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Outline  

 Background information  

       - Appreciate lessons learnt from the US opioid epidemic 

       - Understand why opioids have been used in chronic non malignant pain  

       - Risks and benefits of opioids 

       - Opioids Aware: key messages and content 

       - Safety and opioids: what does a patient need to know? 

       - Prescription opioids: recognising risk factors 

  

 Opioid and gabapentinoid  prescribing and deprescribing: sharing and  

   learning from good practice  

 

 How can a HCP promote and support self management within a consultation? 

 

 Pain management: keeping your knowledge up to date, accessing education,  

   training and resources 
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Prescription opioid deaths  
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USA: Opioid misuse epidemic  



5 

 11% Americans (adults) experienced chronic pain (CDC 2016)   

 Over prescribing of opioids has led to enormous societal problems in USA 

(Ballantyne 2012) 

 National epidemic of opioid related overdoses, deaths and addictions (Volkow & 

McLellan 2016) 

  2016: Overdoses involving opioids killed more than 42,249  people. 40% of 

those deaths were from prescription opioids (Hedegaard et al 2017) 

 2017: 70,237 drug overdose deaths: Opioids were involved in 47,600 overdose 

deaths (67.8% of all drug overdose deaths) (CDC 2018) 

 On average, 130 Americans die every day from an opioid overdose (CDC 2018) 

 

 

US opioid misuse epidemic  
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Is the UK on the same slippery slope? 
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1. Cost 

  £263 million of tax payers money spent in England in 2017 on prescription 

opioids  

2. Increase in prescriptions 

 90% prescribed by GPs’ - GPs prescribe twice as many opioids as they did 10 

years ago  

 90% of nearly 24 million opioids prescribed annually are for chronic non-cancer 

pain 

3. Limited effectives 

 90% of opioids prescribed do not work for chronic non-cancer pain 

4. Risks 

 300,000 people in the UK are said to be problem users 

 

Evening Standard: March 2018 
https://assets.standard.co.uk/opioids/index.html 
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The number of people attending hospital with poisoning  

from opioids more than doubled to 11,000  between 2005-06 and 2015-16  
(NHS Digital. Note: 2016-17 data provisional). 

 

 

 

Overdose – prescription opioids   
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Variation in English CCGs in opioid prescribing in 

equivalent mg of morphine from 

 August 2010 to February 2014  

Luke Mordecai et al. Br J Gen Pract 

doi:10.3399/bjgp18X695057 

©2018 by British Journal of General Practice 
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https://www.gov.uk/government/news/prescribed-medicines-that-may-cause-dependence-or-withdrawal 

PHE: public-health focused review 
Jan 2018   

Included within the scope 

of the review are: 

 adults (age 18 and over) 

 

 medicines that may cause 

dependence and 

discontinuation syndrome: 

       - opioids 

       - gabapentinoids  

       -  benzodiazepines  

       -  Z-drugs  

       -  antidepressants 
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20th 21st 

Why have opioids been used for 

 chronic non-cancer pain? 
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 Pain relief viewed as a basic human right- Pain as ‘the 5th vital sign  

 

 Early emerging literature lead to a view that opioids may play a role in long 

term pain 

  

 Significant pharmaceutical marketing 

 

 Absence of guidance or direction about which opioids to use and to what 

dose 

 

 Many patients  ‘held/ still hold strong views’ that opioids are helpful 

 

 Lack of access to non pharmacological strategies  

 

 Traditional medications no longer in favour 

 

 The known gap between knowledge and clinical practice  

 

  

Why have opioids been used for 

 chronic non-cancer pain?  



14 

Why have opioids been used  

for persistent pain?  
Stannard 2013 

 

Because... 

 People with persistent pain may exhibit distress 

 Distress can lead to clinicians prescribe 

 Persistent pain can be hard to treat so prescribing 

   something strong is a tempting idea 

 

 

 

 

L.1 
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Ballantyne and Sullivan 2015 

 Pain intensity ratings do not necessarily reflect extent or severity of tissue  

  damage. 

 

 Suffering may be related as much to the meaning of pain as to intensity. 

 

 Persistent helplessness and hopeless may be the root causes of suffering for 

   patients with chronic pain yet be reflected in a report of high pain intensity. 

 

 Inappropriate reliance on pain intensity ratings tends to result in the use of 

  opioid treatment for patients with mental health or substance abuse problems. 

