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	DIAGNOSING AND MANAGING NEUROPATHIC PAIN:  Guidance for the Primary Care Team




	What is Neuropathic Pain (NeP)?




· “Pain initiated or caused by a primary lesion or dysfunction in the nervous system” (IASP 1997).

· NeP is very different from nociceptive (inflammatory pain).  While nocioceptive pain is due to tissue destruction, NeP is due to abnormally functioning nerves due to numerous causes.
	How common is Neuropathic Pain?




· It is thought to affect 2-4% of the general population (1-2 million people sufferneuropathic pain in the UK) 

· It can affect up to 20-25% of diabetic patients and 30-40% of patients with cancer 

· The average GP may have 35-70 patients suffering with neuropathic pain 

	Neuropathic Symptoms




· PRIMARY – PAIN 

· Can be spontaneous or evoked, continuous or intermittent

· Trigger words to aid diagnosis “burning, shooting, stabbing” (see DN4 tool)
· SECONDARY CO-MORBIDITY

· Sleep interference, lack energy, drowsiness, concentration/memory difficulties, mood swings, depression, anxiety, physical disability
	Neuropathic Symptoms




· Allodynia:  pain produced by an innocuous stimulus e.g. touch, pressure 

· Hyperaesthesia: increased sensitivity to touch 

· Hyperalgesia: increased response to stimulus which is normally painful 

· Dysaesthesia: an unpleasant abnormal sensation 

PATHWAY FOR MANAGING NEUROPATHIC PAIN 

IN PRIMARY CARE

· This is a new guideline with resources for both patient and clinician to manage long term neuropathic pain.
· Use this treatment guidance and the resources before considering referral.
· If complex regional pain syndrome is suspected, refer early to pain specialist team
(see guidance http://www.patient.co.uk/doctor/Complex-Regional-Pain-Syndrome-(CRPS).htm)
· The DN4 tool is useful to aid diagnosis and for detecting change in pain after treatment. (see patient clinical resources  on pathway)
· All of the drugs in the guideline can cause significant adverse effects in some patients. If this occurs, try an alternative from the same therapeutic group. For example, with tricyclic antidepressants (TCA) try nortriptyline or imipramine instead of amitriptyline. Use patient leaflets provided to guide effective use.
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ALGORITHM FOR PHARMACOLOGICAL MANAGEMENT OF NEUROPATHIC PAIN 





Treatment review


At each patient review, assess the effect of the treatment on pain relief using the visual analogue pain scale in patient resources.


Stop the drug where a patient derives minimal or no clinical benefit from the drug at an appropriate dose and trial period. Then try next drug in the pathway.  					(Note: Reduce Tricyclic Antidepressants(TCA) over 4 weeks)  





Treatment sub-optimal





Consider referral to Specialist services – see chronic pain pathway








Other Management Options:


Encourage self management skills; use Pain Toolkit and resources above 


Refer to local self management programmes


BEEP  scheme, Expert Patient Programme, Health Trainers


Multidisciplinary assessment to assess health needs via Step 2 Pain pathway (2011)





Pain Toolkit


� HYPERLINK "http://www.paintoolkit.org/" �www.paintoolkit.org/� � EMBED AcroExch.Document.7  ���











Neuropathic pain resources


� EMBED Word.Document.8 \s ���











Diagnosis tools


� EMBED Word.Document.8 \s ���





Using medication leaflets


� EMBED Word.Document.8 \s ���


  





� EMBED AcroExch.Document.7  ���British Pain Society Opioid Guidelines for patients  2010














Pain Scale (VAS)


& Body Chart


� EMBED Word.Document.12 \s ���





Drug Cost Comparison Charts





� EMBED AcroExch.Document.7  ���





Pain Clinical Audit Template





� EMBED Word.Document.8 \s ���














Duloxetine – 4 wk trial


Dose range 60 – 120mg








Treatment ineffective





Treatment sub-optimal





Medicines review resources DRT2010





� EMBED Word.Document.8 \s ���





British Pain Society Opioid Guide lines  for clinicians  2010


� EMBED AcroExch.Document.7  ���





� EMBED AcroExch.Document.7  ���





Patient resources:





Treatment ineffective





Treatment ineffective





1st Line: Antidepressants


Amitriptyline – 


If adverse side effects consider:


Nortriptyline (for 6 – 8 weeks)


If no response to trial of 2 different TCAs, consider:


Duloxetine & reduce TCAs over 4 weeks





 





YES





2nd line :Anti-epileptics


Gabapentin


(increase dose to a point where patient gains good clinical effect – 8 week trial period)


If not tolerated consider:


Pregabalin: 4-6 week trial period





Drug & dose guide 








� EMBED Word.Document.8 \s ���





Clinician resources:





Add 





Add 





Stop antiepileptic


Start Opioid





3rd Line – Opioid Drugs in use order:


1. Codeine/ Dihydrocodeine /Tramadol 


(full daily dose paracetamol 4g is of benefit)





2. Oral Morphine (see strong opioids


   guidance for long term pain).





3. Opiate patches should only be considered for those patients who cannot take oral medicines, or who have severe renal impairment. 





Stop antidepressant


Start antiepileptic





Stop antidepressant


Start antiepileptic





NO





Treatment sub-optimal





Contra-indication to TCAs?





Peripheral Neuropathic Pain


including diabetic neuropathic pain
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Selected, appraised and high quality, patient resources on Neuropathic Pain and Neuropathy


1.
NHS Patient Resources on Neuropathic Pain and Neuralgia


Neuralgia


http://www.cks.nhs.uk/patient_information_leaflet/neuralgia

Peripheral Neuropathy 


http://www.nhs.uk/conditions/Peripheral-neuropathy/Pages/Introduction.aspx

Treatment of peripheral neuropathy


http://www.nhs.uk/conditions/peripheral-neuropathy/pages/treatment.aspx

Anti depressants and pain

http://www.nhs.uk/conditions/antidepressant-drugs/pages/what-it-is-used-for.aspx

2
Understanding Neuropathic Pain  DVD

http://lutube.leeds.ac.uk/hcssjc

Leeds University short video on what is neuropathic pain for patients.


3.
Neurosymptoms: website about neurological symptoms and self management

www.neurosymptoms.org/

a)
Neuropathic Pain


http://www.neurosymptoms.org/#/pain/4533053153

b)
Pain Toolkit  www.paintoolkit.org/

4.
Neuropathy Trust  (Self help organisation)

http://neurocentre.com/community/ 


Charity founded in 1998 by to people affected by Peripheral Neuropathy (PN) and Neuropathic Pain (NeP).  Tries to ensure that patients, family, carers and health care providers receive the highest possible level of information and support. 


a)
Peripheral Neuropathy sub site


http://neurocentre.com/community/?cat=4

Developed by NHS Kirklees + NHS Bradford+Airedale  Medicines Management with Pain Services: Calderdale + Huddersfield NHS Foundation Trust + Bradford Teaching Hospitals NHS Foundation Trust


November  2010 


Review date November 2013


Version 1.0


Page 1 of 1




_1353491394.doc


Selected, appraised and high quality, patient resources on Neuropathic Pain and Neuropathy


1.
NHS Patient Resources on Neuropathic Pain and Neuralgia


Neuralgia


http://www.cks.nhs.uk/patient_information_leaflet/neuralgia

Peripheral Neuropathy 


http://www.nhs.uk/conditions/Peripheral-neuropathy/Pages/Introduction.aspx

Treatment of peripheral neuropathy


http://www.nhs.uk/conditions/peripheral-neuropathy/pages/treatment.aspx

Anti depressants and pain

http://www.nhs.uk/conditions/antidepressant-drugs/pages/what-it-is-used-for.aspx

2
Understanding Neuropathic Pain  DVD

http://lutube.leeds.ac.uk/hcssjc

Leeds University short video on what is neuropathic pain for patients.


3.
Neurosymptoms: website about neurological symptoms and self management

www.neurosymptoms.org/

a)
Neuropathic Pain


http://www.neurosymptoms.org/#/pain/4533053153

b)
Pain Toolkit  www.paintoolkit.org/

4.
Neuropathy Trust  (Self help organisation)

http://neurocentre.com/community/ 


Charity founded in 1998 by to people affected by Peripheral Neuropathy (PN) and Neuropathic Pain (NeP).  Tries to ensure that patients, family, carers and health care providers receive the highest possible level of information and support. 


a)
Peripheral Neuropathy sub site


http://neurocentre.com/community/?cat=4
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Patient and Clinician resources – pain management

Patient leaflet Amitriptylinev1




[image: image1.emf]patient leaflet  amitryptylinev1




Patient leaflet Gabapentin rapid titration v1
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Patient leaflet Gabapentin slow titrationv1
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Patient leaflet Nortriptylinev1
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Patient leaflet Pregabalin fast titration v1
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Patient leaflet Pregabalin slow titration v1
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PHARMACY DIRECTORATE



Gabapentin(fast dose increase)


Patient Information


Leaflet







Patient information



The information in this leaflet is to guide your use of gabapentin safely. Further information is available inside the medication packaging. Some medicines used to treat pain symptoms are used for other health reasons. For example some medicines used to treat epilepsy can help to improve nerve pain. Your doctor, nurse or pharmacist will explain the reason why you are taking your medicine and what to expect.



What is gabapentin for?



· Gabapentin is a medicine which may help improve your pain control. It is different from other pain relievers. It is especially good for nerve pain, for example shooting or burning pains. 



· Gabapentin is also used to treat epilepsy, but you have been prescribed it to improve pain control.



How should I take gabapentin?



· Please take gabapentin as per the chart on the other side of this leaflet. Do not stop taking this medication without advice from your GP.



· Once your pain has improved to an acceptable level, continue to take gabapentin at the dose you have reached. 



· Gabapentin can be taken with or without food. If you are taking any indigestion remedies, leave two hours between taking these and your gabapentin.



· Swallow the capsules with a drink of water.







Are there any side effects?



· All medicines can sometimes cause side effects. If you are worried, you can talk to your doctor, district nurse or pharmacist.



· The most common side effects of this drug are dry mouth dizziness and drowsiness. A small number of people may feel sick or have constipation or diarrhoea. Most of these side effects will improve after several days, so it is worth carrying on with the gabapentin.



How to manage side effects


· Dry mouth- Drink more non-alcoholic drinks, chewing also increases saliva in the mouth.



A common side effect of this drug is drowsiness. If you are drowsy you must not drive or operate machinery.
 



Drinking alcohol may make you more drowsy. Restrict your alcohol intake to 1-2 units per day (1unit= ½ pint beer or lager a small glass of wine or a measure of spirit)


How long will I take gabapentin for?



You will probably need to take this medicine for as long as you have the pain.



Other treatments or pain killers may also help your pain and the dose of gabapentin may need to be reduced.


Please do not stop gabapentin suddenly. It needs to be reduced gradually over 4 weeks. Please discuss with your doctor before stopping.


Storage instructions



As with all medicines, keep them in a safe place away from children.



Starting dose



Follow these instructions when first starting gabapentin. 


Slowly increasing the dose should lead to fewer side effects. 


Fast Dose Increase 


			Week


			Breakfast


			tea


			supper





			One


			


			


			300mg





			Two


			300mg


			


			300mg





			Three


			300mg


			300mg


			300mg





			Four


			300mg


			300mg


			600mg





			Five


			600mg


			300mg


			600mg





			Six


			600mg


			600mg


			600mg





			Seven


			600mg


			600mg


			900mg





			Eight


			900mg


			600mg


			900mg








If you have any problems at any time, drop back to the previous dose.



Make sure you have enough medication especially coming up to weekends or holidays



Should you wish to ask any further questions about your medication please ask the Doctor, Nurse or Pharmacist


Author:            A McConnell, Pharmacist             

Date: July 2010       



Approved by: Pharmacy Directorate Management Board –



                      Medicines Management Committee – Calderdale + Huddersfield NHS Foundation Trust



NHS Kirklees Medicines Management + NHS Bradford + Airedale Medicines Management



Review Date: November 2013



Version 1.0 
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PHARMACY DIRECTORATE



Nortriptyline


Patient Information


Leaflet







Patient information



The information in this leaflet is to guide your use of nortriptyline this medicine safely. Further information is available inside the medication packaging. 


What is nortriptyline for?



Notriptyline is a medicine which may help improve your pain control. It is different from other pain relief drugs. It can help nerve pain, for example shooting or burning pains. 



Nortriptyline is also used to treat depression, but you have been prescribed it to improve pain control. You may find the medication leaflet supplied with your nortriptyline only gives information for the use of this drug in depression.



