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Chronic Pain Burden  (Australia)

• Prevalence

• Related disability 25%

• Affected

• By 2020

• 3.2 million

• 0.8 million

• 6.4 million

• 5 million

Source Access Economics/MBF Foundation, 2007



Cost of Chronic Pain (Australia)

• Productivity

• Burden of disease

• Health system

• Carer/indirect

• DWLs

• $11.7B 34%

• $11.5B 34%

• $7.0B 20%

• $1.3B 5%

• $2.6B 7%

• $34.3B

Source: Access Economics/MBF Foundation, 2007



Pain Management as a Human Right

• Clinical practice

• Ethical practice

• Rights-based advocacy

“…if pain hurts us all,
why is there not more emphasis 
in our current discourse about health care?”



Biopsychosocial Framework for Pain
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E. Strauss, 1963

“To sense pain means to sense oneself at the same time, 

to find oneself changed in relation to the world or, 

more exactly, changed in one’s somatic 

communication with the world.”



CLINICAL ENCOUNTER

SOCIAL ENVIRONMENT

EXPERIENCE
OF “PAIN”

ATTITUDES
& BELIEFS

PSYCHOLOGICAL
DISTRESS

ILLNESS 
BEHAVIOUR

KNOWLEDGE
ABOUT “PAIN”

ATTITUDES
& BELIEFS

AFFECT

CLINICAL
BEHAVIOUR

L
A
N
G
U
A
G
E



CLINICAL ENCOUNTER

SOCIAL ENVIRONMENT

EXPERIENCE
OF “PAIN”

ATTITUDES
& BELIEFS

PSYCHOLOGICAL
DISTRESS

ILLNESS 
BEHAVIOUR

KNOWLEDGE
ABOUT “PAIN”

ATTITUDES
& BELIEFS

AFFECT

CLINICAL
BEHAVIOUR

EMPATHY

HONESTY

TOLERANCE



CLINICAL ENCOUNTER

SOCIAL ENVIRONMENT

EXPERIENCE
OF “PAIN”

ATTITUDES
& BELIEFS

PSYCHOLOGICAL
DISTRESS

ILLNESS 
BEHAVIOUR

KNOWLEDGE
ABOUT “PAIN”

ATTITUDES
& BELIEFS

AFFECT

CLINICAL
BEHAVIOUR

PREJUDICE

HOSTILITY

SUSPICION



RATIONAL THERAPY

AIMS

� Decrease pain as much as possible

� Increase function as much as possible

� Minimise adverse effects of treatment

MODALITIES

� Physical

� Pharmacological

� Psychological



PHARMACOTHERAPY

� Non-opioid analgesics paracetamol, NSAIDs

� Weak µ-opioid agonists codeine, tramadol

� Strong µ-opioid agonists morphine, oxycodone, 

hydromorphone, methadone, 

fentanyl

� Mixed opioid ant/agonist buprenorphine

� Adjuvant analgesics antidepressants, 

anticonvulsants



Ethics of Opioid Analgesia 
for Chronic Non-Malignant Pain

OPIOPHILIA
• Patient’s right to pain 

relief

• Unpredictability of opioid-
responsiveness

• Adverse effects, including 
addiction, not a problem

OPIOPHOBIA
• Patients’ motivations

• Sanctions on clinicians

• More realistic view of 
addiction

See also: Rich BA. Pain Clinical Updates 2007, vol XV, issue 9



Terminology

Sanctioned opioid use Unsanctioned opioid use 
(patients) Problematic use 

(patients) 
Illicit use (third 
parties) 

Use, according to 
instructions, by a person to 
whom they are prescribed 

Use by a patient 
deviating from a 
prescribed 
program  

Any use by someone 
other than a person to 
whom they are 
prescribed 

 



Efficacy of Opioids in CNMP

RCTs: opioids provide initial relief

– but ? function ? QoL

Open-label studies

Complexity of the pain experience

Ballantyne JC, Shin NS: Clin J Pain 2008;24:469-478



Analgesic Failure

• Diagnosis

• Tolerance

• Hyperalgesia

• Withdrawal

• Dysphoria

• Contextual effects



Unsolved Issues

• Long term effectiveness of opioid therapy

• Risk assessment

• Daily ceiling dose

• Opioid “rotation”

• Role of physical interventions



Principles of Opioid Therapy 

for Persistent Non-Malignant Pain

1. Comprehensive assessment

2. Failure of adequate trial of other therapies

3. Contractual approach to opioid usage

4. Practical considerations

5. Response to apparent increase in dosage 
requirements

Med J Aust 1997; 176:30-34 (Australia)
Clin J Pain 1997;13:6-8 (USA)

Technical report, Ontario 2001 (Canada)
Eur J Pain 2003;7:381-386 (Europe)

Pain Society, RCA, RCGP & RCP 2004 (UK)
Ballantyne & LaForge: Pain 2007;129:235-255



1. Comprehensive assessment

• Identify (possibly treatable) nociceptive or neuropathic 

contributions

• Psychological assessment, especially regarding beliefs, 

behaviour and mood

• Social environment

• Actual and potential substance abuse



2. Failure of adequate trial of therapy

• Consider range of treatment options available

– non-drug

– non-opioid analgesics
– adjuvant analgesics

• Use of opioids on a short-term basis to improve function



3. Contractual approach 

• One prescriber or team

• Serious undertaking that requires commitment of 

physician and patient

• Agreed goals; discontinuation if not met

• Use of written agreement, contract or consent



4. Practical considerations

• Opioid therapy as adjunct, not sole modality
• Use long-acting/sustained-release oral or transdermal

preparations
• Avoid breakthrough, especially parenteral
• Improved function, not just decreased pain
• Trial of therapy: regular review (including 4As)
• Monitor
• Document



5. Response to apparent increase 
in dosage requirements

• Has there been a change in underlying disease state?

• Has there been a change in psychological or other 
stressors?

• Has there been an improvement in function?

• Has tolerance developed?
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