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Pain: acute or persistent? 

• Acute pain: pain that is present for a shorter period, say a 

few seconds, minutes, hours, weeks 
 

• Persistent (chronic): present for a longer period, say at 

least ~ 3 months, that continues for longer than expected, 

after healing would be  

    expected to have occurred 
 

• Aims of treatment are different 

• Acute – treat aggressively 

• Persistent – reduce pain to a level 

that allows patient to function 



Cancer pain or non-cancer pain? 

• Use of opioids is approved in cancer pain but discouraged 

in non-cancer pain 

• Not a lot of evidence 

• Need more clinical trials 



Kinds of pain 
• Nociceptive pain  

• Pain due to tissue damage, has a distinct cause 

• Tissue damage may be on the surface of the body or deep within the body 

• Described as: acute, sharp, dull, can be sensitive to heat/cold,  may be 
sensitive to chemical e.g. alcohol on a cut  

• May be localised to a distinct area OR ‘referred’ away to an area of the body 
away from the painful part 

• Examples:  heart attack, bone fracture, prolapsed disc in spine, muscle sprain, 
appendicitis 

• Neuropathic pain  
• Nerve pain 

• May be described as: coldness, burning, tingling, prickling, pins + needles, 
electric shock sensations, like a ‘red hot poker’ or a ‘knife twisting’, fire running 
down the legs, stabbing, shooting 

• Examples: shingles, phantom limb pain, peripheral and diabetic neuropathy, 
trigeminal neuralgia, shingles pain 

• Pain may be mixed nociceptive + neuropathic 

• Other: psychogenic, breakthrough, incident, etc. 
 



Pain management 

• Important to pro-actively manage acute pain well at time of  

injury or surgery 

• Aims to prevent persistent pain and complex regional pain syndrome 

• Multimodal treatment ideal 

• Analgesics (pharmacological)        PLUS  

• Non-pharmacological strategies 

• Multidisciplinary care ideal 
• Medical , nursing, pharmacist, clinical psychologist, physio, + etc. 

• Pain clinic referral in difficult or complex cases 



Pain relievers  

= analgesics 
• Are like tools in a toolbox 

• Should be used as one strategy to manage 

pain, and not the only strategy 

• Will not cure the pain 

•  Help reduce the unpleasant pain sensations and 

improve quality of life 

• Aim to improve level  

of function in persistent pain 





Names of medicines 
• Every medicine has a brand name AND active ingredient 

name(s) 

• There may be many brands of the same medicine that are 
made by different manufacturers 

• Brand name is in bigger more colourful print; active ingredient 
is in small print 

• E.g. Paracetamol = active ingredient name, Panamax, 
Panadol, Dymadon, Febridol, Paralgin are brand names 

• Potential for confusion: make sure the patient knows what they 
are taking; essential NOT to double up by taking different 
brands of the same medicine 

• Check with pharmacist for clarification 

• ‘Don’t go before you know’ 



Read the label 

• What is the brand or trade name? 

 

• What are the active ingredients? 

 

• Strength? How much of the active ingredient is contained in 

the product? 

 

• Is the product normal (immediate) release OR slow release? 

Use of SR, XR, XL, CR, CD or Contin in name. 
• Slow release must be swallowed whole, and not crushed or chewed 

• Most slow release products cannot be broken – look for score mark 



Analgesic classes 

• Specific treatments related to a disease condition 

• Paracetamol 

• NSAIDS 

• Tramadol + tapentadol 

• Opioids 

• Adjuvants 

• Intravenous infusions 



Specific treatments related to a disease 

condition 

 
• GTN for angina e.g. Anginine, NitroLingual spray 

• Triptans for migraine e.g. Naramig, Imigran, Zomig 

• Pizotifen (Sandomigran) for migraine prevention 

• Colchicine for gout e.g. Colgout, Lengout 

• Nitrous oxide for acute pain relief e.g. in ED, labor 

• Steroids for inflammatory conditions e.g. prednisolone 

Will not be covering these medicines today 



WHO 3-step analgesic ladder 
. 

