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SUMMARY
Opioids have important roles in the time-limited treatment of acute and cancer pain, end-of-life
pain or dyspnoea, and in opioid dependency.
Maintaining focus on biomedical treatments, including drugs, has limited success in chronic pain.
Active self-management and healthy lifestyle choices are fundamental to addressing multisystem
complexity and harnessing neuroplasticity in chronic pain.
Addressing psychosocial maladaptations and physical deconditioning requires a variety of
approaches, frequently involving multiple care providers.
In practice, most pain care is delivered outside specialist centres by GPs and other non-pain
specialists. Although they are well placed to provide multimodal care, they often lack training and
confidence in delivering this care.

Introduction
Codeine rescheduling in February 2018 prevented
consumers accessing over-the-counter opioids
without a prescription.1 This presents a major
challenge because of the number of patients
involved – over 15 million packs of over-the-counter
opioid analgesics were purchased in Australia in 2013,
accounting for 36.6% of total opioid pack sales.2
Chronic pain is defined as pain lasting beyond the
time of tissue healing or for over three months.3
Almost half of GP consultations involve some
discussion of pain, usually relegated behind
comorbidities such as obesity and diabetes or
psychiatric and substance-use disorders.4,5 Chronic
pain challenges classic models of diagnosis
and treatment.
Trials indicate that the best care for chronic pain
involves self-management by the patient and a
multidisciplinary approach through a pain centre
rather than GP ‘treatment as usual’.6-9 However, a
large US outpatient study found that only 0.12% of
chronic pain consultations involved pain specialists.10
While less expensive, GP care does not become
cost effective until it addresses physical disability
alongside pain-related thoughts, emotions and
behaviours.11 However, GPs have the advantage of
capacity, accessibility (geographical and financial)
and the potential to provide longitudinal, holistic and
opportunistic care.7 For this reason, it is important
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GPs do not feel that treating chronic pain simply
requires a choice between prescribing opioids or
referring to specialist care.
Multimodal, multidisciplinary chronic pain care can
be translated into time-poor primary care settings.
Practice policies, holistic assessment then drug and
non-drug approaches need to be explored.

Practice policies
A proactive pain management approach that begins
at the reception desk can encourage optimum
care. Suitable practice policies include refusing
phone scripts, ensuring continuity of care with one
doctor, displaying a sign about the opioid policy,
and using Medicare items that support complex and
collaborative care.

Ongoing holistic assessment
Even in acute pain, standard care is enhanced by a
broad, ‘whole person’ assessment. The psychosocial
dimension includes assessment of mood, cognitions,
trauma, suicide risk and the social context of the
presenting problems (e.g. workers’ compensation,
family issues). Additional components incorporate
physical activity, sleep patterns, nutrition, and past
or current use of addictive substances including
prescription drugs. Practice nurses can play a role
in implementing time‑efficient assessments of
chronic pain.
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Practical steps for assessment include:

••

Regular use of validated brief outcome tools.
Just asking patients how bad their pain is out
of 10 is simplistic in chronic pain and tends
to elicit default opioid prescriptions.12 The
three‑item PEG scale allows a broader and readily
repeatable assessment and only requires a few
extra seconds.13

••

Assessing cognitive aspects. Identify psychosocial
risks early using a tool such as the ten-item Örebro
Musculoskeletal Pain Screening Questionnaire.14
Ask what the patient is concerned about or fears
the most regarding their pain. This will guide
targeted reassurance.15

••

Assessing physical activity. Use the Five Times Sit
to Stand Test (taking over 15 seconds correlates
with an increased risk of falls).16 The patient should
be encouraged to do the best they can without
significantly flaring their pain.