How should I take nortriptyline?



· The starting dose for nortriptyline for pain is 10mg once a day. The dose is usually taken1-2 hours before normal sleep time.



· It may be 2 weeks before you start to see a real benefit. Your dose of nortriptyline may be slowly increased to between 50mg and 75mg a day depending on how helpful it is for your pain relief, your doctor will advise how to do this (see table below)


			Week


			 Dose (once a day)





			Week 1


			10mg





			Week 2


			20mg





			Week 3


			30mg





			Week 4


			40mg





			Review of treatment with doctor








· Swallow the tablets with a drink of water







Are there any side effects?



All medicines can sometimes cause side effects. If you are worried, you can talk to your doctor, nurse or pharmacist.



The most common side effects of this drug are drowsiness, dry mouth, constipation, feeling lightheaded or dizziness. Some people also develop blurred vision or problems passing urine. 


Most of these side effects will improve after several days, so it is worth carrying on with the nortriptyline
How to manage side effects


· Dry mouth- Drink more non-alcoholic drinks, chewing also increases saliva in the mouth.



· Constipation- Drink more non-alcoholic drinks, eat plenty of fibre containing foods and fruit and vegetables.



· Please see your pharmacist or GP if problems continue.



A common side effect of this drug is drowsiness. If you are drowsy you must not drive or operate machinery.
 



Drinking alcohol may make you more drowsy. Restrict your alcohol intake to 1-2 units per day (1unit= ½ pint beer or lager a small glass of wine or a measure of spirit).


How long will I take notriptyline for?



You will probably need to take this medicine for as long as you have the pain.
Other treatments or pain killers may also help your pain and the dose of nortriptyline may need to be reduced.


Please do not stop nortriptyline suddenly. It needs to be reduced gradually over 4 weeks. Please discuss with your doctor before stopping.


What if I am prescribed other medicines?



Some other medicines can affect the way nortriptyline works. Always tell your doctor you are taking nortriptyline when they prescribe other drugs.


Storage instructions



As with all medicines, keep them in a safe place away from children.



Should you wish to ask any further questions about your medication please do not hesitate to ask the Doctor, Nurse or Pharmacist.


Author:            A McConnell, Pharmacist             

Date: July 2010       



Approved by: Pharmacy Directorate Management Board –



                      Medicines Management Committee – Calderdale + Huddersfield NHS Foundation Trust



NHS Kirklees Medicines Management + NHS Bradford + Airedale Medicines Management



Review Date: November 2013



Version 1.0 
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PHARMACY DIRECTORATE



Pregabalin fast dose increase


Patient Information


Leaflet







Patient information



The information in this leaflet is to guide your use of pregabalin safely. Further information is available inside the medication packaging. Some medicines used to treat pain symptoms are used for other health reasons. For example some medicines used to treat epilepsy can help to improve nerve pain. Your doctor, nurse or pharmacist will explain the reason why you are taking your medicine and what to expect.


What is pregabalin for?



· Pregabalin is a medicine which may help improve your pain control. It is different from other pain relievers. It is especially good for nerve pain, for example shooting or burning pains. 



· Pregabalin is also used to treat epilepsy and anxiety, but you have been prescribed it to improve pain control.



How should I take pregabalin?



· Please take pregabalin as per the chart on the other side of this leaflet. Do not stop taking this medication without advice from your GP.



· Once your pain has improved to an acceptable level, continue to take pregabalin at the dose you have reached. 



· Pregabalin can be taken with or without food. 


· Swallow the capsules with a drink of water.







Are there any side effects?



· All medicines can sometimes cause side effects. If you are worried, you can talk to your doctor, nurse or pharmacist.



· The most common side effects of this drug are dry mouth, constipation dizziness, drowsiness. A small number of people may feel sick or have diarrhoea. Some people may gain weight. Most of these side effects will improve after several days, so it is worth carrying on with the pregabalin.


How to manage side effects


· Dry mouth- Drink more non-alcoholic drinks, chewing also increases saliva in the mouth.



· Constipation- Drink more non-alcoholic drinks, eat plenty of fibre containing foods and fruit and vegetables.



· Please see your pharmacist or GP if problems continue.



A common side effect of this drug is drowsiness. If you are drowsy you must not drive or operate machinery.
 



Drinking alcohol may make you more drowsy. Restrict your alcohol intake to 1-2 units per day (1unit= ½ pint beer or lager a small glass of wine or a measure of spirit)


How long will I take pregabalin for?



You will probably need to take this medicine for as long as you have the pain.



Other treatments or pain killers may also help your pain and the dose of pregabalin may need to be reduced.


Please do not stop pregabalin suddenly. It needs to be reduced gradually over at least one week. Please discuss with your doctor before stopping.


Storage instructions



As with all medicines, keep them in a safe place away from children.


Starting dose



Follow these instructions when first starting pregabalin 


Slowly increasing the dose should lead to fewer side effects. 


If have any problems at any time, drop back to the previous dose.


If your pain is controlled stay on the same level. Your doctor will give you capsules of the right strength.


Fast dose increase using 75mg capsules



			WEEK


			BREAKFAST


			SUPPER





			ONE


			ONE



 (75MG)


			ONE (75MG)





			TWO


			TWO



 (150MG)


			TWO (150MG)





			THREE


			THREE (225MG)


			THREE



(225MG)





			FOUR


			FOUR



(300MG)


			FOUR



(300MG)








If your pain is controlled stay on the same level. Many people get good pain control with 150mg TWICE DAILY. 


Make sure you have enough medication especially coming up to weekends or holidays



Should you wish to ask any further questions about your medication please ask the Doctor, Nurse or Pharmacist



Author:            A McConnell, Pharmacist             

Date: July 2010       



Approved by: Pharmacy Directorate Management Board –



                      Medicines Management Committee – Calderdale + Huddersfield NHS Foundation Trust



NHS Kirklees Medicines Management + NHS Bradford + Airedale Medicines Management



Review Date: November 2013



Version 1.0 
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PHARMACY DIRECTORATE



Pregabalin slow dose increase 


(for patients sensitive to drugs and/or with other health conditions)


Patient Information


Leaflet







Patient information



The information in this leaflet is to guide your use of pregabalin safely. Further information is available inside the medication packaging. Some medicines used to treat pain symptoms are used for other health reasons. For example some medicines used to treat epilepsy can help to improve nerve pain. Your doctor, nurse or pharmacist will explain the reason why you are taking your medicine and what to expect.


What is pregabalin for?



· Pregabalin is a medicine which may help improve your pain control. It is different from other pain relievers. It is especially good for nerve pain, for example shooting or burning pains. 



· Pregabalin is also used to treat epilepsy and anxiety, but you have been prescribed it to improve pain control.



How should I take pregabalin?



· Please take pregabalin as per the chart on the other side of this leaflet. Do not stop taking this medication without advice from your GP.



· Once your pain has improved to an acceptable level, continue to take pregabalin at the dose you have reached. 



· Pregabalin can be taken with or without food. 


· Swallow the capsules with a drink of water.







Are there any side effects?



· All medicines can sometimes cause side effects. If you are worried, you can talk to your doctor, nurse or pharmacist.



· The most common side effects of this medicine are dry mouth, constipation dizziness, drowsiness. A small number of people may feel sick or have diarrhoea. Some people may gain weight. Most of these side effects will improve after several days, so it is worth carrying on with the pregabalin.



How to manage side effects


· Dry mouth- Drink more non-alcoholic drinks, chewing also increases saliva in the mouth.



· Constipation- Drink more non-alcoholic drinks, eat plenty of fibre containing foods and fruit and vegetables.



· Please see your pharmacist or GP if problems continue.



A common side effect of this drug is drowsiness. If you are drowsy you must not drive or operate machinery.
 



Drinking alcohol may make you more drowsy. Restrict your alcohol intake to 1-2 units per day (1unit= ½ pint beer or lager a small glass of wine or a measure of spirit)



How long will I take pregabalin for?



You will probably need to take this medicine for as long as you have the pain.



Other treatments or pain killers may also help your pain and the dose of pregabalin may need to be reduced.



Please do not stop pregabalin suddenly. It needs to be reduced gradually over at least one week. Please discuss with your doctor before stopping.



Storage instructions



As with all medicines, keep them in a safe place away from children.



Starting dose



Follow these instructions when first starting pregabalin 


Slowly increasing the dose should lead to fewer side effects. 


If have any problems at any time, drop back to the previous dose.


If your pain is controlled stay on the same level. Your doctor will give you capsules of the right strength.


Slow Dose Increase using 25mg capsules



			week


			breakfast


			supper





			ONE


			ONE (25MG)


			TWO (50MG)





			TWO


			TWO (50MG)


			TWO (50MG)





			THREE


			TWO (50MG)


			THREE (75MG)





			FOUR


			THREE (75MG)


			THREE (75MG)





			FIVE


			FOUR (100MG)


			FOUR (100MG)








Make sure you have enough medication especially coming up to weekends or holidays



Should you wish to ask any further questions about your medication please ask the Doctor, Nurse or Pharmacist



Author:            A McConnell, Pharmacist             

Date: July 2010       



Approved by: Pharmacy Directorate Management Board –



                      Medicines Management Committee – Calderdale + Huddersfield NHS Foundation Trust



NHS Kirklees Medicines Management + NHS Bradford + Airedale Medicines Management



Review Date: November 2013



Version 1.0 
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PHARMACY DIRECTORATE



Gabapentin (slow dose increase) 


(for patients sensitive to drugs and/or with other health conditions)



Patient Information


Leaflet







Patient information



The information in this leaflet is to guide your use of gabapentin safely. Further information is available inside the medication packaging. Some medicines used to treat pain symptoms are used for other health reasons. For example some medicines used to treat epilepsy can help to improve nerve pain. Your doctor, nurse or pharmacist will explain the reason why you are taking your medicine and what to expect.


What is gabapentin for?



· Gabapentin is a medicine which may help improve your pain control. It is different from other pain relievers. It is especially good for nerve pain, for example shooting or burning pains. 



· Gabapentin is also used to treat epilepsy, but you have been prescribed it to improve pain control.



How should I take gabapentin?



· Please take gabapentin as per the chart on the other side of this leaflet. Do not stop taking this medication without advice from your GP.



· Once your pain has improved to an acceptable level, continue to take gabapentin at the dose you have reached. 



· Gabapentin can be taken with or without food. If you are taking any indigestion remedies, leave two hours between taking these and your gabapentin.



· Swallow the capsules with a drink of water.







Are there any side effects?



· All medicines can sometimes cause side effects. If you are worried, you can talk to your doctor, nurse or pharmacist.



· The most common side effects of this drug are dry mouth, dizziness and drowsiness. A small number of people may feel sick or have constipation or diarrhoea. Some people may gain weight. Most of these side effects will improve after several days, so it is worth carrying on with the gabapentin.



How to manage side effects


· Dry mouth- Drink more non-alcoholic drinks, chewing also increases saliva in the mouth.



A common side effect of this drug is drowsiness. If you are drowsy you must not drive or operate machinery.
 



Drinking alcohol may make you more drowsy. Restrict your alcohol intake to 1-2 units per day (1unit= ½ pint beer or lager a small glass of wine or a measure of spirit)


How long will I take gabapentin for?



You will probably need to take this medicine for as long as you have the pain.



Other treatments or pain killers may also help your pain and the dose of gabapentin may need to be reduced.


Please do not stop gabapentin suddenly. It needs to be reduced gradually over 4 weeks. Please discuss with your doctor before stopping.


Storage instructions



As with all medicines, keep them in a safe place away from children.


Starting dose



Follow these instructions when first starting gabapentin. 


Slowly increasing the dose should lead to fewer side effects. 


If have any problems at any time, drop back to the previous dose.


Slow Dose Increase


			Breakfast


			tea


			supper


			





			


			


			100mg


			For 3 days





			


			


			200mg


			For 3 days





			


			


			300mg


			For 3 days





			100mg


			


			300mg


			For 3 days





			200mg


			


			300mg


			For 3 days





			300mg


			


			300mg


			For 3 days








Make sure you have enough medication especially coming up to weekends or holidays



Should you wish to ask any further questions about your medication please ask the Doctor, Nurse or Pharmacist
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Amitriptyline


Patient Information


Leaflet


 
Patient information


The information in this leaflet is to guide your use of amitriptyline safely. Further information is available inside the medication package. 


Your doctor, nurse or pharmacist will explain the reason why you are taking your medicine and what to expect. Please ask them if you are not sure about the drug and how to best use it.


What is amitriptyline for?