For treatment of cancer pain. 1986 



Paracetamol – advantages  

• The safest analgesic 

• The least number of side effects (unwanted effects)  

• Mixes with any other pain reliever 

• Wide range of formulations:   

• tablets, capsules, minicaps, slow release ‘Panadol Osteo’, liquids, 

concentrated liquid for babies, suppositories, injection 

• Very useful – do not dismiss it as too weak 

• Reduces the dose needed of other analgesics, thus 

reducing side effects of those analgesics 

……….. BUT does not reduce inflammation or swelling 



Paracetamol  
• BUT………. Paracetamol is perceived as a weak 

analgesic - ‘Panadol is not strong enough for MY 

pain’ 

• REMEDY:   In persistent pain, use paracetamol 

regularly  

• This is more effective – taking a single dose of 

paracetamol might not effectively relieve the pain.  

• Using paracetamol reduces the doses of other 

analgesics needed. 

• Reduces adverse effects of other analgesics 

because a reduced dose is required 



Adverse effect paracetamol 

BUT:    

• Paracetamol taken in high doses damages the liver  
• REMEDY : 
• NEVER exceed the maximum daily dose: take no 
more than 4,000 mg daily– if your pain is not 
adequately relieved with paracetamol, add another 
analgesic.  

• 4,000 mg = 8 x 500 mg OR 6 x 665 mg tablets  
• For some, no more than 3,000 mg daily is the 
maximum 

• Paracetamol can be ‘hidden’ in different products, 
including cold products 
 





From LiverTox website at https://livertox.nlm.nih.gov/Acetaminophen.htm  

https://livertox.nlm.nih.gov/Acetaminophen.htm


Anti-inflammatories = NSAIDs 
• Relieve pain and reduce inflammation and 

swelling 

• Can be taken together with paracetamol 

• General rule: take the minimum dose for minimum 

length of time 

• Take with or immediately after food 

• Not everyone can tolerate NSAIDs 

• Doctor will advise whether NSAID is suitable  

• NSAIDs have adverse effects on the gut, the 

kidneys, have cardiovascular toxicities, and may 

cause an allergic reaction in asthmatics, may 

cause bleeding 

• Promptly report any signs of bleeding to doctor; if  

      significant, go to Emergency Department NSAID = Non Steroidal Anti Inflammatory Drug 



Examples of anti-inflammatories 

Active ingredient Brand(s) 

Aspirin Spren, Solprin, Disprin 

Celecoxib Celebrex, Celaxib, Celexi, Kudeq 

Diclofenac Voltaren, Clonac, Fenac, Imflac, Viclofen 

Also available in a gel to apply to painful muscles + 

joints 

Ibuprofen Brufen, Rafen, Nurofen, Advil, Bugesic 

Indomethacin Indocid, Arthrexin 

Meloxicam Mobic, Movalis 

Naproxen Naprosyn, Inza, Proxen, Anaprox, Aleve 

 



COX-1 vs. COX-2 
• Cyclogenase (COX) is a family of enzymes 

• Inhibition of COX leads to a reduction in inflammation and 

pain 

• With COX-2 inhibitors:  gastric erosion,  atherogenesis, 

risk heart attack  

• ALL NSAIDs, whether conventional or COX-2 selective, 

contribute to renal impairment, gut erosion + CV events 

Non-specific 

NSAIDs 

NSAIDS with COX-2 

activity 

Aspirin 

Diclofenac 

Ibuprofen 

Indomethacin 

Naproxen  

 

Celecoxib 

Etorocoxib 

Meloxicam 

Rofecoxib 



Tramadol 
• Can be added to paracetamol and to NSAIDs 

• Available in capsules, tablets, liquid, injection 

• Available in immediate release 50 mg capsule taken every 

6 hours 

• And in slow release 12 hour [Tramal SR, Lodam SR, Zydol SR,  

Tramahexal SR] or slow release 24 hour tablet [Durotram XR] 

• Effective for nociceptive AND neuropathic pain 

• Works on opioid, noradrenaline + serotonin receptors  

incr side effects 



Tramadol 
• Has many adverse / side effects 

• Includes: sweating, headache, agitation, co-

ordination disturbance, constipation 

• Adverse effects are more common in young slim 

females 

• If occurring, promptly report to doctor 

• Contributes to serotonin syndrome  

• Need to be used with caution when taking some other 

medicines such as antidepressants, antipsychotics, St. 