Why opioids are no longer
first line
Guidelines for using opioids to treat pain have
changed markedly, with prescription now being
recommended only for acute pain, active cancer pain
or palliative care. There is evidence to support longterm opioids as substitution therapy to minimise harm
from dependency in opioid use disorders.
Prescribing opioids for over a week for acute pain
doubles the risk of long-term use at one year (6%
to 13%) and this risk doubles again (to 29.9%) if the
initial prescription lasts a month.17 Dispensing in
Australia increased 15-fold between 1992 and 2012,
predominantly reflecting long-term opioid provision
for chronic pain.18
The absence of long-term efficacy data has finally
been addressed in a landmark randomised controlled
trial of long-term opioids compared to non-opioid
medicines for chronic musculoskeletal pain. During
a year of collaborative care, the initiation of opioids
failed to improve function, but caused more adverse
effects and marginally worse pain intensity.19
Adverse effects include opioid-induced hyperalgesia
and tolerance which cause a perceived increase in
pain and need for dose escalation. Recent animal
and human studies indicate that opioids may actually
contribute directly to chronic pain. This toxicity
may commence after brief exposure and leave a
vulnerability to increased pain responses that may
be of indefinite duration.20 Other long-term opioid
toxicities include depression, sleep interference,
hypogonadism, prolonged disability and delayed
return to work.21-23

Suggested strategies to mitigate the risk of
addiction (i.e. universal precautions) resemble an
assortment of opioid substitution therapy approaches.
However, these strategies fail to reliably predict or
identify abusers or mitigate risks,3,6 and are rarely
implemented by GPs.24 When initiated with dose
reduction, risk mitigation strategies do not worsen
pain control or quality of life.25

Tapering or stopping opioids
In general, introducing multimodal chronic pain care
will facilitate opioid tapering or cessation and so
improve pain outcomes and lower opioid-related risks
both to patients and, when diverted, to their social
network.26 GPs need to first estimate total opioid dose
in morphine equivalents using conversion tables.27
Starting at a lower equivalent dose when rotating or
simplifying regimens will reduce the risk of overdose.
The deprescribing process may prove challenging –
gradual weaning may be derailed by an abstinence
syndrome involving insomnia, emotional blunting,
deficits in executive control and the exacerbation or
re-emergence of comorbid psychiatric disorders.28 If
an attempt at deprescribing has been unsuccessful, it
may be wise to plan a slower taper or consider opioid
substitution therapy.
It is unwise to assume that new patients already
taking opioids have a continuing need for opioid
prescription. Difficult conversations may follow
as doctors explain why opioids are no longer
recommended for chronic pain. The requirement to
comply with relevant state or territory regulations
is protective in this setting.29 In some cases,
providing limited dispensing and ‘methadone-style’
supervision may help to minimise harms such as
abuse or overdose. It is important to consider safety
strategies such as take-home naloxone for patients
and families,30 fentanyl patch exchanges6 and the
avoidance of benzodiazepine co-prescription.3,6

Non-opioid medicines
Patients consider meaningful chronic pain relief
equates to at least 50% reduction in pain intensity.
A systematic review found medicines, opioids or
otherwise, do not achieve this for most patients.31 This
finding was endorsed recently by a Canadian review
of the limited evidence for non-opioid analgesics
which included non-steroidal anti-inflammatory drugs,
antidepressants and antiepileptics such as pregabalin
and gabapentin.6
As well as practising evidence-based medicine,
doctors should identify and stop harmful or
ineffective therapies. Regular pain reviews facilitate
the early deprescribing of ineffective medicines.31
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More effective approaches
Recent concepts of pain look past any nociceptive
(damaged tissue) or neuropathic (damaged nerve)
contributors, to the role of brain interpretation, central
sensitisation, descending modulation and immune and
endocrine activation.32-34 The interpretation of pain by
the brain involves encoding of signals from multiple
sources and is more likely to occur when the person
perceives a threat or danger. The pain experience is
dampened or amplified by the dopamine (reward)
system and the limbic system (emotions, motivations,
learning and memory). Current theorists conceptualise
pain as a warning system that consciously or
unconsciously selects which behaviours will ensure
the survival of the individual or their tribe.35
We need to educate patients that, just as their
chronic pain is not a simple readout of the severity of
tissue damage, their pain management must move
beyond a narrow sensory focus. Education allows
patients to reframe their treatment needs away
from solely tissue-focused and passively received
interventions. Explaining the neuroscience of pain
has actually been shown to improve pain, movement
and fear-avoidance,36 especially when provided with
active strategies such as encouraging the patient to
gradually resume normal activities in a paced manner
and assistance with sleep disturbance.
Ultimately, non-drug interventions have the
potential to improve outcomes for chronic pain and
comorbidities4 and tend to be low-tech, low-cost and
low-risk. GPs can deliver multimodal care themselves
in micro-interventions over multiple consultations.7,37
They can supplement their patient care with
workbook and online programs (see Box) or may
collaborate with or refer to allied health providers.