Amitriptyline is a medicine which may help improve your pain control. It is different from other pain relief drugs. It is can be helpful for nerve pain, for example shooting, stabbing or burning pains. 



Amitriptyline is also used to treat depression, but you have been prescribed it to improve pain control. You may find the medication leaflet supplied with your amitriptyline only gives information for the use of this drug in depression.



How should I take amitriptyline?



· The starting dose for amitriptyline for pain is 10mg once a day. The dose is usually taken1 or 2 hours before normal sleep time. Take the dose regularly every day.
It may be 2 weeks before you start to see a real benefit. Your dose of amitriptyline may be slowly increased to between 50mg and 75mg a day depending on how helpful it is for your pain relief. your doctor will advise how to do this (see table below).
Swallow the tablets with a drink of water


			Week


			 Dose (once a day)





			Week 1


			10mg





			Week 2


			20mg





			Week 3


			30mg





			Week 4


			40mg





			Review of treatment with doctor













Are there any side effects?



All medicines can sometimes cause side effects. If you are worried, you can talk to your doctor, nurse or pharmacist.



The most common side effects of this drug are drowsiness, dry mouth, constipation, feel lightheaded or dizziness. Some people also develop blurred vision or problems passing urine. 


Most of these side effects will improve after several days, so it is worth carrying on with the amitriptyline.
How to manage side effects


· Dry mouth- Drink more non-alcoholic drinks, chewing also increases saliva in the mouth.



· Constipation- Drink more non-alcoholic drinks, eat plenty of fibre containing foods and fruit and vegetables.



· Please see your pharmacist or GP if problems continue.



A common side effect of this drug is drowsiness. If you are drowsy you must not drive or operate machinery.
 



Drinking alcohol may make you more drowsy. Restrict your alcohol intake to 1-2 units per day (1unit= ½ pint beer or lager a small glass of wine or a measure of spirit)


How long will I take amitriptyline for?



You will probably need to take this medicine for as long as you have the pain
Other treatments or pain killers may also help your pain and the dose of amitriptyline may need to be reduced.


Please do not stop Amitriptyline suddenly. It needs to be reduced gradually over 4 weeks. Please discuss with your doctor before stopping.


What if I am prescribed other medicines?



Some other medicines can affect the way amitriptyline works so always tell your doctor you are taking amitripyline if they want to prescribe you anything new.



Storage instructions



As with all medicines, keep them in a safe place away from children.



Should you wish to ask any further questions about your medication please do not hesitate to ask the Doctor, Nurse or Pharmacist
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Opioids for persistent pain

Summary of guidance on good practice from the British Pain Society

A consensus statement prepared on behalf of the British Pain Society, Faculty of Pain Medicine of the Royal College of Anaesthetists,
Royal College of General Practitioners and the Faculty of Addictions of the Royal College of Psychiatrists

Full guidance for prescribers and patients available at http://www.britishpainsociety.org/book_opioid_main.pdf
and http://www.britishpainsociety.org/book_opioid_patient.pdf ©The British Pain Society 2010

This advice relates to the use of strong opioids (and weak opioids at doses higher than recommended in BNF) for
persistent pain.

Cautions 5
The safety and efficacy of long term opioid use is uncertain (there are few trial data for use more than 12 weeks), TheBritishPainSociety's
although use may be appropriate in some cases of persistent pain (somatic, visceral or neuropathic). Opioklsorpersistertpai

Good practice

Local and national prescribing guidance should be followed carefully.

Medication for pain should be used only as part of a wider management plan aimed at reducing disability and
improving quality of life.

Opioids should not usually be used as first line therapy for pain.

Opioids should not be used in children or pregnant women without specialist advice, and they should be used with caution in older
people (particularly those with medical co-morbidity).

Patients with a history of addiction to opioids or other drugs need referral to services with expertise in pain medicine and addiction
management.

Patients should not drive when starting opioids or adjusting dose or if they feel unfit to drive.

Prescribing

Comprehensive assessment is important; patients with depression, anxiety, or other psychiatric or psychological co-morbidity will need
additional support and monitoring to avoid problem drug use.

Goals of therapy should be agreed before a trial of opioids; complete pain relief is unlikely, and treatment success is demonstrated by the
patient becoming able to do things that the pain currently prevents. Treatment should be reviewed at least monthly, more often if there
are any concerns.

Start with a low dose and titrate up according to analgesia and side effects. Doses greater than 180 mg morphine daily (or equivalent)
require specialist advice.

Where possible use regular dosing with modified release preparations; immediate release opioids may be associated with tolerance
and problem drug use.

Efficacy and adverse effects are similar for all opioids, though patients may tolerate one drug better than another.
Requests for dose increase need careful evaluation.

NEVER prescribe opioid injections, or pethidine in any form, for the management of persistent non cancer pain (unless on the advice
of a specialist pain management team).

If care is shared between hospital and community, be clear who is responsible for prescribing. \Within the GP practice, only one
clinician should be signing repeat opioid prescriptions. Acute prescriptions may be safer if there are concerns.

Adverse effects

80% of patients taking opioids will experience at least one adverse effect e.g. constipation, nausea, itching, dizziness. Side effects should be
managed promptly with laxatives, anti-emetics etc as appropriate.

Opioid toxicity (sedation, slow respiration, cyanosis) is more likely with increasing age, co-
morbidity, co-prescribing, and if opioids are taken with alcohol or illicit drugs.

Opioids have long term endocrine and immunological effects.

Withdrawal symptoms occur if opioid is stopped/dose reduced abruptly e.g. sweating, yawning,
abdominal cramps. This is common with Tramadol even after a short course.

Addiction is characterised by impaired control over use, craving and continued use despite
harm.

Opioid induced hyperalgesia may occur: pain becomes more diffuse and qualitatively different
from pre-existing pain. Specialist advice is needed. THE BRITISH PAIN SOCIETY
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Opioids for persistent pain: Good practice

Introduction

This guidance has been written for all healthcare professionals who manage patients with
persistent pain, to help their understanding of the role of opioids in pain management.
The document outlines good practice regarding decision making in relation to opioid
therapy, ongoing monitoring of treatment and identification and management of
problems related to opioid use. The document may be used in conjunction with existing
local guidance on good practice in opioid prescribing. The recommendations are
accompanied by an information leaflet for patients to support them and their carers in
making informed choices about management of persistent pain.

Persistent pain is common, affecting around five million people in the UK. For many
sufferers, pain can be frustrating and disabling, resulting in functional impairment
physically, emotionally and vocationally. Medications and other treatments that aim
to reduce pain intensity play a role in the management of symptoms, but should be
provided as part of a wider management plan focused on reducing disability and
improving overall quality of life.

Opioids are increasingly being used to treat persistent pain. Opioid drugs have a well
established role in the management of acute pain following trauma (including surgery)
and in the management of pain associated with terminal illness. There is evidence from
clinical trials that opioids can be effective, in the short and medium term, in providing
symptomatic improvement in a variety of non-cancer pain conditions. However, the
safety and efficacy of opioids in the long term is uncertain as is the propensity for these
drugs to cause problems of tolerance, dependence and addiction. The benefits of opioid
treatment for the patient must be balanced against burdens of long term use as therapy
for persistent pain may need to be continued for months or years. The position of opioid
treatment must also be considered within a wider social context and issues such as
diversion must be addressed.
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Process of preparation

Guidance on appropriate opioid prescribing for pain was produced by the Pain Society,
The Royal College of Anaesthetists, The Royal College of General Practitioners and The
Faculty of Addictions of the Royal College of Psychiatrists in 2004. The current document
updates the existing guidance and represents a reappraisal of the role of opioids in long
term pain management based on contemporary evidence. Recommendations in this
document have been supported by published clinical evidence (particularly in relation
to opioid efficacy and adverse events) where this is available and reflect a consensus of
expert international opinion where evidence is lacking. Key information resources are
listed at the end of the document.

The guidance was produced by a core group of representatives from stakeholder
professional organisations. The development of the document included a period of public
consultation with relevant organizations and professional and service-user groups.
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Executive summary

This document provides guidance on the prescription of opioids for persistent pain.
The guidance applies to all opioids available in the UK.

The guidance does not include recommendations on the use of spinally delivered
opioids.

Opioids are traditionally classified as strong or weak. This guidance does not
apply to patients who use weak opioids within the BNF dose range, but supports
prescribing for patients who use weak opioids outside the BNF range and for
patients who might benefit from using strong opioids.

Opioids are prescribed to reduce pain intensity. Data demonstrating sustained
analgesic efficacy in the long term are lacking.

Complete relief of pain is rarely achieved with opioids. The goal of therapy should
be to reduce symptoms sufficiently to support improvement in physical, social and
emotional functioning.

80% of patients taking opioids will experience at least one adverse effect. These
should be discussed with the patient before treatment begins.

Patients taking appropriate doses of prescribed opioids are permitted by law to
drive in the UK if they are using no more than the prescribed dose and feel fit to
drive. Patients should be advised to avoid driving at the start of opioid therapy and
following dose changes. Patients should be informed that it is their responsibility
to advise the DVLA that they are taking opioid medication.

Patients must be aware of uncertainty regarding the long term effects of opioids,
particularly in relation to endocrine and immune function.

Opioids should not be used as first line pain therapy if other evidence-based
interventions are available for the condition being treated.

The decision to start long term opioid therapy should be considered carefully by
the prescriber, the patient and his/her carers and other members of the healthcare
team. Arrangements for long-term monitoring and follow-up must be in place.
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. There is no right or wrong sort of patient for opioid therapy. Assessment of the
patient in pain should include a history of the patient’s mental health, in particular
screening questions for depression and substance misuse disorders. This is
especially important when prescribing opioids for persistent pain.

. Where possible, modified release opioids administered at regular intervals should
be used in the management of patients with persistent pain. Use of more flexible
dosing regimens using immediate release preparations (alone or in combination
with modified release preparations) may be justified in some circumstances.

. Injectable opioids should not be used for the management of persistent pain.

. Patients being considered for long term treatment with opioids should have a
carefully supervised trial of opioid therapy with evaluation of analgesic efficacy and
adverse effects.

. If patients do not achieve useful relief of pain when titrated to doses between 120-
180 mg morphine equivalent per 24 hours, referral to a specialist in pain medicine
is strongly recommended.

. The prescription of opioids can result in problem drug use. The likelihood of this
occurring might be influenced by a number of social, psychological and health
related factors.

. Concerns about problem drug use should prompt referral to specialised pain and
addiction services.

. Patients with a current or past history of substance misuse or with a comorbid
non-substance misuse psychiatric diagnosis may be more likely to develop
problems with opioid use. Opioid treatment for these patients should be closely
and collaboratively monitored by specialists in pain management and/or addiction
medicine.
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2 Opioid pharmacology

Opioids are drugs that exert their activity by acting as agonists at endogenous receptors
(opioid receptors), and that elicit the characteristic stereospecific actions of natural
morphine-like ligands. These receptors are widespread throughout the central and
peripheral nervous systems. A number of opioid receptors have been described. Some
opioids display differential receptor activity; the clinical relevance of this is not clear.

For prescribing information and approximate potency ratios in adults, refer to the BNF
sections on “Opioid analgesics”and “Prescribing in palliative care”. For information about
prescribing for children, refer to the Children’s BNF.

The clinical response to opioids is variable. Switching patients to different opioids may be
worthwhile. Dose ratios vary, and therapy should always be individualised after specialist
advice (e.g. specialist pain management or drug information services).

Opioids are classified as either strong or weak (see table 1). The distinction between these
groups is not always clear and might depend on the dose. The term “weak opioid” should
not encourage lack of caution in prescribing.

Low dose strong opioid preparations are available that represent a similar opioid load to
maximum dose weak opioids. It is important when using transdermal opioid preparations
to be aware of opioid load in terms of equivalent daily morphine dose. Table 2 shows
approximate equivalent potencies of commonly used transdermal opioids. Conversion
ratios are a guide only and depend on the dose of opioid to be converted.

NB This guidance does not apply to patients who use weak opioids within the BNF
dose range, but supports prescribing for patients who use weak opioids outside the
BNF range and for patients who might benefit from using strong opioids.

The guidance does not include recommendations on the use of spinally delivered opioids.