John’s wort, one cough suppressant dextromethorphan, 

older style antihistamines, lithium  



Tapentadol (Palexia) 

• Newest analgesic 

• For moderate to severe pain 

• Slow release, must be swallowed whole 

• Some similarity to tramadol but slightly stronger opioid 

effect and no serotonin effect 

• Works on opioid (u) and noradrenaline receptors 

• Useful addition to armoury 

• Can be used in acute pain, persistent pain and 

neuropathic pain 

• Because it is new, limited experience 

• Report any adverse effects to TGA 



Opioids 
• The strongest analgesics 

• Can be combined with paracetamol and with anti-

inflammatory medicines 

• Many different opioid pain relievers available 

• Good range of formulations – tablets / capsules, 

slow release, liquids, some in oral granules, some 

in sub-lingual (under the tongue), some in patches, 

one in suppository, injections  



Opioid adverse effects 

Potential adverse effects include 

• Drowsiness / sedation, inability to concentrate, dizziness 

• Slowed/suppressed breathing 

• Nausea / vomiting 

• Flushing, urinary retention, sweating 

• Constipation: to assist bowel function, eat a high fibre diet, drink plenty 

of fluids, exercise, probably need to take laxatives. Cannot ignore + 

must manage the effect of these medicines on bowels. 

• Itch (that does not necessarily mean allergy)  

• Dependence: is different to addiction. Quickly become physically 

dependent on opioids = withdrawal symptoms on abrupt cessation; do 

not abruptly cease. Can become psychologically dependent = fear 

being without our pain relievers.  



Addiction 
• The continued use of a substance  

    despite adverse consequences 

• Features include: impaired control  

    over the use of the substance, ‘craving’, 

preoccupation with that substance, continued use 

despite consequences, and denial.  

• Immediate gratification (short-term reward), together 

with delayed adverse effects (long-term costs). 

• Fear of causing addiction limits use of opioids by 

patients,  nurses + family members 

 
Addiction is different to physical dependence 



More opioid adverse effects 

Using opioids long term can be associated with: 

• Decreased saliva production  teeth decay 

• Depressed immune function  more infections 

• Memory and concentration deficits 

• Suppression of sex hormone activity  sexual dysfunction,  libido,  

arousal, infertility 

• Prolongation of QTc interval   torsades de pointes, cardiac death 

e.g. mainly with methadone, and to much less extent, slow release 

morphine and buprenorphine 



Targin 

• Oxycodone + naloxone 

• Reduced constipation compared to oxycodone alone 

• Naloxone antagonises effect of opioid on gut wall  

• Should replace Oxycontin 

• Good range of strengths available 



Examples of opioids used in chronic pain 

Active 

ingredient 

Some brand name(s) Comments 

Buprenorphine Norspan Patches are useful in persistent pain.   

Codeine In Panadeine  + Panadeine 

forte 

A weak opioid. Adds strength to paracetamol 

products. 

Fentanyl Durogesic, Denpax, Actiq Patches are useful in severe chronic pain. 

Lozenge for under the tongue for breakthrough 

pain. 

Hydromorphone Dilaudid, Jurnista Not widely used.  

Commonly used in palliative care. 

Approx. 5 x more potent than morphine mg for 

mg 

Morphine MS Contin, MS Mono, 

Kapanol, Ordine, Sevredol, 

Anamorph 

Wide range of formulations available. Well 

known. Widely used. 

Oxycodone Endone, Oxynorm, 

Oxycontin, Targin, Proladone 

Wide range of formulations available. Well 

known. Widely used.   



