
Opioids for Chronic Pain:
Genie out of the bottle ?

D R N IRANJAN C HOGLE FFPMRCA

C ONSULTANT IN ANAESTH & PAIN MEDICINE

JOINT INTERVENTIONAL PALLIATIVE PAIN SERVICE

SET

niranjan.chogle@setrust.hscni.net                                                                           painclinicni@icloud.com



2024



Disclosures

❑ Nil

❑ Opiophobia
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Good Medical Practice
Stick to the latest recommendations  (SSPG - NI Medication Management)

Trial a medications only if you agree with someone else's recommendations

Organise follow up, monitoring and wean



Opioids for Acute Pain
Opioids remain important in the treatment of moderate to severe acute pain.

Chronic pain patients can have opioids for Acute pain

Avoid modified release opioids for the treatment of acute pain. Modified release 
opioids confer no benefit in the management of post operative pain and have a 
higher risk of opioid induced adverse events including OIVI (opioid induce 
ventilatory impairment).

Modified release opioids is a risk factor for the development of persistent post 
operative opioid use (opioid use more than three months after surgery or 
trauma).



Opioids for Chronic Pain
No supportive evidence beyond 6 months

Trials lasting 12 months – No meaningful difference between placebo and 
opioids

Patients who do not achieve useful pain relief or improved function from opioids 
within 4 weeks are unlikely to gain benefit in the long term.

Short-term efficacy does not guarantee long-term efficacy



Opioids for Acute on Chronic Pain
Not to increase dose after stable dose 

For a new acute pain problem, a temporary increase may be trialled.

Dose reduction when the acute issue has resolved.



Chronic pain management in the patient 
receiving opioid substitution therapy
❑ Close collaboration with drug services and the patient’s GP is mandatory

❑ Regimens should avoid prescription of multiple opioids

    For patients on Methadone
✓Split dose and give 12 hourly

    For patients on Buprenorphine
✓Split dose and give 8-12 hourly



How come we spend 3 decades moving 
patients to MR preparation ? 



Disclaimer: Must for all HCP



How did they do it ?
“Modified release opioids are designed for Chronic Pain”

“Modified release opioids do not cause addiction”

“Modified release opioids are not associated with respiratory depression”

   Pain as 5th vital sign

   Funded patient support groups 

   Funded Conferences 

   Funded Medical Societies



Disclaimer: Uncomfortable Viewing 



Disclaimer: Uncomfortable Viewing 



105,007
deaths

2023



England

Total opioid related deaths in 2024:   2,621      (2,551 in 2023) 
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Offering Opioid for Non Cancer Chronic Pain



The Opioid Trial

Clearly defined pain associated with identifiable organic disease may respond to 
opioids

Poorly defined pain of uncertain aetiology (Chronic Primary Pain) or with pain 
disproportionate to imaging findings, would be less likely to respond to opioid 
therapy



Mechanism of Pain: Old Classification

Nociceptive Neuropathic



2017-2021 IASP Nociplastic Pain

Nociplastic

NeuropathicNociceptive

Nijs et al J Clin Med 2021 Aug.



New Classification

FM, IBS, Pelvic Pain (most), 

BMS, Migraines, Low back pain (most)

TMD, Refractory TN, Whiplash inj,  

Persistent Idiopathic Facial Pain

Nociplastic



Pain Clinic attendees:
Predominantly Nociplastic pain picture

Nociplastic

NeuropathicNociceptive



GP’s heart-sink attendees:
Predominantly Nociplastic pain picture

Nociplastic

NeuropathicNociceptive



It is important to recognise this type of pain, since it will respond to different therapies than 
nociceptive pain or neuropathic pain, with a decreased responsiveness to peripherally directed 
therapies such as:

I. Anti-inflammatory drugs

II. Opioids

III. Surgery

IV. Injections.

Nociplastic 

Pain

Lancet 2021 Fitzcharles et al
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Conclusion:

Oxycodone CR has limited effectiveness for the treatment of diabetic neuropathy or

post herpetic neuralgia.

Evidence is lacking regarding treatment benefit for other neuropathic pain syndromes

(sciatica) or fibromyalgia.

Cochrane for Clinicians March 1, 2015◆ Volume 91, Number 5
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The Opioid Trial – Look out for
Nociplastic Pain  

h/o Substance misuse

Other addictions

Psychological distress

Trauma

Major psychiatric co-morbidities  

h/o self harm



The Opioid Trial
Nociplastic Pain  

h/o Substance misuse

Other addictions

Psychological distress

Trauma

Major psychiatric co-morbidities  

h/o self harm



The Opioid Trial
Agree outcomes- importance on function 

Duration of trial:
◦ 2 weeks max if pain is constant

◦ 2-4 week if pain is episodic

Choice of opioid
◦ a short (1-2 week supply) of immediate release morphine tablets.