Drugs that are considered dangerous to individuals or society are controlled and
regulated by law. Many opioids used for pain relief are classified as controlled drugs. This
classification mandates specific requirements in relation to prescription writing and safe
custody arrangements. Prescription writing guidance can be found in: British National
Formulary 2007 Guidance on prescribing: Controlled drugs prescribing BMJ Publishing Group
and RPS Publishing.
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Table1  Examples of non-injectable opioids currently available on prescription in the UK. -
Strong and weak opioids

Approved name (some proprietary names) Formulations available
Buprenorphine Sublingual, Transdermal
(Temgesic, Transtec, Bulrans, Subutex)
Diamorphine Parenteral
Dipipanone Oral
(Diconal)
Fentanyl Transdermal, oral transmucosal, sublingual
(Durogesic, Matrifen, Effentora, Abstral)

2 Hydromorphone Oral

'g. (Palladone, Palladone SR)

E" Methadone Oral

& Morphine Oral

(Oramorph, Sevredol, MST Continus, MXL, Zomorph)

Oxycodone Oral

(OxyNorm, OxyContin)

Pentazocine Oral

Pethidine Oral

Tramadol Oral

(Zydol, Zamadol)

(Codeine Oral
:g Dextropropoxyphene Oral
§' Dihydrocodeine Oral
52| (DF118 Forte, DHC Continus)
= Meptazinol Oral

(Meptid)

Oral formulations can be immediate or modified release.
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Table2  Transdermal opioids: Approximate equivalence with oral morphine

Oral morphine equivalent (mg/24hours) 10 15 30 45 60 90 120 180 270 360
Transdermal Buprenorphine (ug/hr) 5 10 2 3% 525 70
Transdermal Fentanyl (1g/hr) 12 25 5 75 100

NB Published conversion ratios vary and these figures are a guide only. Morphine
equivalences for transdermal opioid preparations have been approximated to allow
comparison with available preparations of oral morphine.





Opioids for persistent pain: Good practice 13

3 Why prescribe opioids?

Opioids are prescribed to reduce the aversiveness of the experience of pain. Clinical trials
of opioid efficacy suggest that the drugs can provide useful analgesia in the short and
medium term. Data demonstrating sustained analgesic effectiveness in the longer term
are lacking.

Opioids can be effective in the management of somatic, visceral and neuropathic pain.

Complete relief of pain is rarely achieved. The goal should be to reduce pain sufficiently to
facilitate engagement with rehabilitation and the restoration of useful function.

The management of persistent pain focuses not only on reduction in pain intensity but
also on improvement in sleep, mood, and physical, vocational, social and emotional
wellbeing. Data demonstrating improvement in these domains with opioid therapy are
lacking, although improvement in sleep has been demonstrated in those for whom
opioids provide useful pain relief.

Opioids should not be used as primary hypnotics, anxiolytics, sedatives or antidepressants.
In monitoring the effect of any opioid, clear identification of an analgesic effect is essential.

Improvements in quality of life are unlikely to be achieved unless opioids are prescribed as
part of a broader approach to improve patient function.
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4 Adverse effects of opioid therapy

General considerations
80% of patients taking opioids will experience at least one adverse effect.

Patients should be advised about side effects and the likelihood of their occurrence before
starting opioid therapy. The commonest adverse effects are :

. constipation
. nausea

. somnolence
. itching

. dizziness

. vomiting

Tolerance to some side effects usually occurs within the first few days of initiating
treatment; pruritis and constipation tend to persist. Patients using intermittent dosing
schedules might not become tolerant to side effects.

Adverse effects should be managed actively with antiemetics, aperients and
antihistamines as appropriate.

Respiratory depression is a much feared complication of the use of opioids for acute pain,
but it is only likely to be a potential problem in persistent pain if there have been major
changes in dose, formulation or route of administration. Accidental overdose is likely to
be the commonest cause of respiratory depression. Particular caution is necessary for
patients taking more than one class of sedative medication and in those with pre-existing
disorders of respiratory control, such as obstructive sleep apnoea.

There is little evidence that, in equi-analgesic doses, commonly used opioids differ
markedly in their side effects. However, because of genetically influenced inter-individual
variability in pharmacodynamics and pharmacokinetics, a patient might respond more
favourably to one opioid than to another. If a patient fails to achieve useful analgesia or
develops intolerable side effects with their initial opioid regimen, it may be worth trying
an alternative drug.

Clinical features of opioid toxicity are described in Figure 1. It is helpful to discuss these
features with the patient’s carer, particularly if there is concern regarding concordance
with the prescribed regimen.
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Figure1 (linical features of opioid toxicity

Pinpoint pupils
Sedation
Slow respiration
Visible cyanosis e.g. lips, ears, nose (in severe cases)
Myoclonic jerks
Snoring when asleep
Agitation
Confusion
Vivid dreams, nightmares or hallucinations
In more severe cases:
Hypotension

(oma

Convulsions

NB The dose of opioids causing toxicity varies between individuals and depends
on medical comorbidity (particularly renal or hepatic impairment) and concomitant
medication therapy, including over the counter medications and illicit drug use.

Opioid withdrawal occurs when the drug is stopped suddenly, the dose tapered too
rapidly or when an opioid antagonist is given. Signs of opioid withdrawal are described
in Figure 2. Treatment of acute withdrawal includes administration of: intravenous fluids,
glucose, alpha2-adrenoceptor agonist drugs (e.g. clonidine, lofexidine) and antispasmodic
medicines for abdominal cramps. Small doses of opioids may also be given to improve
symptoms.

Tramadol has effects within noradrenergic and serotonergic systems in addition to its
p-opioid receptor actions and can lead to significant withdrawal symptoms even after
short periods of dosing. In many cases, Tramadol withdrawal occurs within 12-24 hours
after the last dose; it can occur with modified release formulations.
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Figure2  Signs of opioid withdrawal

Sweating

Mydriasis

Piloerection

Yawning

Abdominal cramps/vomiting/diarrhoea
Bone and muscle pain
Increase in usual pain
Restlessness

Anxiety

Rhinorrhoea
Lacrimation

Tremor

Driving and working while on opioid therapy

UK laws allow patients who are taking prescribed opioids for pain relief to drive.

Patients taking opioids are banned from driving if their use constitutes drug misuse or

dependency.

Use of drugs in greater than therapeutic doses constitutes misuse/dependency for
licensing purposes. Dependency in this context does not include patients taking stable
doses of prescribed opioids who would be expected to experience withdrawal symptoms

on cessation of opioid therapy (see Section 7 for definitions).

Patients being treated with opioids should be advised to avoid driving when:

the condition for which they are being treated has physical consequences that

might impair their driving ability;

they feel unfit to drive;

they have just started opioid treatment;

their dose of opioids has been recently adjusted upwards or downwards (as

withdrawal may have an impact on capability); and

they have consumed alcohol or other drugs that can produce an additive sedative

effect.
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The only body that can advise a patient about their legal right to hold a driving licence is
the Driving and Vehicle Licensing Authority (DVLA).

Patients starting opioids should be advised to inform the DVLA that they are taking
opioids. Prescribers should document that this advice has been given.

Patients might need to modify their domestic (e.g. child care) and work activities when
starting opioid treatment. They might also need to discuss their treatment with their
employers.

Long term effects of opioids

There are currently insufficient data to quantify the risks of long term opioid therapy.
Concerns relate to the effects of opioids on the endocrine and immune systems and the
risk of inducing a hyperalgesic syndrome.

Endocrine effects of opioids

Long term administration of opioids is associated with endocrine impairment in
men and women. Influences on both the hypothalamic-pituitary-adrenal axis

and the hypothalamic-pituitary-gonadal axis have been demonstrated in patients
taking oral opioids with consequent hypogonadism and adrenal insufficiency in
both sexes. These effects are probably dose related and can lead to amenorrhoea,
reduced libido, infertility and depression in women and erectile dysfunction and
diminished libido in men. Patients (particularly women of childbearing age) should
be told about these effects before starting opioids. Endocrine function should be
monitored regularly if symptomatically indicated and patients should be referred
to an endocrinologist for advice regarding the benefits of hormonal replacement
therapy.

Immunological effects of opioids

Both animal and human studies have demonstrated that opioids have an
immunomodulating effect. These effects are mediated via opioid receptors both on
immune effector cells and in the central nervous system. In animals, opioids have
been demonstrated to have effects on antimicrobial response and anti-tumour
surveillance. Opioids may differ in their propensity to cause immunosuppression.

In animal studies, buprenorphine has been demonstrated to have no impact on
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immune function. The relevance of these findings to the clinical use of opioids is
not known.

Opioid induced hyperalgesia

Both animal and human studies have demonstrated that prolonged use of
opioids might lead to a state of abnormal pain sensitivity. There is neurobiologic
commonality between the hyperalgesia and allodynia that typify neuropathic
pain, opioid induced hyperalgesia and opioid tolerance. This phenomenon has
been demonstrated in patients being treated with opioids for addiction and for
pain. Clinically, the patient on long term opioid therapy presents with increased
pain. This might be qualitatively distinct from pain related to disease progression
or to breakthrough pain resulting from development of opioid tolerance. Pain
associated with hyperalgesia is more diffuse than the pre-existing pain and less
defined in quality. The management of opioid induced hyperalgesia is opioid dose
reduction or changing to an alternative opioid preparation.

Opioids and Pregnancy

Any woman taking opioids and planning pregnancy should seek pre-conception advice
about potential problems from appropriate health care professionals (e.g. departments of
fetal medicine or fetal toxicology). Alternative pain management might be needed during
pregnancy. Patients and their partners should be warned of the effects of maternal opioid
consumption on neonatal well being. Babies born to women taking opioids may show
symptoms of drug withdrawal. Patients and their partners should be made aware of this
possibility. With long acting drugs such as methadone, neonatal withdrawal symptoms
can first manifest up to five days after birth. This should be taken into account when
planning the mother and baby’s length of hospital stay after delivery. The possibility of
having to treat neonatal withdrawal syndrome should not, in itself, rule out the use of
opioids in pregnancy, if these drugs confer significant benefits to the mother.
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5 Practical aspects of prescribing

Patients

There is no right or wrong type of patient with pain who is suitable for opioid therapy.
Patients with pain and psychological or psychiatric co-morbidity, including substance
misuse disorders (see section 7), may be considered for therapy with opioids but will need
additional support and monitoring.

NB Assessment of patients in pain should include evaluation of their current
psychological state, with particular regard to depression, substance misuse, post-
traumatic stress symptoms or any significant history of these, since they may
complicate pain management if left untreated. This is especially important when
prescribing opioids for persistent pain.

Patients or their carers must be competent to administer the prescribed regimen safely
and recognise problems when they occur.

Uncertainty about long term effects of opioid therapy should prompt caution when
prescribing analgesics for children and adolescents. If a child suffers from a painful, often
progressive, debilitating condition, he/she might be suitable for treatment with opioids. It
is advisable to discuss opioid prescribing in children with a specialist, multi-professional,
childrens’ pain management team that includes the child’s family doctor.

Prescribing opioids for elderly patients should take account of relevant age-related
changes in pharmacokinetics and pharmacodynamics. Starting doses should be cautious
with frequent reassessment and dose adjustment as appropriate.

Types of pain that might benefit from opioids

Pain of both nociceptive and neuropathic origin (including pain related to nervous
system injury or disease) might respond to opioid therapy. Good evidence for efficacy or
otherwise of therapeutic interventions for a variety of pain syndromes is now available.
For some conditions, evidence based guidelines suggest that interventions other than
medications are likely to be more successful. There are no conditions under which opioid
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therapy is contraindicated, but prescribers must be aware of the likely efficacy of a range
of interventions for a given condition and use this information to guide management.

In most situations, for most patients and most pains, opioids should not be considered as
the first choice treatment. To understand where opioids fit into the treatment pathway,
refer to validated, evidence-based guidance such as Cochrane Reviews or the Map of
Medicine. Discussion with a specialist in pain medicine may be helpful if a prescriber has
concerns about starting a patient on opioid treatment.

When to prescribe opioids

Drugs with demonstrated efficacy for persistent pain syndromes (e.g. tricyclic
antidepressants and antiepileptic drugs for neuropathic pain) should always be prescribed
before starting opioids. These drugs may be co-prescribed with opioids if useful benefit is
not achieved with opioids alone.

The context in which opioids should be prescribed

It is important that patients are adequately informed of the risks and benefits of opioid
therapy. It is helpful to supplement discussions regarding treatment with written
information (see further reading). A patient should be given adequate time to make a
decision whether to start opioids and may wish to discuss treatment with his/her family,
carers and other healthcare professionals involved in his/her care.

Patients presenting to secondary care services with either acute exacerbations of chronic
pain or those with persistent painful symptoms following pain relieving operations are
frequently started on opioids to facilitate their discharge from hospital. It is important that
these individuals have their pain assessed fully by an experienced professional and that
the pain management plan be in accordance with best practice. If opioids are considered
the most appropriate therapy, arrangements must be made to monitor and follow-

up treatment appropriately. The patient’s general practitioner must be involved in the
formulation of these plans.