Intravenous treatments 

• Lignocaine infusion, low dose 

 USES  

• Severe acute and chronic neuropathic pain  

• ‘Circuit breaker’ for neuropathic pain 

• Adjuvant analgesia during and following surgery  

• Burns pain management  

• Severe headache or migraine  

• Cancer pain 

• Palliative care   

 

These uses are not necessarily approved by the TGA. 



Intravenous treatments 

• Ketamine infusion 
USES  

• Severe pain inadequately controlled with opioids and conventional adjuvants.  

• In severe chronic migraine unresponsive to other agents  

• In neuropathic pain with features of central sensitisation, Complex Regional Pain 
Syndrome and in patients where discontinuation of opiates is desirable  

• Acute pain in chronic pain patients, especially those already on large doses of 
opioids.  

• Acute pain where there is a high likelihood of chronic pain developing, e.g. severe 
bone fracture with neural injury, severe burns needing prolonged opioid infusions.  

• For analgesia prior to painful and frightening procedures e.g. burns dressings 

• Pain in palliative care 

 

These uses are not necessarily approved by the TGA 



Managing pain 
• Persistent pain is often managed by using regular 

analgesics e.g. paracetamol +/- NSAID +/- opioid  

• Use of long acting analgesics e.g. Oxycontin or patches 

• Breakthrough pain occurs suddenly for short periods of 
time and is not relieved by your usual pain management. 
Common in cancer. Requires extra medicines that are 
short acting + that act quickly.  

• Incident pain occurs as a result of activity, such as 
movement of an arthritic joint, stretching a wound, etc. 

• May require extra pain relievers to use only ‘when 
required’, e.g. paracetamol , or an anti-inflammatory, or a 
short acting opioid such as Endone or Oxynorm  



Adjuvant medicines for neuropathic pain 

• Gabapentin        [Neurontin] 

• Pregabalin          [Lyrica] 

• Carbamazepine [Tegretol, Teril] 

 

• Thought to act by slowing electrical  

messages to the brain 

• Reduce but often do not eliminate 

the pain 

• Added to other analgesics 



Other adjuvant medicines 

• Amitriptyline (Endep), nortriptyline (Allegron), and doxepin 

(Sinequan, Deptran) are tricyclic antidepressants that can 

assist in treating pain, particularly neuropathic pain 

• Are added on to analgesic  treatments. 

• Causes drowsiness – and so can assist sleep 

• Taken at night 

• Used in lower doses than that used to treat depression 

• Duloxetine (Cymbalta) has some effect in diabetic 

neuropathy 

http://www.bing.com/images/search?q=Endep+image&view=detailv2&qpvt=Endep+image&id=DF1DB7496D292AF3C93D2221806244C5D04B9F00&selectedIndex=8&ccid=1yoN7Tev&simid=607990765579602420&thid=OIP.Md72a0ded37afd514dca05734dae5f80fo0


Complex Regional Pain Syndrome 
• A chronic pain condition most often affecting one of the limbs (arms, 

legs, hands, or feet), usually after an injury or trauma to that limb.  

• Believed to be caused by damage to or malfunction of, the peripheral 

and central nervous systems.   
 

Common features include: 

• changes in skin texture on the affected area; may appear shiny and thin 

• abnormal sweating pattern in the affected or surrounding areas 

• changes in nails and hair growth  

• stiffness in affected joints 

• problems coordinating muscle movement; decreased ability to move the affected body part 

• abnormal movement in the affected limb, most often fixed abnormal posture (called 

dystonia)  or tremors in or jerking of the affected limb 



Complex Regional Pain Syndrome 

• There is some evidence that vitamin C 500–1000 mg daily 

for 50 days reduces complex regional pain syndrome after 

wrist fracture and limb surgery (4 studies, 1065 patients).  

• Perioperatively, strategies used for primary prevention 

and prevention of recurrence include: 

• regional, sympathetic or epidural block or infusion 

• corticosteroids 

• NSAIDs  

• clonidine tablets or ketamine or lignocaine infusions 

 

Greta Palmer. Aust Prescr: 2015;38:82-61 Jun 2015DOI: 10.18773/austprescr.2015.029  





Complex Regional Pain Syndrome 
Several different classes of medication have been shown to be effective for CRPS, particularly 
when used early in the course of the disease.  