Why have opioids been  

 used for persistent pain? L.2 
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Chronic Pain & the  

WHO analgesic ladder L.3 

PresQuipp B 52 V2 2013 
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Opioids Aware 
2015 

www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware 
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1. Opioids are very good analgesics for acute pain and end of life 

pain but there is little evidence that they are helpful for long-

term pain. 

 

2. A small proportion of people may obtain good pain relief with 

opioids in the long term if the dose can be kept low and use is 

intermittent, but it is difficult to identify these people at the start 

of treatment. 

 

3. The risk of harm increases substantially at doses above an oral 

morphine equivalent of 120 mg/day, but there is no increased 

benefit. 

 

4. Opioids should be discontinued if the person is still in pain 

despite using opioids, even if no other treatment is available. 

 

5. A detailed assessment of the emotional influences on the 

person's pain experience is essential for people with chronic 

pain who also have refractory and disabling symptoms, 

particularly if they are on high opioid doses. 

IASP 2015 
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Opioids Aware:  
risk of adverse selection 

Opioids Aware 2015 

Adverse selection is where ‘the most risky drug regimes are prescribed to 

the patients most likely to be harmed by them’ Stannard 2018  BJA 120(6) 1148  

Risk of running into problems with 

 high dose opioids  

    Patient factors 

         - Depression/common mental health diagnoses 

         - Alcohol misuse/non-opioid misuse 

         - Opioid misuse 

     Drug factors 

       - High doses 

       - Multiple opioids 

       - More potent opioids 

       - Concurrent benzodiapines/sedative drugs 
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 Chronic pain treatment strategies that focus on improving the quality 

of life, especially those integrating behavioural and physical 

treatments, are preferred. 

 

 

 IASP recommends caution when prescribing opioids for chronic pain.  

 

 There may be a role for medium-term, low-dose opioid therapy in carefully 

selected patients with chronic pain who can be managed in a monitored 

setting. However, with continuous longer-term use, tolerance, 

dependence, and other neuroadaptations compromise both efficacy and 

safety.  

https://www.iasp-pain.org/Advocacy/OpioidPositionStatement 

 

 

Chronic pain and opioid effectiveness 
IASP 2018  
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November 2018  
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Three-talk model of shared decision making, 2017.  

Glyn Elwyn et al. BMJ 2017;359:bmj.j4891 

 

Prescription opioids:  

effectiveness versus harm 
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In trials: 

 Most medicines for long-term pain only benefit around one in every four 

or five people and on average only provide a 30% reduction in pain                                                                                                                                                                                                                    

(Opioids Aware 2015).  

 

 Clinical practice: probably fewer than one in ten patients prescribed 

opioids in real life….will be helped much at all, with benefit being 

modest at best but potentially life changing for the better when it occurs 
(Stannard 2018  BJA 120 (6) 1148). 

 

 There is no particular type of pain that is more suitable for or responsive 

to opioid treatment (Stannard 2018).   

 

 Short term efficacy does not guarantee long-term efficacy(Opioids Aware 2015) .  

 

 

 

 

 

 

 

Chronic pain and opioid effectiveness 
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Opioid adverse effects & risks  

Nausea or vomiting   Endocrine dysfunction   

 

 

Overdose  

(risk is dose dependent) 

Itching Immune system 

 

Misuse: 1.4-1.5 

Abuse/diversion 

Feeling dizzy/sleepy/ 

confused 

 

Opioid hyperalgesia 

 

Addiction (dependency) 

1.10-1.11 

Chronic constipation  

 

Falls and fractures 

 

Co-prescriptions with 

hypnotics & CNS 

depressants including 

alcohol  

Weight gain  

 

Road traffic accidents  

 

Serotonin syndrome  

Difficulty in breathing at 

night/respiratory 

depression  

 

Neonatal abstinence 

syndrome 

  

 

Refractory tolerance, when 

treating acute or end of life 

pain  
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BNF app 
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Prescription opioids: patient information  

https://www.westsuffolkccg.nhs.uk/clinical-

area/prescribing-and-medicines-

management/formularies-and-guidelines/ 
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Recognising the patient on  

high doses of opioids  

Prescription  Guesstimate 

of oral MED/d  

Calculated dose of 

 oral MED/d  

1. OxyCodone modified release 60 

mg twice a day 

 

2. Fentanyl transdermal patch 75 

microgram hour  

 

3. Buprenorphine transdermal patch 

70 microgram an hour 

 