Choice of drug

Where possible, modified release opioids administered at regular intervals should be used
in the management of patients with persistent pain. Clinical experience suggests that
immediate release preparations are more associated with tolerance and problem drug
use. Use of flexible dosing regimens using immediate release preparations (alone or in
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combination with modified release preparations) can, in some circumstances, provide
effective symptomatic relief and allow an overall reduction in opioid dose. Use of such
regimens may be justified when :

. the pain is intermittent and short-lived;
. pain intensity has significant diurnal variation; and
. background pain is well controlled with modified release preparations but the

patient has infrequent, short-lived episodes of increased pain.

The need to use immediate release opioids for persistent pain should prompt specialist
review.

Opioid drugs may be administered orally or transdermally.

Injectable opioids should not be used in the management of patients with persistent non-
cancer pain except in extraordinary circumstances and then only after consultation with a
specialised multidisciplinary pain management service.

Choice of drug depends on clinical circumstance, local experience and expertise. There
are no high quality randomised trials that compare different opioids in the management
of persistent non-cancer pain. Clinical experience suggests that pethidine is particularly
unsuitable for patients with persistent pain. Its high lipid solubility and rapid onset/offset
may predispose patients to problem drug use. Its active metabolite norpethidine can lead
to serious side effects. It does not produce less smooth muscle spasm than equipotent
doses of other opioids and so confers no advantage for patients with visceral pain.

Serotonin syndrome can occur as a consequence of excess serotonergic activity at central
nervous system and peripheral serotonin receptors. This can produce specific symptoms,
including cognitive, autonomic and somatic effects. The symptoms may be barely
perceptible but can be more serious. Numerous drugs and drug combinations have been
reported to produce serotonin syndrome; for example tramadol should be used with
care in patients who are co-prescribed tricyclic antidepressants and selective serotonin
reuptake inhibitors.

Drug dose
Pain treatment with opioids should start with a low dose that is titrated upwards

according to analgesic effect and side effects. The patient must be warned that it may take
some days to determine whether the drug is going to be effective.
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The doses of opioid used for chronic non-cancer pain in well conducted controlled trials
usually equate to less than 180mg morphine equivalent in 24 hours. There are no high
quality data published that inform prescribers of the safety and efficacy of higher doses.

NB If patients do not achieve useful relief of pain symptoms at doses between 120-
180mg morphine equivalent in 24 hours, referral to a specialist in pain medicine is
strongly recommended.

Intravenous opioid testing

Intravenous testing with opioids provides little useful information about long term
efficacy, although it may be used to screen out patients whose pain does not respond to
opioids.

Trial of opioid therapy

A closely monitored trial of opioid therapy is recommended before deciding whether a
patient is prescribed opioids for long term use.

It is good practice when assessing the patient in pain to elicit a mental health history,
including screening questions relating to

. current or past history of depression or anxiety
. current or past history of substance misuse
. family history of substance misuse

A history of depression or anxiety, and substance misuse (by the patient or a family
member) may be risk factors for problematic opioid use. This information is needed to
determine the degree of monitoring and support needed to prescribe opioids safely.

Treatment should be started at a time when prescriber and therapist are able to meet or
make contact at least monthly, although more frequent review is desirable.

The goals of therapy should be agreed before starting opioid treatment and assessed

at each review. These goals should be clearly documented. A formal opioid ‘contract’

can provide a useful basis for further discussion if medication use becomes poorly
controlled or the agreed outcomes of therapy are not achieved. It is helpful to plan for the
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management of flare-ups in symptoms by means other than an increase in stable opioid
dose.

Adverse effects should be documented at every assessment.

The patient may need two or three upwards adjustments of opioid dose (if tolerated)
before effectiveness can be evaluated. If, after reasonable dose titration, useful pain
relief is not achieved or intolerable side effects occur, the trial of opioid therapy should
be considered unsuccessful. If opioid therapy is not to be continued, the dose of opioid
should be stopped by gradual decrements.

Long term opioid prescribing

If the opioid trial is a success the patient may wish to continue taking opioids. Treatment
may be continued until :

. the underlying painful condition resolves;
. the patient receives a definitive pain relieving intervention (e.g. joint replacement);
. the patient no longer derives benefit from opioid treatment (periodic dose

tapering or cessation of therapy is recommended to confirm continued
effectiveness of treatment);

. the patient develops intolerable side effects; or

. use of opioids becomes problematic (see section 7).

During long term opioid treatment, reviews should be conducted at least monthly in the
first six months after stable dosing has been achieved. Frequency of review thereafter can
be clinically determined by the complexity of the case, but should be at least biannually.
If opioids have been started in secondary care, there should be agreement between

the hospital and the patient’s GP regarding where and by whom the patient will be
assessed and who should provide the repeat prescriptions. In both primary and secondary
care, arrangements must be made for the provision of prescriptions when the patient’s
principal prescriber is unavailable.
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6 Non-medical prescribing of opioids

The law allows qualified Nurse and Pharmacist Independent Prescribers to prescribe any
licensed medication for any medical condition, within their area of competence. There
are restrictions on prescribing controlled drugs. Pharmacists cannot prescribe opioids,
while Nurse Independent Prescribers are able to prescribe morphine and diamorphine for
patients with acute pain, along with the following controlled drugs for palliative care:

diamorphine, morphine, oxycodone, by oral, parenteral or rectal routes; and
buprenorphine or fentanyl transdermal patches

The definition of what is meant by ‘palliative care’is unclear and open to differing
interpretations.

Nurses and pharmacists can prescribe any opioid as a supplementary prescriber, in
partnership with a doctor. Management plans should be reviewed at least annually.

Independent prescribers are responsible and accountable for their actions, and prescribing
should be supported by appropriate initial patient assessment, interpretation of findings
and continued monitoring of the patient.

In March 2007 the Home Office and the Medicines and Healthcare Products Regulation
Agency (MHRA) produced consultation document MLX338. It proposed that nurses and
pharmacists should be able to prescribe controlled drugs for any medical condition within
the practitioner’s area of competence. The findings have yet to be published.
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/7 Opioids and problem drug use

This section can be read in conjunction with “Pain and Substance Misuse: Improving the patient
experience” (see Section 8)

The prescription of opioids may result in problem drug use. The likelihood of this
occurring is influenced by a number of social, psychological and health related factors.

The possibility of substance misuse must be discussed with a patient when opioids are
prescribed. If concerns arise they must be explored sensitively, and steps must be taken to
minimise the risk of inappropriate medication use.

Controlled drugs prescribed for pain can be diverted to others for whom they are
not prescribed or for non-medical use. Prescribers must be aware of this risk and take
appropriate action if this occurs.

Definitions

Evaluation of problem drug use in relation to prescribed opioids for pain relief has been
hampered by confusion regarding the terms tolerance, dependence and addiction.

Existing diagnostic criteria relating to substance dependence have poor applicability
when prescribing opioids for pain relief, and have acted as a source of concern to both
prescribers, and patients and their carers.

Terminology for patients in pain using opioids medicinally has been clarified by a
consensus statement from the American Pain Society, the American Academy of Pain
Medicine and the American Society of Addiction Medicine (figure 3). These definitions
distinguish between expected sequelae of opioid therapy, including physical dependence
and tolerance, and the more biologically and behaviourally complex syndrome of
addiction.

The term pseudoaddiction has been coined to describe behaviours such as drug
hoarding, attempts to obtain extra supplies and requests for early prescription or increased
dose that might be mistaken as signs of addiction but are an attempt to obtain better
pain relief. When pain is relieved, these behaviours cease.
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Figure3 Definitions related to the use of opioids for the treatment of pain. Adapted from
American Academy of Pain Medicine, the American Pain Society and the American
Society of Addiction Medicine (2001).

Addiction

Addiction is a primary, chronic, neurobiologic disease, with genetic, psychosocial, and
environmental factors influencing its development and manifestations. It is characterized
by behaviors that include one or more of the following:

. impaired control over drug use
. compulsive use

. continued use despite harm

. craving

Physical dependence

Physical dependence is a state of adaptation that is manifested by a drug class specific
withdrawal syndrome that can be produced by abrupt cessation, rapid dose reduction,
decreasing blood level of the drug, or administration of an antagonist.

Tolerance

Tolerance is a state of adaptation in which exposure to a drug induces changes that
result in a diminution of one or more of the drug’s effects over time.

Problem analgesic use

Problem analgesic use may be determined by eliciting the patient’s thoughts
regarding how they use analgesic substances and establishing their pattern of use,
rather than the quantity used. If analgesics are being used to regulate mood, rather
than control pain, this may indicate an established or developing problem.

Evidence of craving, increased salience, or other components of addiction are also
likely to be indicative of problems.
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Size of problem

The estimated risk of addiction to prescribed opioids is variably reported. Most data

are derived from studies of analgesic efficacy that are usually of too short a duration

to identify problems relating to aberrant drug use. Longer-term retrospective and
prospective data are available, but these require caution in interpretation as the study
populations are not consistent with respect to diagnosis and previous history, and
because reported prevalence varies depending on the criteria used to define addiction.
Rates of addiction in non-cancer pain patients are reported as occurring in 0-50% patients
and in cancer pain in 0-7.7% of patients being prescribed opioids.

Risk factors

A number of factors are thought to indicate a risk of addiction to prescribed opioids.
These include:

. current or past history of substance misuse, including alcohol
. family member with history of substance misuse

. poor social support

. co-morbid psychiatric disorders

Co-morbid psychiatric disorders may increase risk of addiction for a number of reasons,
including high levels of mental health and substance abuse disorder co-morbidity and use
of analgesic medications to alleviate symptoms of mental illness. Patients with pain may
become depressed because of the impact of symptoms on their quality of life. If pain is
successfully treated with opioids, mood might improve.

NB Presence of risk factors should not be a reason for denying a patient opioid therapy
if opioids are the appropriate management of the painful condition. Identification

of risk should help the prescriber determine the degree of monitoring and support
needed to prescribe opioids safely.

Preventing, identifying and managing problems

Patients being considered for opioid therapy should understand that problem drug use
might occur.
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Assessment for opioid therapy must include screening for risk factors, which includes
questions about depression and substance misuse. Patients should be asked to list all
other medications they are taking, including over-the-counter preparations and illicit
drugs. Itis important to ask whether other members of the household and family might
be misusing drugs.

Patients should understand that frequent monitoring minimises the risk of problems
occurring.

Concerns regarding potential problem drug use should be discussed openly and
sensitively with patients and their carers. Discussions should be clearly documented and
communicated to other members of the patient’s healthcare team.

If the clinician has concerns about how the patient is taking his/her medication, frequency
of review should be increased.

When starting opioid therapy, there must be clear agreement regarding responsibility for
prescribing. Patients must be given prescriptions from one prescriber only. If concerns

about addiction arise, the number of doses prescribed should be reduced.

Some of the behaviours that may indicate of problem drug use include:

. earlier prescription seeking

. claims of lost medication

. intoxication

. frequent missed appointments
. use of other scheduled drugs

Concerns about problem drug use should prompt referral to specialised pain and
addiction services.

NB Need for increased dose of opioid is not always indicative of problem drug use.
Dose escalation may result because of:

. increase in intensity of underlying pain condition (disease progression)
. development of an additional painful condition
. opioid tolerance

. opioid induced hyperalgesia





Opioids for persistent pain: Good practice 29

Prescribing for patients with a history of substance misuse

Individuals with a history of substance misuse are at risk of developing problems when
prescribed opioids for pain relief. However, there are a number of reasons why substance
misusers have greater than usual pain management needs. If opioids are the most
appropriate therapy, they may be prescribed for patients as part of a multidisciplinary
treatment plan. Comprehensive assessment of both pain and addiction is mandatory,
and therapy should be closely monitored by professionals in both pain management and
addiction medicine.
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Useful website links for information and support

The Pain Toolkit

....Is for people who live with
persistent pain

Action on Pain www.action-on-pain.co.uk

American Chronic Pain Association

www.theacpa.org

Arthritis Care  www.arthritiscare.org.uk

Arthritis Research Campaign  www.arc.org.uk
BackCare www.backcare.org.uk

Breathworks Mindfulness based pain management
www.breathworks-mindfulness.co.uk

British Pain Society www.britishpainsociety.org
Depression Alliance www.depressionalliance.org
Expert Patients Programme  www.expertpatients.co.uk
Healthtalkonline www.healthtalkonline.org (patients experience
self-managing with health problems)

Fibromyalgia Association UK www.fibromyalgia-associationuk.org
ME Association www.meassociation.org.uk Tool 1 - Accept that you have It is not meant to be the last
Migraine Trust www.migrainetrust.org persistent pain....and then . .