Physical treatment
Establishing safe, consistent patterns of movement
can calm nervous system arousal and reduce central
sensitisation.38,39 This can be facilitated by negotiating
treatment goals that reflect meaningful and enjoyable
activities, not just pain relief. Goals should be
achievable and measurable with activities starting
well below what the patient can do before gradually
building their functional capacity. For example, sit-tostand exercises can be used as the basis of a simple
home-based strength program, starting from a raised
seat height to reduce effort. Activity pacing and
graded exercise avoids the ‘boom then bust’ trap and
helps reduce pain, fatigue and depression.4
Pacing encourages patients to maintain relatively
constant daily activity despite their pain levels. This
means capping activity at the daily goal when pain is
mild and using self-management strategies to increase
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activity to the daily goal when pain is more severe. Rotating
time-limited activities decreases the frequency and often
the intensity of pain flare‑ups and potential recourse to
opioids.40 Behavioural activation, delivered by clinicians
without specialist training, may also improve depression
as effectively as formal cognitive behavioural therapy.41

Psychological treatments
It is important to explore any cognitive, behavioural
and affective factors contributing to pain and suffering.
Clinicians can help patients to recognise and modify
unhelpful cognitions such as catastrophising, ‘black and
white’ thinking and beliefs that drive fear-avoidance
behaviours.15,42,43 It is critical to identify and treat
depression or anxiety.42 Treatments include encouraging
the scheduling of pleasurable activities, relaxation and
exercise based on pacing principles. Antidepressants
that may have an impact on pain include duloxetine
and low-dose amitriptyline. Relaxation strategies,
mindfulness, self-awareness and non-judgemental
acceptance can help to self-regulate distress in the
presence of pain.42 As well as directly supporting pain
self-management, calming the nervous system and mind
assists in alleviating insomnia and anxiety.
Patients frequently report using tobacco, cannabis and
alcohol as a coping strategy.22 Despite the perception
of short-term relief, these substances retard function by
disturbing learning, memory and sleep architecture.22
For insomnia, first-line management involves cognitive
behavioural strategies including sleep or bedtime
restriction, avoiding screens before bedtime and other
sleep hygiene measures.44

Social engagement
People typically feel safe when socially well connected
and feel under threat when isolated. Meaningful positive
social engagement at work or home is crucial for pain
recovery. For example, the pain threshold is elevated
when sharing a laugh with friends.45 Partners may aid
recovery by being goal-oriented and by avoiding being
unreasonably critical or over-solicitous. When sexual
intimacy has been lost, re-establishing it may require an
adaptation of activity pacing known as sensate focusing.46

Nutrition
As with other chronic metabolic illnesses, obesity is
frequently associated with chronic pain.47 The gut
microbial profile or microbiome has been hypothesised
to be the nexus between the Western diet and
the maladaptations in the nervous, immune and
endocrine systems.48 These may interlink with a lowgrade inflammatory state (metaflammation).34 Simple
nutritional interventions for pain encourage consuming
five serves of vegetables per day and two of fruit while
reducing intake of sugary and processed foods.34
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Conclusion
Long-term opioid therapy for analgesia is a surrogate
for simplistic conceptualisations of pain and leads to
inadequate pain management.7 Effective care includes
moving beyond a focus on pain relief and prescribing
drugs. To do this, clinicians need to be familiar with
the alternatives and become confident in their use so
they can help patients to understand the benefits of
deprescribing. However, some patients will require
opioid substitution therapy.
A medical system that rewards rapid patient
throughput, subsidises opioid analgesics, and focuses
on ‘quick fixes’ will never untangle the many strands

of suffering contributing to chronic pain. We need to
give our patients hope for wellness and some sense
of control over their adversity. Opioid deprescribing
together with multimodal measures will improve
individual and public health, and reduce chronic pain
and associated comorbidities.4,26
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educational work with Mundipharma, Janssen and Pfizer prior
to 2013. Newman Harris declares payments for services from
Mundipharma, Janssen and Pfizer. Michael Nicholas receives
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Box Pain management resources
Clinician resources