No single drug or combination of drugs is guaranteed to be effective in every person.  

Medications used to treat CRPS include: 

- non-steroidal anti-inflammatory drugs to treat moderate pain, e.g. aspirin, ibuprofen or 
naproxen 

- corticosteroids that treat inflammation/swelling and oedema, such as prednisolone and 
methylprednisolone (used mostly in the early stages) 

- gabapentin, pregabalin, amitriptyline, nortriptyline or  duloxetine 

- botulinum toxin injections 

- opioids such as oxycontin, morphine, hydrocodone, fentanyl 

- N-methyl-D-aspartate (NMDA) receptor antagonists such as dextromethorphan and ketamine 

- nasal calcitonin, especially for deep bone pain, and 

- topical local anaesthetic creams and patches such as lignocaine 

 

Other useful therapies might include: 

• Rehabilitation, psychotherapy, nerve block, electrical nerve stimulation 

 

Emerging therapies: 

• Intravenous immunoglobulin, hyperbaric oxygen 

From http://www.ninds.nih.gov/disorders/reflex_sympathetic_dystrophy/detail_reflex_sympathetic_dystrophy.htm  

http://www.ninds.nih.gov/disorders/reflex_sympathetic_dystrophy/detail_reflex_sympathetic_dystrophy.htm


New analgesic medicines 

• Tapentadol (Palexia IR) in 3 strengths, not on PBS 

• Tapentadol (Palexia SR) in 5 strengths, on PBS for chronic 

‘severe disabling pain not responsive to non-opioids’  

• Lignocaine patch 700 mg (Versatis) Not on PBS 

• Fentanyl sublingual tablet (Abstral) in 5 strengths, on PBS, 

authority prescription required, cancer only 

• Fentanyl orally disintegrating tablets (Fentora)  on PBS, 

authority prescription required, cancer only  

• Tramadol 37.5 mg + paracetamol 325 mg (Zaldiar) Not on 

PBS 

 

PBS = Pharmaceutical Benefits Scheme 



Encourage use of a pain management plan 

• A written agreed plan to assist a patient in managing their 

pain, improves clarity for  the patient and carer(s) 

• Reduces sole focus on medicines 

• Allows all health professionals to be ‘on the same page’ 
• Use relaxation techniques 

• Pace activities to your pain tolerance level 

• Exercise regularly to own tolerance level 

• Attend all appointments   

• Try heat / cold packs, TENS machine, massage 

• Supports / braces / taping / foot wear / aids 

• All are included in the plan 

Download from http://www.nps.org.au/health-professionals/resources-and-tools/for-your-

patients/resources/opioids3    
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NPS Medicinewise Pain Management Plan from 

http://www.nps.org.au/__data/assets/pdf_file/0005/88340/My-pain-management-plan.pdf 



Download from http://www.nps.org.au/health-professionals/resources-and-tools/for-your-patients/resources/pain-

diary  



Persistent 
pain 

Gets you 
down, 
lowers 
mood  

Pain 
seems 
worse 

Further 
lowers 
mood 

May lead 
to anxiety 

+/or 
depression 

http://www.bing.com/images/search?q=image+antidepressants&view=detailv2&&id=8F7A7EBE634DA1048B1AE3801BB6A4FDE03EF584&selectedIndex=109&ccid=26e25Fo4&simid=608005780747911711&thid=OIP.Mdba7b6e45a38acb6c579476975053813H0


Difficulty sleeping 

• Can be an issue for people in pain 

• Sleep hygiene / good sleep advice is very important 
• Avoid caffeine, smoking + exercise just before bed 

• Remove light sources from the bedroom, use heavy curtains 

• Medicines can be used to aid sleep: some should be used 

regularly, some only when needed 
• Temazepam 

• Amitriptyline (Endep) 

• Mirtazapine 

• Melatonin 



From Therapeutic Guidelines Psychotropic 



Mixed up with your medicines? 