MIND confidential help and advice on  www.mind.org.uk begin to move on word in pain self-management
Multiple Sclerosis Society www.mssociety.org.uk T°.°|.2 - Get involved - but a handy guide to help you
NHS Direct www.nhsdirect.nhs.uk (Tel 0845 4647) building S“PPO” team get started - all you need to be
NHS Choices www.nhs.uk Tool 3 - Pacing is willing to read it and take on

Tool 4 - Lear to prioritise .
Overcoming mental health problems—one step atatim e and plan out yourpdays board some of the suggestions.

WWW.overcoming.co.uk Tool 5 - Setting Goals/Action Good luck!
Pain Association of Scotland www.painassociation.co m Plans

Pain Concern www.painconcern.org.uk Tool 6 - Being patient with

A persistent pain problem can be
difficult to understand and manage
on an everyday basis.

The Pain Toolkit is a simple
information booklet that could
provide you with some handy tips
and skills to support you along the
way to manage your pain.

Pete Moore

Pain Support www.painsupport.co.uk

Pain Relief Foundation www.painrelieffoundation.org.uk
Pelvic Pain Support Network  www. pelvicpain.org.uk

yourself

Tool 7 - Learn relaxation
skills

Tool 8 - Stretching &

petemoore2@yahoo.co.uk
www.paintoolkit.org

Pete Moore who has persistent pain,

Rheumatoid Arthritis Society ~ www.rheumatoid.org.uk Exercise asthma and osteoarthritis, has put
Samaritans www.samaritans.org.uk Tool 9 - Keep a diary and these tools together with the help of
Stroke Association www.stroke.org.uk track your progress friends, family and health care
Trigeminal Neuralgia Association UK www.tna-uk.org.uk Tool 10 - Have a set-back professionals.

plan Special acknowledgement to the

All lllustrations used in the Pain Toolkit are with the kind permission of Griinenthal GmbH Global

Marketing - Pain Education 2099 Aachen Germany ww  w.gruenenthal.de

© Pete Moore & Dr Frances Cole 2009 Revised Sep tember 2010
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Tool 11 - Team Work

Tool 12 - is keeping it up...
putting into daily practice the
tools from 1-11.

Bradford Pain Rehabilitation
Programme team and NHS Kirklees.

These tools have helped many people
and could also help you!





The Persistent Pain Cycle

Persistent Pain

Time off
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Negative | also go anti clockwise as stiffness
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Stress/fear/anxiety/anger/frustration

Do you feel trapped in a persistent pain cycle?
If so, ask yourself these three questions

1. Do you do more on good days and less on bad days?

2. Are you an over achiever — doing more than you have
to?

3. Areyou a people pleaser? Do you have a problem
saying NO to others when you are asked to do things?

Could you see yourself in the persistent pain cycle and did
you recognise yourself in the three questions above? If you
did, then this Pain Toolkit could be for you, so please read
on.

Using the Internet

| found the Healthtalkonline site very useful. It gave me the
opportunity to hear, see and read about how others live
with their pain. | now know I’'m not on my own.

N.K. Somerset.

There seem to be a lot of websites that wanted to tell me
that if | took this or did that, my pain would disappear. |
now tend to only visit sites that use the org.uk, .nhs.uk,
.gov.uk or ac.uk addresses. T.F. Essex

More about Pete Moore & Dr Frances Cole co- authors
of the Pain Toolkit and the
motivational bit....

Pete lives in Essex and is a keen promoter of self-
management and other health conditions. Pete has
written several pain self-management programmes
and books. He is often asked to provide educational
seminars for health care professionals and patient
groups in the UK and Europe. Pete Moore

Pete is a member of the:
. British Pain Society

. International Association Study of Pain (IASP)
. European Federation for Research in Rehabilitation
. American Chronic Pain Association

Pete says “Self-managing a health problem is not as hard as you
think and the best way to approach it is by taking small steps.
Always ask for help and support from your health care professional,
family, friends and work colleagues. In time you will become more
confident and in control”.

Dr Frances Cole is a GP and Pain Rehabilitation
Specialist and Cognitive Behavioural Therapist in
West Yorkshire UK.

She is a member of the British Pain Society and
co-author of the self help guide “Overcoming
Chronic Pain”.

Dr Frances Cole

Special thanks also to:- Dr Patrick Hill, Neil Berry, Dr Franz
Gerstheimer and to the many other people who have made
the production of the Pain Toolkit possible.
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Feedback from people who have used the
Pain Toolkit

Pacing
| found the ‘pacing’ tool most effective for me. | was

one of those people who always did an activity until the

pain became too excruciating and only then | would

stop. Now that | pace my activities, | feel | can do more

without the pain increasing. Keeping a pain diary also
helped me to see where | was doing too much.
H.T. London

Acceptance...is the key

| didn’t like that when | read it. Who
was this Pete Moore telling me that |
had to accept my pain? But when |
sat down and thought it through,
acceptance is the key to moving on
and | now feel | have done that. By
using some of the tools, | have got
my family life back and even
returned to work.

M.E. Chelmsford

Action Planning
have breakfast, watch TV, have lunch,

watch TV, the family would come home
from work, watch more TV.

Learning to set simple action plans has
helped me to break these boring habits. | now set

For me everyday was the same. Get up,

simple goals so that | regularly stretch and exercise and

of course include relaxation. Guess what? | now watc
less TV. | feel more in control, and have less pain.
B.B. Essex

h
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Persistent pain (sometimes called chronic or long-t erm)
is:- Pain that continues for 3 months or more and may not
respond to standard medical treatment. It can be disabling
and frustrating for many people to manage. It can also affect
relationships with family, friends and work colleagues.

Sometimes people with persistent pain
are told by healthcare professionals after
assessment:

“l am afraid you have a chronic or long-
term pain problem. You will have to
learn to live with it.”

To date, your healthcare professionals may have done all that
they can to help you and may have used many of the tools
available in their toolkit. However there are so many things
that you can do to help self-manage your pain with the
support of your health care professional, family, friends and
work colleagues. All you need is to be willing to ask for help.

Have you become a ‘can’t do’ person?
A ‘can'tdo’ person is someone who has tried to carry out or
take part in everyday tasks such as going to work, doing the
house work, gardening, playing a sport, taking holidays, going
to the cinema, eating out or taking part in family activities but
has stopped or given them up because of their pain. When
this happens it is usual for your confidence levels to reduce.
Is this ringing any bells? If you
MDBV TOESDAY have reached this point you need to
stop and take action.

By taking on board and practising
the tools in the Pain Toolkit you
could become a ‘can do’ person
3130pm  3:30pm again but it could take time so
please be patient with yourself.

Look familiar?
3






So is persistent pain a problem in the UK?
The short answer is yes, so you are not on your own.

Here are some alarming facts from the Chronic Pain Policy
Coalition www.paincoalition.org.uk

. Persistent pain affects 7.8 million people of all ages in
every parliamentary constituency of the UK. 70% or
people with persistent pain are under 60 years old

Why do | need to manage my pain? Afteralllseem vy
health care professional and aren’t they supposedt o
do that for me?

Many people with persistent pain see their health care
professional for treatment, help and support. But have you
actually estimated just how many hours during the course
of a year you spend with your health care professional?

It has been said that people with health conditions
(including pain) may spend less than 3 hours a year on
average in contact with a health care professional. For the
remaining 8,733 hours of the year they are on their own.
So the need to learn pain management skills and
incorporate them in their everyday activities is very
important.

So as you can see, the need to
become more involved in your own
pain self-management is both
necessary and important. Itis
certainly not all up to your doctor
or health care professional to
manage your pain. You have to
play a vital part as well - it is all
about teamwork.

Making changes and becoming active

GP Exercise on Referral

If you are unsure about becoming active or exercising,
your GP can refer you to their GP Exercise on referral
scheme. These types of schemes are run within local
gyms and fitness centres and can include facilities for
swimming. Ask at your GP surgery for more information
and about other pain management support available.

Walking for health

Also find out more about ‘Walking for Health’. These are
usually run locally by your local Borough Council.
Please also visit the Walking Health Initiative website.

www.whi.org.uk

Exercise programmes
Sometimes it can seem like
there are as many exercise
programmes as there are
different makes of cars on
the road. Here are a few
common ones.

*  Yoga
%  Tai Chi
* Pilates

(pronounced Pil ar tes)

Please make sure that your
teacher is qualified and
experienced in teaching
people with persistent pain.

You should be encouraged
to exercise at a pace that
feels right for you.

Body care:

Looking after your whole

body is very important, so

please think about: -

%  Eating healthy food

%  Sleep — sleeping
only at night and
avoiding cat naps
during the day

%  Hygiene — washing
and grooming your
body daily.

Looking after your body is
very important and so it is
vital that you look at what
you put into it, that you get
enough of the healthier
types of food and the right
amount of sleep and you
also keep yourself clean
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Useful resources and choices
to help you

Below are some choices to access
support, advice or help in your area
and nationally.

Self-management programmes (SMP)

These are run in the community by highly trained tutors
who also have health conditions (including pain)
themselves but have learned to become good self-
managers. SMP’s are run by Arthritis Care called
Challenging Arthritis www.arthritiscare.org.uk  and the
Expert Patients Programme  www.expertpatients.co.uk

NHS Pain Management Programmes (PMP’S)

PMP’s are in some areas. Your GP can help you find a
local PMP or go to:
www.britishpainsociety.org/patient_pmp.htm

Remember PMP’s and SMP’s can provide you with many
self-management tools, but you have to do the work.

NHS Patient Advice and Liaison Service (PALS)

This service can provide information that may help you in
locating other support services. You can contact them
via your local NHS Primary (or Hospital) Care Trust or go
to www.pals.nhs.uk

Utilising Community Resources

Your local library is a good starting point as
they hold useful information (access to the
internet, books, DVD’s, CD’s and cassettes)
about other local health and community
initiatives.
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Your next question may be “Well, how can | become
more involved and how do | get started  ?

Using different skills and tools can be helpful. Itis like a
motor mechanic who has many tools in his/her toolbox to
repair and maintain cars. People with pain also need a
selection of tools to help them successfully self-manage it.

You may not need to use all the tools suggested in the
toolkit, but like any good motor mechanic it is best to have
a variety of tools at the ready to use when and if they are
needed.

Self-managing persistent pain is not as hard as you may
think—so let’s get started and look at the first tool in your
new pain self-management toolkit.

The Pain Toolkit

Tool 1 - Accept that you have
persistent pain....and then begin
to move on

Acceptance is the first and the most
important tool in your pain self-
management toolkit.

Acceptance is not about giving up
but recognising that you need to take more control with regards to
how you can better self-manage your pain.

Acceptance is also a bit like opening a door - a door that will open
to allow you in to lots of self-managing opportunities. The key
that you need to open this door is not as large as you think. Al
you have to do is to be willing to use it and try and do things
differently.






Tool 2 - Get involved - building a
support team

Being successful in pain self-
management means getting both
help and support from others. Ask
your health care professional, friends,
family and work colleagues about working more together - becoming
a team. Develop a pain self-management plan. Find out if there are
other support groups in your community you could join which could
provide you with more self-help management skills.

Tool 3 - Pacing

Pacing daily activities is one of the key tools to
self managing your pain. You need to begin to
pace your work and also other everyday
activities. Did you recognise yourself from the
pain cycle? You tend to over do things, or rest
too much and become inactive and lose fitness.

Pacing in short is: taking a break before you need it throughout the
day. But how can you remember to pace yourself?

Remember the old saying...“How do you eat an elephant?”
Answer: One bite at a time! Pacing is
carrying out activities one bite at a time,

and not tackling all of them at once.

For examples of pacing daily activities
see page 12.

15 reasons why stretching and exercising

(don’t forget swimming) is good for you

v" Helps to improve and maintain good
overall health

v Increases strong cardiovascular system
— heart lungs and blood vessels

Increases muscle strength

Improves flexibility

Increases endurance and stamina

NI NN

Increases natural pain killers (called endorphins) in the
bodies nervous system which help control pain.

Helps with weight control

Helps to improve quality of sleep

Helps balance and co-ordination

Reduces fatigue and increases energy

Reduces muscular tension, stress and depression
Helps combat depression and anxiety

Helps maintain a positive outlook

Helps to prevent constipation

SN N N N T N NN

Can be sociable

Drinking water

Water is essential for a healthy life so drinking plenty of
water is important for everyone. It's even more important if
you are taking part in physical exercise, so make sure you
keep properly hydrated before, during and after exercising..
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Please remember that taking medication if you have
musculoskeletal pain (back, leg, arm, neck etc) may mask
the pain and encourage you to do more.