4. Tramadol 100 mg four times a day 

 

5. Buprenorphine 20 microgram an 

hour plus codeine 60 mg four 

times a day 

MED/d = Morphine equivalent dose / day  
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https://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-

aware/structured-approach-to-prescribing/dose-equivalents-and-

changing-opioids 
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Recognising the patient on high 

doses of opioids  
Prescription  Guesstimate 

of oral MED/d  

Calculated dose of 

 oral MED/d  

1. OxyCodone modified release 60 

mg twice a day 

 

240 mg MED/d 

2. Fentanyl transdermal patch 75 

microgram hour  

 

270 mg MED/d 

3. Buprenorphine transdermal patch 

70 microgram an hour 

 

168 mg MED/d 

4. Tramadol 100 mg four times a day 

 

60 mg MED/d 

5. Buprenorphine 20 microgram an 

hour plus codeine 60 mg four 

times a day 

72 mg MED/d 

MED/d = Morphine equivalent dose / day  
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Dose equivalence charts 
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Dose equivalence calculator  

Recommended by NHS Scotland 

http://paindata.org/calculator.php 
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Opioids and chronic pain:  

initiation trial and  monitoring    
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https://www.westsuffolkccg.nhs.uk/clinical-area/prescribing-and-medicines-management/formularies-and-guidelines/ 

 

Opioid tapering resource pack 
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Education and therapies   
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https://dtb.bmj.com/content/56/10/118 

Key resources  
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Gabapentinoids  

 The rate of patients newly treated with gabapentinoids has tripled from 

2007 to 2017 in primary care. 

 

By 2017  

 50% of gabapentinoid prescriptions were for an off-label indication. 

 20% of gabapentinoid prescriptions had a co-prescription for opioids.  

 

 

PHE 2014 

MHRA 2017 
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First option 

• Amitriptyline, duloxetine, gabapentin or 

pregabalin as initial treatment (except 

trigeminal neuralgia). 

Second, third and fourth option 

• If the initial treatment is not effective or is not 

tolerated, offer one of the remaining 3 drugs, 

and consider switching again if the second and 

third drugs tried are also not effective or not 

tolerated etc. etc 

 

 

Consider 

• NSAIDs  for LBP 

• Weak opioids with or without paracetamol for 

management of acute LBP only if NSAID 

contraindicated, not tolerated or in effective  

Do not offer 

• Paracetamol alone for LBP 

• Opioids routinely for acute LBP 

• Opioids for chronic low back pain  

• SSRIs, SNRIs, TADs or anticonvulsants for 

LBP 

See NICE CG 173 for management of sciatica  

 

 

Gabapentinoids  
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Gabapentinoid  
background and evidence  

https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/11/Gabapentinoid-Quick-Reference-Guide-23112018-Final-v1.0.pdf 

* * 
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Changing evidence base 

• Moderate to high quality evidence 

that anti-convulsants are ineffective 

for treatment of LBP or lumbar 

radicular pain.  

 

• High quality evidence that 

gabapentinoids have a higher risk of 

adverse effects.  

• Gabapentin at doses of 1800 mg to 

3600 mg daily (1200 mg to 3600 mg 

gabapentin encarbil) can provide good 

levels of pain relief to some people 

with post herpetic neuralgia and 

peripheral diabetic neuropathy. 

Evidence for other types of 

neuropathic pain is very limited.  
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Gabapentinoids for neuropathic pain  
WSCCG 2017  

  

 Gabapentinoids should be used only 

as part of a wider management plan 

 

 Hyperlinks embeded within ladder    

 

 Included trial and discontinuation 

guidance 

 

 Pregabalin on advice from West 

Suffolk Pain Services 

 

 Review patients 3-6 monthly   
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Some of the adverse effects & risks 
(Adapted from Granger 2018) 

 
Dizziness  
24-31% 

Ataxia  

 

Somnolence 
 22% 

Cognitive impairment including memory  

Peripheral oedema Depression /suicidal ideation  

Weight gain 

 6% 

Diversion/misuse/abuse 

Dry mouth/blurred vision   

 

Co-prescriptions with hypnotics & CNS 

depressants including alcohol  

Sexual dysfunction  
Decreased libido 35% 

Erectile dysfunction 51% 

Decreased libido 35% 

Anorgasmia 35% 

Death  
England and Wales  2016-165 deaths in England and 

Wales of which 147 involved an opioid (ONS 2017) 