◦ 5-10mg morphine. If 20mg Oral IR morphine tablet doesn't help – non Mu opioid responsive pain

◦ Max 50mg OME 

Taper over 1 week if unsuccessful to achieve outcomes



Common opioids 
Potency

Equivalent dose to 50mg oral 
morphine in 24hr

Equivalent dose to 90 mg oral 
morphine in 24hr

Codeine phosphate 0.1 240mg

Dihydrocodeine 0.1 240mg

Hydromorphone 5 10 mg 18mg

Methadone * *

Morphine 1 50 mg 90mg

Oxycodone 1.5 33 mg 60mg

Tapentadol 0.4 125 mg 225mg

Tramadol 0.1 100mg

Buprenorphine 100 20ug/hr (Butec) 35ug/hr (Transtec)

Fentanyl 100 25ug/hr 37ug/hr

(Reviewed March 2023 to reflect current BNF figures)



Buprenorphine
Only MR opioid preparation with some indications

Partial mu agonist

Respiratory depression is rare (5ug-20ug/h)

Addiction is rare

Least Sensitising opioid

Least Serotonergic opioid 



Fentanyl



50mg OME / 90mg OME 

Seem arbitrary



2024

28,552 FM patients

26% ended up as long term users



2024

Initial Trial dose  <50mg OME 1

Initial Trial dose > 120 mg OME 31.9

Initial Trial dose 50-119 mg OME 7.5

Morbid Obesity 2.4

Substance use disorder 2

Obesity 1.6





Only one way to wean



Only one way to wean



Motivational Interviewing 

A change can be successfully implemented if the reason for change 
comes from within



Long term harm opioids
Unintentional overdose- Patches & Long acting preparations

Sexual dysfunction and infertility

Falls and Fractures

Osteoporosis

Increased risk of MI

Reduced immunity

Adrenal insufficiency

Central Sensitisation (OIH)



as short as one week exposure.

One systematic review and meta-analysis found that hypogonadism is present 
among approximately 63% of male patients on long-term opioids.

Opioids and Their Endocrine Effects: A Systematic Review and Meta-analysis. The Journal of Clinical Endocrinology & 
Metabolism. 2019;105(4):1020-1029.

Opioid Induced Androgen Deficiency (OIAD) 



Opioid Induced Androgen Deficiency (OIAD) 
Sex hormone deficiency Adrenal insufficiency

Anaemia
decreased libido
decreased muscle mass
depression
erectile dysfunction
fatigue
menstrual irregularities
osteoporosis
vasomotor instability
weight gain

Fatigue
malaise
abdominal discomfort, 
anorexia
orthostatic hypotension

Opioid-induced endocrinopathy. Journal of Osteopathic 
Medicine. 2009;109(1):20-25

Opioids and Their Endocrine Effects: A Systematic Review and Meta-analysis. The 
Journal of Clinical Endocrinology & Metabolism. 2019;105(4):1020-1029.



Fracture and Falls risk
OR 4.49 risk of Fractures in opioid users vs non opioid users

Falls risk is increased at initiation and escalation of opioids

400% increased risk of fall & fracture

Opioids and the Risk of Fracture: A Self-Controlled Case Series Study in 
the Clinical Practice Research Datalink. Am J Epidemiol. 2021 Jul



Opioid Induced Immunosuppression
Bind to µ-opioid receptor on immune cells

Act by activating the descending pathways of the HPA axis and the sympathetic 
nervous system, glucocorticoids are released, along with noradrenaline, both 
acting on leucocytes resulting in reduction of immune response.

Very relevant to those with an immunosuppressed status, due to frailty, disease 
such as cancer or HIV, or those who have undergone invasive surgery should be 
considered when treating with opioids.

Opioids and the immune system. Palliative medicine. 
2006;20(8_suppl):9-15.

Non-analgesic effects of opioids: mechanisms and potential clinical relevance of opioid-induced 
immunodepression. Current pharmaceutical design. 2012;18(37):6034-6042.



Opioid Induced Hyperalgesia
Abnormal pain sensitivity, where patients receiving opioid therapy become more 
sensitive to pain

Central Sensitisation caused or worsened by opioids

Management:
◦ Non Cancer Pain -> slow wean

◦ Cancer pain -> wean and switch

Patients who started with Nociplastic disorders are naturally at a risk of OIH

A comprehensive review of opioid-induced 
hyperalgesia. Pain physician. 2011;14(2):145



Only one way to wean
❑  Patient should feel the need to wean 

❑  No replacement strong opioids

❑  Flareups will happen- that is natural for all Ch. Pain  (even if they don’t wean)

❑ Pause during a wean is permissible; shared decision 

❑  Reduce by 5-10% between 2-6 weekly

❑  Usually stopping medicines makes no difference to the pain but can 

      make people feel better (being more awake, more energy, engage with surrounding)

❑  Switching to another strong opioid is generally applicable to palliative setting 



What happens in the real world ?







End result:

• Ineffective Polypharmacy

• Opioid / Gabapentinoid related deaths

• Serotonin Toxicity

• Anticholinergic crisis

• Dependence 

• Tolerance 

• Drug seeking behaviour 

• ……..we wish, we hadn’t let the genie out !

Long term



Summary
❑ Opioids are great for acute pain in ALL patients

❑ Think about Catch 22 before you let the genie out

❑ MR preparations are problematic

❑ 50mg OME is the STOP line for an opioid trial.

❑ 90mg OME is the ‘Risk Threshold’

❑ Easier to implement change if the need for that change comes from within 

❑ Replace rather than Add

❑ The only option while riding a dead horse is to dismount



Questions ? 
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