For musculoskeletal pain (back, leg, arm, neck etc)

Apply heat and/or ice in a way that makes you most
comfortable. To relieve initial pain, you could apply ice
packs wrapped in damp towels for 5 minutes every hour for
the first one or two days. Always make sure you have a
cloth of some type between your skin and the ice, to
prevent burning the skin and causing an ice burn. It is not
recommended that you lie on an ice pack. (People with

rheumatic problems may prefer to use heat rather than ice).

Again, if you are not sure, seek advice from your GP or
health care professional.

Take it easy.

Briefly cutback on normal activities, lie down for a short
while and relax but not for too long. Bed rest weakens
muscle strength rapidly, you lose about 1% of total muscle
strength a day if you become inactive - remember keeping
active and mobile can actually speed your recovery.

Try to start moving gently

Remember to pace yourself. Begin gentle stretching and
movement as soon as possible to regain normal
suppleness. Keeping active may seem alien to you, but in
pain self-management terms, learning to live with a
persistent pain is a skill to be learned.

Don’t be put off — it does work!

Relaxation.

Using relaxation is another good way of
managing a set-back. Also accept the
situation and that you are experiencing a
set-back, and just as it came, it will go.
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Tool 4 - Learn to prioritise and plan out your
days

Prioritising and planning your days is an
essential tool. Make a list of things you would
like to do but remember to be flexible. Itis a
great way to set yourself a starting point.

Examples:

. Monday a.m. - vacuum the living room and have a couple of
breaks so that | pace myself

. Monday p.m.- prepare food for evening meal - sit down to do
this

. Tuesday a.m. - go swimming - meet friend for a coffee/tea -
practise some relaxation when | get home.

. Tuesday p.m. - | write an activity plan for the next day.

Tool 5 - Setting Goals/Action Plans

You may sometimes want to run before you can
walk as that old saying goes. So to avoid this
happening set yourself simple, realistic goals or
action plans. Just as you need goal posts when
playing football, or a finishing line when racing -
you need something to aim for.

Perhaps, you could set yourself a simple, hourly, daily or weekly
action plan. Always ask for help from your health care
professional if you are not sure. You can also learn more about
setting goals and action planning when you attend a Self-
Management Programme (SMP).

See page 16 for more information about attending an SMP.






Tool 6 - Being patient with yourself

Take things steadily. It may take you a few weeks or months to
see changes or improvements. When you start to feel good,
you may want to catch up with activities that you may have let
go of. Don't be tempted to over do it otherwise your chances of
yet another set back could increase. A good saying is ‘take
things one day at a time’. And also....ask for help and support
from others—its not a sign of weakness but a sign of strength!

Tool 7 - Learn relaxation skills

Relaxation skills are very important for tense muscles in the
body and for unwinding the mind.

Relaxation could be:

. Reading a book

. Listening to some music

. Gardening

. Meeting friends for a coffee/tea

. Going to the cinema or a restaurant
. Belly breathing (your heath care professional could show you how to

do this)
. Meditation
. Dancing
. Walking.

Coping or self-managing?

Coping with persistent pain can be like playing a game of
snakes and ladders - a game of luck. Being an over-
achiever you can tend to do more on good days (climb the
ladder) and on bad days, do less and return to bed. (This is
like sliding down the snake). Self-managing is taking
positive, planned action which can reduce the ‘luck’ element
in pain self-management.

Having a set-back plan

It is not realistic to think that
you will never have a set-
back ever again. Remember
if you are an over achiever; it
is easy to forget to pace
yourself and in turn you may
experience a set-back.

Don't forget to stretch

So the first thing not to do is ~ Pefore and after most
panic, but many people do. physical activities to avoid a

It is best to have a set-back  Set-back!

plan ready if one occurs.

Set backs are usually caused by doing too much —
overdoing it, pressure from others, or just forgetting you
have a pain problem. Don’t get annoyed with yourself, it is
common to occasionally have set-backs.

If you are not sure how to prepare a set-back plan ask
your GP or health care professional for help.

Prioritise your responsibilities.

Pace yourself. Break up tasks into smaller portions. Rest
in between. Reduce your activities until the set-back
settles. Be kind to yourself. Say ‘NO’ to any unnecessary
demands put upon you until you are feeling healthier.
And...... don’t be to proud or scared to ASK for help!

Taking your medication

Follow or ask the advice of your GP or Pharmacist about
medication and when you need to take it. If you have to
take regular medication think of ways to
remind you to take it. Many people just
simply forget. Use post it notes, a timer or
get someone to remind you.
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Examples of pacing your daily activities

Ironing

As an alternative to doing a large amount in
all one go, do smaller amounts frequently.
Instead of doing the whole washing load of
ironing at once, spread it over a period of
days.

e.g. have two or three piles.

v'anurgent pile

v'anot so urgent pile, and...

v ‘I can do that at the end of the week’ pile.

Shopping

Instead of doing one large weekly shop cut it down to a
few trips to the shops per week. Divide your shopping
into more bags, so that you are not lifting and carrying
heavy bags. Remember to ask staff to help carry the
shopping and put it in your car; remembering to get
someone (family or a neighbour) at home to lift and carry
your shopping into the home. Or consider Internet
shopping, and then you just have to pack the items away
once they have been delivered to your home.

These are just a couple of examples. There may be
many other every day activities that you need to think
through before you tackle them.
If you stop and think about what you intend
@ to do BEFORE you do it, then there is less
5 of a chance that you will have a set back
( and in turn increase your condition.
4

Remember pacing is ‘taking a break
before you need it and spreading out
your activities.
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Tool 8 - Stretching & Exercise

Many people with pain fear exercise in case it
causes more problems. However this is not
true. Regular stretching and exercising
actually decreases pain and discomfort.

It prepares the body for other activities. It can
strengthen weak muscles and you will also feel better for it.
Remember to start slowly and build up or increase your
stretching and exercising. It is not as hard as you think.

If you are in pain, remember that unfit and under used muscles
feel more pain than toned ones. Talk with your physiotherapist or
fitness coach about an individually tailored stretching and
exercise programme that you can work on steadily and safely.
This will help you build your confidence, muscle and joint
strength. Remember that swimming (or just walking up and down
in the pool) is also a low impact exercise and is good for you if
you have joint problems. There are 15 good reasons why
exercise is good for you on page 15.

Tool 9 - Keep a diary and track your progress

Keeping a diary of your progress will help you to see how far you
have come and note the successes you have achieved. This will
help you to build on success. But it is also handy to note what
didn't work so you can you learn from those experiences. We
sometimes learn more from our errors and not from our
successes.

Try to write down one piece of evidence each day
to show yourself how you are positively
self-managing your pain. Doing this has been
shown to increase peoples confidence.






Tool 10 - Have a set-back plan

Is it realistic to think you will never
have a set-back?

The simple answer is NO!
Developing a set-back plan is good
pain self-management. Ask your
healthcare provider if you need help
in making one if you are not sure. Make a note of what
triggered your set-back and what helped. This could be useful
information if and when you experience another.

There is an example of a set-back plan on page 13.
Tool 11 - Team Work

Team work between you and your healthcare professional
is vital. Imagine the Arsenal football team playing without a team
plan.

Managing your pain is not a ‘one way street’ and it is
unrealistic for your health care professional to totally solve it.
You have an important part to play as well.

Together both you and your
health care professional can set
an action plan. This action plan
could help you to both track your
progress.

Action planning is taught when
you attend a self-management
programme.
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Tool 12 - is keeping it up...putting into daily practice the tools
from 1-11.

You may be asking yourself do | have to put these tools into daily
practice? “What, every day”? The simple answer is Yes. Just as
the person with diabetes has to take their treatment/medication and
maintain their diet daily, your treatment is planning/prioritising,
pacing, setting weekly or long-term goals/action plans, relaxation,
exercise, generally keeping active and being in charge of your pain.
Keeping it up is difficult for many people but it's not as hard as you
think once you have set yourself a routine. Just like brushing your
teeth, self-managing your pain will become a habit. Get others
involved and make pain self-management fun.

What three things have | learnt about managing my
pain in the Pain Toolkit?

11
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Clinical Review following NICE guidelines CG 96 2010

DRT2010

Review at 2 weeks - telephone 
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Regular reviews

First & follow up assessment

		DATE

		% improvement (0% no improvement-100% total improvement)



		Analgesia-VAS score

		



		Functional improvement (ability to do daily physical activities)

		



		Sleep improvement

		



		Change in mood




		



		Overall quality of life improvement

		



		Able to return to work or stay in work

		               Y                              N



		Adverse effects of opioids

		None                  Mild                 Major





		Outcome of opioid trial

		Continue at same dose         [     ]      ……………………………mg  


Reduce and stop                    [     ]


Increase dose                          [     ]
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Opioid Clinical Audit Template

Randomly identify five patients currently taking weak or strong opioids for long term pain 


Tramadol, dihydrocodeine are weak opioids etc and morphine, oxycodone, fentanyl etc. are strong opioids 


1.
Which drug/s



Route 



Total daily dose 


2.
Which service started opioids

Hospital or specialist service
 
Yes / No 








Primary care physician 

Yes / No 

3.
Adverse or side effects


Yes / No …….
 If Yes, what type of effects 

4.
Adherence check with patient + date 



Yes / No . Date 


5.
Change in patient outcome recorded
 (Circle data recorded)


		Pain relief

		Y

		N





		Functional improvement (ability to do daily physical activities)

		Y

		N



		Sleep improvement

		Y

		N





		Able to return to work

		Y

		N





		Improve mood

		Y

		N





		Overall quality of life improvement

		Y

		N





6.
Advice regarding driving and opioid use 

Yes / No 


7. 
DVLA informed by patient and opioid use 

Yes / No 


8.
PILS leaflet given 




Yes / No  if Yes, which leaflet 

9.
Contract agreed 




Yes / No 
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Pain scale and body chart



1. Please use the scale below to tell us how intense your pain is.  Place an “X” through the number that best describes the intensity of your pain now.



		00 0

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10







No pain								        The most intense pain										         sensation imaginable 

2. Please use the body chart below to help us understand the pain areas



· Please draw on the picture where you feel pain or any other sensations for example pins and needles



· Please describe below what the pain feels like e.g. sharp, aching, burning. Use symbols below if it helps

Burning			Tightness or discomfort			Ache	

	======			    	oooooooooo				xxxxx		======				oooooooooo				xxxxx		   
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Drug dosing guide (adapted from NICE CG 96)


· Start at a low dose as indicated in the table


· Titrate upwards to an effective dose or the persons maximum tolerated dose (but no higher than the maximum dose in the table)


		Drug

		Start dose

		Target dose

		Maximum dose



		Amitriptyline  (£)

		10mg ON

		50mg ON

		75mg ON



		Nortriptyline  (££)

		10mg ON

		50mg ON

		75mg ON



		Duloxetine     (£££)

		60mg / day ª

		60mg / day

		120mg / day



		Gabapentin   (££)

		See patient chart for titration regime

		Titrate until patient reports good clinical benefit (doses of 900mg and above – divide into three doses)

		2.4 g (divided into three doses)






		Pregabalin     (££££)

		150mg / day ª (divided into two doses)

(See patient chart for titration regime)

		Titrate until patient reports good clinical benefit

		600mg / day (divided into two doses)



		Tramadol       (££)

		50-100mg 


(not more often than every 4 hours)

		

		400mg /day





ª  A lower starting dose may be appropriate in some people

(£) – denotes relative costs of treatments

Additional notes:


· Amitriptyline - Start at 10mg. increase by 10mg weekly until minimum of 50mg per day.


· Nortriptyline  - is a good drug if drowsiness is considered to be a problem to that patient - Same dosing for Amitriptyline

· Duloxetine - Start at 60mg/day, but only use if both Amitriptyline and Nortriptyline have had no effect, or are contra-indicated.

Please note: Pregabalin has a “flat” pricing structure for all strengths (i.e. all strengths cost the same) – i.e. 3 x 25 mg strength costs three times the price of 1 x 75mg – therefore patients should be prescribed the lowest number of tablets to achieve the required dose once the patient is on a stable dose.