  

 

 Rate of adverse effects (AEs) are dose related which increases 

with higher doses  

 

 No clear relationship between AEs to age 
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Misuse, abuse and dependent use 

• http://www.publichealth.hscni.net/sites/default/files/Pregabalin%20Guidance%20Booklet%20A4%20Final%20Web_0.pdf 

• https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/11/Gabapentinoid-Quick-Reference-Guide-23112018-Final-v1.0.pdf 

 

High risk patients  

Assessment of the balance between benefits and risk essential 

 History of substance misuse 

 Request for initiation of gabapentinoids following liberation from prison services  

 Specific request for initiation of gabapentinoids 

 Repeated early prescription requests 

 Repeatedly lost prescriptions 

 Contact out of hours services for supplies of medication  
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 Gabapentinoid to  placed under Schedule 3 of the Misuse of Drugs Regulations 

2001 and Class C of the Misuse of Drugs Act 1971 form April 2019   

Patient information  

 Why: illicit drug use (dependency, misuse or diversion)  increased in deaths.  

 It is illegal to possess controlled substances without a prescription or to sell or 

otherwise supply them to others. 

 Prescriptions of pregabalin and gabapentin will be limited to 30 days’ treatment, and 

repeat prescriptions will not be issued. Any prescription received must be dispensed 

within 28 days. 

 

Gabapentinoid reclassification 
(2018)  
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Pregabalin and gabapentin withdrawal 

summary guidance  
WSCCG 2019  
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 Incidence  and severity of 

withdrawal symptoms may be dose 

and speed of reduction related (PHE 

2014, Granger 2018, SPC 2018). 

 

 Several case reports of serious 

withdrawals requiring hospitalisation 

or intensive therapy (Granger 2018).  

 

 Gradually reduction advised  to 

minimise symptoms of withdrawal 

and allow assessment of response 
(NHS Scotland 2018) .  

 
 
 

Pregabalin and gabapentin withdrawal 
summary guidance: withdrawal symptoms   

http://www.publichealth.hscni.net/sites/default/files/Pregabalin%

20Guidance%20Booklet%20A4%20Final%20Web_0.pdf 
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Gabapentinoids:  
Key resources and quick reference guide   

https://www.therapeutics.scot.nhs.uk/wp-

content/uploads/2018/11/Gabapentinoid-Quick-

Reference-Guide-23112018-Final-v1.0.pdf 

https://www.therapeutics.scot.nhs.u

k/pain/ 

https://www.omicsonline.org/open-

access/gabapentinoids-for-chronic-pain-do-the-

harms-outweigh-the-benefits.pdf 
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It is recommended that health care professionals (HCPs) should 

work with patients to develop: 

 

1. Their understanding of chronic pain. 

2. The value of self-management and non-pharmaceutical 

approaches.  

3. Supportive strategies  to enable  people to access the tools, 

resources and support available to put these approaches in to 

practice. 

 

. 

 

 

 

 

 

 

Supporting self-management 
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Non-pharmacological hyperlinks 
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 Steps to promote and support 
 self-management  
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     Australian video:  

 

 

 

 

 

  Understanding pain and what to do about it in less than 5 mins 

Step 1: Explain pain  
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Step 2: Resources/tools   
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For Clinicians  For patients 

New websites developed by clinicians 
 for clinicians and patients  

https://livewellwithpain.co.uk/ 
http://my.livewellwithpain.co.uk/ 
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Summary-a good prescription  
(Stannad 2016, 2018 ) 

Key message 

 So giving a prescription for something that is likely not to work 

is a clinical ‘big deal’ in relation to iatrogenic harm 

 Stannard BJA 2018 120(6) 1148  

 Is effective for the condition 

 Does not harm the patient 

 Does not harm anyone else 

 Is acceptable to the patient 

 Is legal and accurate  
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Summary 

 Opioids are valuable in the management of acute pain, pain related to cancer  and for pain 

management at the end of life. 

 There is a lack of robust evidence on the benefit of long-term opioids in the management 

of chronic pain. 

 Ensure you are able to explain chronic pain and support self-management strategies  

 Inappropriate use of long-term opioids in chronic pain is associated with serious adverse 

effects. 

 The risk of harm from opioids increases significantly above a dose equivalent to 120 

mg/day of oral morphine. 

 Identify patients most at risk of harm e.g. adverse selection.  