Home Medicines Review 



Home Medicines Review  
• A pharmacist visits patient and comprehensively discusses all patient’s medicines  

• Answers questions, informs on safe and effective and appropriate medication use 

• Concentrates on prescribed medicine, but also covers “over the counter” medicines 

and complementary and herbal medicines 

• Allows 1:1, face to face, uninterrupted access to a usually busy health professional 

• Allows you to ask questions that perhaps they you might not do during consultation 

or when collecting scripts 

• Free of charge, one per year, a carer/partner can attend 

• Can take place in own home or elsewhere  

• Report back to doctor for actions that might be needed 

• Typical comment at end of visit: “Thank you so much for visiting today, I have a low 

about my medicines” 

• How to access this service? Written referral required from usual GP  community 

pharmacy OR accredited pharmacist 
 
 



Prescription  dependence / addiction? 

 

• Prescription Opioid Policy: Improving management of 

chronic non-malignant pain and prevention of problems 

associated with prescription opioid use. See 

https://www.racp.edu.au/docs/default-source/advocacy-

library/prescription-opioid-policy.pdf  

 

• Real time monitoring  
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Victoria coalition government in 

2016 promised $7 million over 5 

years to set up a real time 

monitoring system for prescription 

opioids 



Increase in oxycodone use in Australia  



Increase medicines use to manage 

pain: is it  the best remedy? 
 

 

 

Increasing pain 

without appropriate 

management 

Increasing analgesic 

use possibly leading to 

better managed pain 

Increasing analgesic use might not be the best first-line strategy.  

Consider: 

• Is patient participating in non-drug strategies to manage their pain? 

• Are they attending all appointments? 

• Are they using analgesics appropriately? 

• Use of a pain diary then developing a written pain management plan 

• Referral for specialist consult in difficult cases or high opioid doses 

 



Penington report  
‘Australia’s Annual Overdose Report 2016’ 
Key information from the report: 

• In 2014, people aged 30-59 years accounted for 78% of all overdose deaths. 

• Australians aged 40-49 are the most likely to die of a drug overdose. Deaths in this age 
bracket have almost doubled in 2004 to 2014. 

• In 2014, per capita overdose deaths are significantly higher in rural and regional areas 
(5.7 deaths per 100,000 population) than in metropolitan areas (4.4 deaths per 100,000 
population). Between 2008 and 2014, there was an 83% increase in per capita deaths 
in rural and regional Australia – up from 3.1 deaths per 100,000 population to 5.7 per 
100,000. 

• Men overdose in much higher numbers than women: 762 men vs. 375 women died 
of accidental overdose in 2014, similarly to the previous decade. 

• Despite common perceptions of accidental deaths due to drugs are caused by illicit drugs, in 2014 
prescription medications were responsible for more drug-related deaths (71%) than illicit drugs 
(29%). (Note: this statistic is for total drug-related deaths, not just overdose deaths).  

• Over the period 2008-2014 there was an 87% increase in prescription opioid deaths in Australia, with the greatest increase 
occurring in rural/regional Australia which saw a 148 per cent increase. 

• Accidental deaths due to drug overdose per capita for Aboriginal people have skyrocketed between 
2004 and 2014 with an increase of 141% – from 3.9 per 100,000 in 2004 to 9.4 per 100,000 in 2014 in the 
five jurisdictions with Aboriginal data. In the same period, the increase among non-Aboriginal people was 
from 3.3 per 100,000 to 4.8 per 100,000 – an increase of 45%. 

• Western Australia is the worst state for overdose deaths per capita with 5.8 per 100,000 in 2014 
followed by NSW with 5.1 per 100,000.  

 

From http://www.penington.org.au/national-scandal-deaths-overdose-continue-climb/  



Resources 



Resources for managing pain from 

NPS Medicinewise at 

http://www.nps.org.au/conditions/ne

rvous-system-problems/pain/for-

individuals/pain-conditions/chronic-

pain/for-health-

professionals/resources-tools  
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THANK YOU 
Debbie Norton 

 