Medicines Management Committee – Calderdale + Huddersfield NHS Foundation Trust, Bradford Teaching Hospitals NHS Foundation Trust
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4 Opioids for persistent pain

Introduction

Pain that doesn't go away can cause problems in your life in a number of ways. Specialist
health-care teams can work with you to find ways to reduce your symptoms and improve
your quality of life. Your health-care team thinks that a group of medicines called opioids
may be useful in helping you to manage your pain. This leaflet can help you understand
your pain problem and also help you to work with your health-care team to decide if you
would like to try opioid treatment.

About pain

Pain is complicated. Your pain is affected by many factors, including:

. how you are feeling in general;

. your previous experience of pain;

. your understanding of why you have pain, and any worries you have about it; and
. how you deal with your pain and how your pain affects your life.

Pain is usually divided into the following two types:

. Acute pain
. Chronic (long-term) pain

Both types of pain can be severe or mild — the difference is how long you have had
the pain. It is useful to divide pain into these two categories because treatments vary
depending on the type of pain you suffer from.

Acute pain

Acute pain is often caused by an obvious injury or painful event. The most
common types of acute pain include:

. everyday headaches and muscle pain after exercise
. pain from an accident (for example, a fractured bone); and
. pain after an operation.

Acute pain can be severe but gets better over time. Treatments for pain are used
for a short time while natural healing takes place, sometimes in hospital but often
at home.
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Chronic pain

Chronic pain is pain that lasts for more than three months, and sometimes for
years. Sometimes chronic pain starts because of a specific injury. But it is not always
clear why people get chronic pain. Common chronic pain includes:

. continuous pain in the lower-back;
. pain related to joint inflammation, for example, osteoarthritis; and
. pain related to a nerve injury (for example, after an operation, or amputation

or after an infection such as shingles).

Pain that doesn't get better tends to cause distress, tiredness and irritability. Your
sleep may also be affected and it can cause problems with daytime activities and
moving around. Because of this, it can also affect relationships with friends and
family.

Chronic pain can be difficult to treat and usually it is not possible to get rid of

the pain completely. Your health-care team may be able to offer help in treating
symptoms and to help to reduce the effect the pain has on your life. Some types of
treatment work better for some people than others and you should be given the
chance to try treatments that are known to work well for your sort of pain.

You can find out more about chronic pain in Understanding and Managing Pain (British
Pain Society 2004) and at www.britishpainsociety.org/patient_home.htm

Opioid medicines to relieve pain

Opioid medicines either come from the opium poppy or are chemically related to drugs
made from opium. Opioids have been used for many years to treat pain. Common forms
include ‘weak’ opioids such as:

. codeine;
. dihydrocodeine; and
. tramadol.
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Sometimes weak opioids are combined with paracetamol to make them work better.
These combinations include:

. codeine and paracetamol (co-codamol); or
. tramadol and paracetamol (tramacet).

Stronger opioid drugs include:

. morphine;

. oxycodone;

. methadone;

. fentanyl;

. buprenorphine; and

. diamorphine (medicinal heroin).

Opioid drugs can help manage some but not all types of chronic pain. Some types of pain
might respond better to other drugs than to opioids. Some types of pain need opioids
together with other types of medication. Your team will only prescribe opioids for you if
they think they are the best treatment for your pain.

It is unusual for opioids to get rid of pain completely. The aim of treatment is to reduce
your pain enough to help you get on with your life. Medicines work best if you combine
them with other ways of managing symptoms such as regular activity and exercise, and
doing things which are satisfying or enjoyable, such as work or study, and social activities.
Setting goals to help improve your life is an important way to see if these drugs are
helping.

For chronic pain you will usually be given a slow-release tablet or an opioid skin ‘patch’.
This will give you a steady level of medicine which is the best way to manage continuous
pain. Your health-care team will adjust the dose to give you pain relief most of the time,
and so you don't get too many side effects. Fast-acting opioid drugs and opioids which
can be injected are not very useful for managing continuous pain. You should always take
the correct dose of prescribed medicines. If you feel the dose isn't enough, or if the side
effects interfere with your life, you should discuss this with your health-care team.
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What about the side effects of opioids?

When you first start taking opioids you can get some side effects, which usually
stop after a few days. These include

feeling dizzy;

feeling sick (nausea);
being sick (vomiting);
feeling sleepy; and
feeling confused.

These side effects can go on for longer than the first few days. Your health-care
team may give you some other medicines to help, such as anti-sickness tablets.

If pain has affected your sleep, opioids may help you to recover your normal
pattern of sleep, but they should not make you drowsy in the daytime.

Opioid drugs can cause some problems when you take them for long periods of
time. These problems include:

constipation;

itching;

weight gain;

lack of sex drive and

difficulty breathing at night. This is most common if you are overweight and
if you snore heavily. If you have a condition called obstructive sleep apnoea
it may not be safe for you to take opioids.

Constipation is a common problem. You may need to try laxatives to treat
constipation. If you experience a lot of side effects your team may suggest
changing to another opioid drug.
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What are the long-term effects of taking opioids?

If you take opioid drugs for many months or years it can affect your body in other
ways. These problems are more common if you take high doses of drugs for long
periods. These problems include:

reduced fertility;

low sex drive;

irregular periods;

erectile dysfunction in men (the inability to keep an erection);
reduced ability to fight infection; and

increased levels of pain.

If you are worried about any of these problems, please discuss this with your
health-care team. Your team will be able to tell you whether you are at risk of
developing these problems.

What about work and activity?

Once you are taking a regular and steady dose of opioid, you should be able to
live a normal life. If you do not feel safe at work or at home, you should let your
employer and your family know. You need to speak to your health care team if you
are having problems with normal activity.

Can | drive if | am on opioids?

The law in the UK allows you to drive if you are taking opioid medicines. You should
not drive if you have changed your dose or if you feel unsafe. You are responsible
for making sure you are fit to drive. The only organisation that can advise you
about your legal right to hold a driving licence is the Driving and Vehicle Licensing
Authority (DVLA). You should let DVLA know that you are taking opioid medicines.

Is it safe to drink alcohol when | am taking opioids?

Alcohol and opioids together cause sleepiness and poor concentration. You should
avoid alcohol completely when you first start on opioids or when your dose has
just been increased. If you are taking opioids, you should avoid alcohol if you are
going to drive or operate machinery. When you get on a steady dose of opioid,
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you should be able to drink modest amounts of alcohol without getting any extra
unusual effects.

Will my body get used to opioid medicines?

Opioids can become less effective with time (this is called tolerance). This means
that your body has got used to the pain-relieving effect of the medicine. You can
also become dependent on opioid medicines (dependence). This means that if
you stop taking the drug suddenly, or lower the dose too quickly, you can get
symptoms of withdrawal. If you run out of medicine, you can experience the same
symptoms which include:

. tiredness;

. sweating;

. a runny nose;

. stomach cramps;
. diarrhoea; and

. aching muscles.

What about addiction to opioids?

It is very rare for people in pain to become addicted to opioids. People who are
addicted to opioids can:

. feel out of control about how much medicine they take or how often they
take it;

. crave the drug; or

. continue to take the drug even when it has a negative effect on their

physical or mental health.

We do not know exactly how many people get addicted when they are taking
opioids for pain relief but it is very uncommon. It is more common if you have
been addicted to opioids (including heroin) or to other drugs (or alcohol) before.
Addiction may be more common in people with severe depression or anxiety. This
does not mean that if you have had an addiction problem before or you are very
depressed and anxious you will become addicted. It only means that you are more
likely to become addicted than someone who has not had these problems. Most
people do not become addicted.
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So, if you have had a problem with drug or alcohol addiction in the past this
doesn't mean that you cannot take opioid medicines for your pain. However, your
health-care team will need to know about your past or current drug-taking to
prescribe opioids safely and to help you watch out for warning signs.

What if | am pregnant and need opioids?

If you take opioids during pregnancy, your baby might have breathing difficulties
at birth or symptoms of opioid withdrawal. The symptoms can vary from baby to
baby. The baby will need specialist help, though usually only for a short time. If
you are taking opioids, you need to talk to your doctor before planning pregnancy.
In some situations, you may need to stop taking the opioids, but sometimes they
can be continued under medical supervision. If you become pregnant while you
are taking opioids, you should talk to your midwife or doctor and you should not
suddenly stop taking the opioids.

Will | need opioids forever?

Some people take opioids for many years. If opioids give you pain relief, you will
feel that you rely on them. This is normal. If you want to try reducing your dose,
you should discuss this with your doctor and bring the dose down slowly. Many
people find that after a few months they can reduce their dose without their pain
increasing.

Starting opioid treatment

Once you have made the decision to try opioids for pain relief, your health-care team will
discuss with you the best way to use them to improve your quality of life. It can be helpful
to write down two or three things that pain is stopping you from doing. You can then
assess how much the opioids are helping you by making it easier to do these things again.

Your health-care team will start you on a low dose of opioid (either a tablet or a patch)
and give you medicines to help with side effects. It's difficult to know how much opioid
you will need so you will be seen regularly. If you are not having side effects, your health-
care team will increase your dose if necessary.

Opioids don't work for everyone. If you haven't noticed any benefit after changing your
dose two or three times, or if the medicines give you unpleasant side effects, you will be
advised to gradually stop the drug. You should only stay on opioids if you notice a very
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definite improvement in your quality of life. The opioid is not expected to take away all of
your pain. It should help your symptoms enough for you to manage some of the things
that pain stopped you from doing.

Assessing opioid treatment

An important part of managing pain is monitoring how you respond to treatment. This
helps to make sure you benefit from treatment and do not suffer any long-term unwanted
effects. This is very important if you are being prescribed opioid drugs. You may have to be
checked regularly by your hospital team or your family doctor (GP). If you visit a hospital
team, they will let your doctor know how you are getting on.

You will only be able to get opioid prescriptions from one health-care team. When you
start opioid medicines, you will usually get your first few prescriptions from your hospital
team. You will need to store your opioid medicines safely as they can be dangerous if
someone else takes them. Once you are on a steady dose, your hospital team may arrange
for your GP to give you further prescriptions. However, your specialist team will probably
want to review your treatment.

Taking medicines is not the only way to manage continuous pain, and your health-care
team may suggest you see a physiotherapist or psychologist. These therapists can help
improve your quality of life. The physiotherapist or psychologist may suggest you try to do
things a different way or use methods which have helped other people.

What does my health-care team need to know about me and why?

Your health-care team will need to assess your pain. They will ask where your pain is, what
it feels like and what makes it better or worse. It's also important for them to know how
the pain affects your life and what sort of things it stops you doing. There are lots of other
factors that affect how you feel pain, so they may ask you for more information, including
questions about:

. your medical history;
. your family and home life; and
. your work, pension or benefits.

All of this helps your health-care team understand you and your circumstances.

All medicines used for controlling pain have side effects and can affect other drugs. So, it
is very important for you to tell your health-care team (including your pharmacist) about
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any other prescribed drugs you are taking. They will also want to know about any other
medicines you buy in the chemist or supermarket. It is also important to know about
recreational drugs such as cannabis or ecstasy.

You will also need to let the team know if you are being treated for any other condition.
They will ask you about your drinking and smoking habits. Some health-care teams
regularly test your urine for drugs. This information will not affect the treatment you are
entitled to but it will help the team treat you safely and effectively.

What should | expect from my health-care team?
Pain is a very personal experience that can be difficult to explain to other people. Many

patients with pain feel that they are not taken seriously. Your health-care team are used to
dealing with people in pain. You should expect your health-care team to:

. listen to you when you describe and explain your pain;
. show that they have understood what you have said to them; and
. give you the explanations that you want and need to understand why you have

pain and how your pain can be managed.

You and your health-care team can work together to make the best decisions about your
treatment, based on up-to-date scientific and clinical evidence, to make sure that your
pain is treated as effectively and safely as possible.
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How we developed this information

The following people helped to prepare this information leaflet.

Chair of the group and editor

Dr Cathy Stannard
The British Pain Society

Members of the group

Dr Gillian Chumbley
The British Pain Society

Dr Douglas Justins
Faculty of Pain Medicine, Royal College of Anaesthetists

Dr Judy Myles
Faculty of Addictions, Royal College of Psychiatrists

Dr Richard Potter
Royal College of General Practitioners

Dr Karen Simpson
The British Pain Society

Dr Amanda C de C Williams
The British Pain Society

The group has also worked with other specialists to produce another booklet ‘Opioids for
persistent pain: good practice’ This is aimed at health-care teams for use with this leaflet.

We were helped substantially by patient organisations and individual service users who
commented on and contributed to the document.

This patient information leaflet and the recommendations for health-care professionals are
part of a series of publications about managing pain. You can get these from the British
Pain Society, either by writing to us or from our website at www.britishpainsociety.org.
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