 In conjunction with the patient, regularly review the effect of opioid treatment and consider 

whether there is a need to reduce the dose or stop the opioid. 

 Keep abreast of changing evidence base with the use of gabapentinoids and follow local 

guidance.  
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Health coaching 
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NMP forums and conference 
NMP forum 

Friday 15th March 2019: 9:30 am  - 12:30 pm 

Thursday 11th July 2019: 9:30 am – 12:30 pm 

Monday 21st October 2019: 9:30 am – 12:30 pm 

Venue: Pod room 1 at Stow Lodge  

NMP conference  

Monday 1st July 2019 

Venue: UoS 

 

Further information 

Sarah Miller, Governance Manager, Suffolk GP Federation  

NHS Email: sarah.miller29@nhs.net 
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 e-Pain  
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Questions 

1. Historically what has the role of the physiotherapist been in:   

a)  Promoting medication safety with analgesia?  

b)  reducing the risks associated with inappropriate analgesic polypharmacy? 

 

2. What could the role of the physiotherapist be in:   

a) promoting medication safety with analgesia? 

b)  reducing the risks associated with inappropriate analgesic polypharmacy? 

 

3. Identify potential barriers and factors that would be helpful to maximise your 

potential as a physiotherapist with: 

a)  promoting medication safety with analgesia?  

b)  reducing the risks associated with inappropriate analgesic polypharmacy? 

 

Reflection and group discussion   
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Key references 

Key references 

WSCCG Pain Guidance https://www.westsuffolkccg.nhs.uk/clinical-area/prescribing-and-medicines-

management/formularies-and-guidelines/ 

 

Stannard C. 2018 Where now for opioids in chronic pain. https://dtb.bmj.com/content/56/10/118  

 

Stannard C. 2018 Pain and pain prescribing: what is in a number? British Journal of 

Anaesthesia,120 (6):1147-1149 

 

 Canadian  Guideline for Opioids for Chronic Non-Cancer Pain (2017) 

  http://nationalpaincentre.mcmaster.ca/documents/Opioid%20GL%20for%20CMAJ_01may2017.pdf 

 

CDC Guidelines for Prescribing Opioids in Chronic Pain. United States 2016 (2016) 

 https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm 

 

Opioids Aware 2015 : https://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware 
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Key resources for opioid information   

Key Resources  

 CDC Guideline for prescribing opioids in chronic pain: resources 

    https://www.cdc.gov/drugoverdose/prescribing/resources.html 

 NICE (NG 46 September 2016) Controlled Drugs: Safe use and management 

    https://www.nice.org.uk/guidance/ng46 

 NICE (KTT 21 January 2017) Medicines Optimisation in long term pain 

    https://www.nice.org.uk/advice/ktt21 

 Opioid resources 

https://www.rxfiles.ca/rxfiles/uploads/documents/Opioid-Taper-Template.pdf 

2017 Canadian Opioid Prescribing Guideline  

     http://www.cfpc.ca/uploadedFiles/CPD/Opioid%20poster_CFP_ENG.pdf 

 2017  PresQIPP 149 Jan 2017; management of non neuropathic pain 

     https://www.prescqipp.info/media/1483/149-non-neuropathic-pain-23.pdf 

2018 Quality Prescribing for Chronic Pain. A Guide for Improvement 2018-2021    

     http://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/03/Strategy-Chronic-Pain-Quality-Prescribing-for- 

    Chronic-Pain-2018.pdf 
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 PrescQIPP website 

 NHSE are promoting practices (and pharmacies) to undertake high dose 

opioid audits (doses >120mg morphine or equivalent).  The audit can be 

accessed via the following 

link:  https://www.prescqipp.info/component/jdownloads/category/420-high-

dose-opiate-searches   

In conjunction with the audit, there is also a series of recorded webinars 

available from 

 https://www.prescqipp.info/media/opioid-aware-webinar-session-1-of-2-13-

october-dr-ruth-bastable  

 https://www.prescqipp.info/media/opioid-aware-next-steps-webinar-session-2-

of-2-18-october-dr-ruth-bastable  

 https://www.prescqipp.info/prescqipp/news/media/opioids-aware-audit-

webinar-dr-ruth-bastable-9th-may  

 

Opioid resources recommendations  
(from chief pharmacists)  
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Before we move on any 

questions? 



66 

 

 

 

  

Thank you 
 

Further information and references on request  

Christine.waters4@nhs.net 

@Chrisrgwaters1 

  

 