Websites

Australian Pain Management Association. Pacing activity. Brisbane:
APMA; 2015. www.painmanagement.org.au/2014-09-11-13-35-53/
2014-09-11-13-36-47/166-pacing.html [cited 2018 Mar 27]

Pain Management Network. Sydney: Agency for Clinical Innovation; 2018.
www.aci.health.nsw.gov.au/chronic-pain [cited 2018 Mar 27]

Sleep restriction therapy. San Jose, CA: Kaiser Permanente; 2006.
https://thrive.kaiserpermanente.org/care-near-you/northern-california/
sanjose/wp-content/uploads/sites/7/2015/10/sleep-restriction-rev2_
tcm28-557887.pdf [PDF] [cited 2018 Mar 27]
Pain intensity, Enjoyment of life, General activity (PEG) assessment tool.
https://ndarc.med.unsw.edu.au/sites/default/files/ndarc/page/PEG.pdf
[PDF] [cited 2018 Mar 27]
[Example of a sign for the waiting room explaining the practice’s
opioid and benzodiazepine medication policy to patients]
https://ndarc.med.unsw.edu.au/sites/default/files/ndarc/page/GP%20
Prescribing%20Practice%20Sign.pdf [PDF] [cited 2018 Mar 27]

Training
Faculty of Pain Medicine, Australian and New Zealand College of
Anaesthetists. Better pain management: pain education for
professionals. [Twelve brief online education modules]
https://www.betterpainmanagement.com [cited 2018 Mar 27]
Pain Management Research Institute, University of Sydney. Webinar
skills training in pain management: putting cognitive behavioural
therapy skills into practice. [Online, interactive webinars training in
CGT skills for pain] http://sydney.edu.au/medicine/pmri/education/
continuing/webinar.php [cited 2018 Mar 27]
Non-pharmacological management of chronic pain. Presented by
the Black Dog Institute [recorded webinar]. https://medcast.com.au/
courses/109 [cited 2018 Mar 27]

Books

painHEALTH. Easing musculoskeletal pain. Perth: painHEALTH; 2017.
https://painhealth.csse.uwa.edu.au [cited 2018 Mar 27]
Hunter New England Local Health District. Pain. Newcastle: Hunter
Integrated Pain Service; 2016. www.hnehealth.nsw.gov.au/Pain/Pages/
Pain.aspx [cited 2018 Mar 27]

Patient online training in cognitive behaviour therapy for pain
https://thiswayup.org.au. This program seeks to reproduce training
provided at a multidisciplinary clinic. It costs $59 for eight lessons and
participants may access it over a year. Participants need to be referred
by a registered clinician who can then receive feedback about their
patients’ progress.
https://mindspot.org.au/pain-course. This program is free and is
accessible without a referral. It provides five mental health self-help
lessons over two months with weekly support from a therapist. A
YouTube introduction is available.
www.cci.health.wa.gov.au/resources/consumers.cfm. Centre for Clinical
Interventions. Consumer resources. Perth: Government of Western
Australia Department of Health; 2016.

Brainman brief educational videos
Understanding pain in less than 5 minutes, and what to do about it! 2013
Jan 15. www.youtube.com/watch?v=C_3phB93rvI [cited 2018 Mar 27]
Understanding Pain: Brainman stops his opioids. 2014 Oct 3.
www.youtube.com/watch?v=MI1myFQPdCE [cited 2017 Mar 27]
Understanding Pain: Brainman chooses. 2014 Oct 3.
www.youtube.com/watch?v=jIwn9rC3rOI [cited 2017 Mar 27]

Davies S, Cooke N, Sutton J. Rewire your pain: an evidence based
approach to reduce chronic pain. Brisbane: Australian Pain Management
Association; 2015.
Nicholas M, Molloy A, Tonkin L, Beeston L. Manage your pain: practical
and positive ways of adapting to chronic pain. 3rd ed. Sydney: Harper
Collins Publishers Australia; 2011.
Edelman S. Change your thinking with CBT: overcome stress, combat
anxiety and improve your life. London: Ebury Publishing; 2006.
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