information, research or
material which may have been published or become available subsequently.
Whilst the College and Faculty endeavours to ensure that documents are as current as possible
at the time of their preparation, they take no responsibility for matters arising from changed
circumstances or information or material which may have become available subsequently.
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