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Opioid analgesics are commonly prescribed to treat low back pain.
There is currently no evidence to support prescribing these medicines
for people with acute low back pain, and only small pain relief is
gained from opioid analgesics in people with chronic low back pain.
Furthermore, concern is growing over adverse events and prescription

opioid overdose and death.

ow back pain, defined as pain

between the 12th rib and buttock

crease, affects more than 80% of

individuals during their lifetime.!
It is the leading cause of disability in Aus-
tralasia and a common condition keeping
Australians out of the workforce, reducing
gross domestic product by $3.2 billion per
annum.>’

Low back pain is categorised as acute
(pain duration of less than three months)
or chronic (pain duration of greater than
or equal to three months). Most people with
low back pain have nonspecific pain (i.e.
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from unknown physical or structural
causes), and in fewer than 1% pain is attrib-
utable to red flag conditions.** Studies have
variously shown that the pain does not
entirely resolve in the short term for between
25% and around 60% of people with acute
low back pain.®

Pharmacological treatment of acute and
chronic low back pain poses challenges
for doctors. In this article, we discuss the
benefits, risks and challenges associated
with pharmacological therapy for low back
pain, focusing on treatment with opioid
analgesics.
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Pharmacological management
The management of low back pain can be
a clinical challenge. Practice guidelines
traditionally have suggested a stepwise
approach to pharmacological treatment,
beginning with simple analgesics such as
paracetamol or NSAIDs. However, a key
challenge now is recommending appro-
priate pharmacotherapy amid the growing
evidence that simple analgesics, such as
paracetamol and NSAIDs, offer no or
modest benefit for this condition.

A recent review of paracetamol for acute
low back pain showed that paracetamol was
no more effective than placebo, and carried
about a fourfold greater risk of abnormal
liver function test results (risk ratio, 3.8;95%
confidence interval [CI], 1.9 to 74).” Further-
more, although a meta-analysis has shown
that NSAIDs have a small benefit for acute
lowback pain (reduction of pain of 6.4 points
on a 100-point pain scale; 95% CI, -10.3 to
—2.5), gastrointestinal, renal and cardiovas-
cularadverse events are common with these
medicines, especially during regular use and
in those with risk factors such as pre-existing
cardiovascular disorders.® This study also
found that people treated with NSAIDs
for spinal pain were 2.5 times more likely to
experience gastrointestinal adverse events
than people taking a placebo.® The most
recent clinical practice guidelines in the UK
and USA recommend that paracetamol
should not be offered alone for the treatment
of acute low back pain and that NSAIDs
should be used at the lowest effective dose.>"°
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KEY POINTS

e Low back pain clinical practice
guidelines do not endorse the
routine use of opioid analgesics.

 Management of patients with acute
and chronic low back pain should
begin with reassurance and advice,
including recommendation of
appropriate nonpharmacological
interventions.

« If nonpharmacological pain relief is
insufficient for patients with acute
low back pain, then use
pharmacotherapy such as NSAIDs.

¢ If nonpharmacological pain relief is
insufficient for patients with chronic
low back pain, then pharmacological
treatments such as NSAIDs or weak
opioid analgesics (if the benefits
outweigh the risks) may be
considered.

o For patients who have been on
long-term opioid therapy and have
had an inadequate response,
consider opioid dose tapering and
cessation.

o There is moderate-quality evidence
of a small benefit from opioid
analgesics in managing chronic low
back pain in the short term (less than
three months after commencing).

Increasing use of opioid
analgesics

Interestingly, despite widespread use of
opioid analgesics for low back pain, the
guidelines also do not recommend their
use for this condition.”** This is because
there is limited evidence for their efficacy
and a well-established profile of medicine-
related harmful effects.”®

In Australia, opioid analgesics and
opioid analgesic combination medicines
are among the most commonly prescribed
pharmacological treatments for back pain.
Thisincludes the paracetamol and codeine
combination and oxycodone.''? Further-
more, the most recent analysis of opioid
prescribing patterns in Australia showed
that 45.6% of all analgesic medicines
recommended for acute and chronic spinal
(back and neck) pain in 2013/2014 were
opioid analgesics.”* However, treatment of
low back pain using opioid analgesics is the
subject of considerable debate, particularly
as there is currently no evidence to guide
the use of these medicines in patients with
acute low back pain.

Concerns and lack of evidence
Most of the evidence surrounding opioid
analgesic use for low back pain comes from
trials evaluating use in patients with chronic
low back pain. A systematic review pub-
lished in 2016 found that opioid analgesics
provided a small amount of pain relief
(reduction of 10.1 points on a 100-point pain
scale; 95% CI, —12.8 to —7.4) for patients with
chroniclow back pain in the short term (less
than three months after commencing)."”
Large effects (greater than 20 points on a
100-point pain scale) on pain were not
observed even at high doses (morphine
equivalent dose, 200 mg per day) of an opi-
oid analgesic, challenging the common
perception of opioids as powerful analgesics
in chronic low back pain.

Although the findings reveal that many
people are likely to experience modest
pain relief with these medicines, it is
important to note these are average effects.
Some may experience a larger benefit,
while others experience no benefit. The
review found that a large proportion of
people with chronic low back pain do not
respond to opioid analgesics or experience
adverse events while taking them, and in
half of the studies about 50% of partici-
pants dropped out for these two reasons.”®
None of the studies evaluated in this sys-
tematic review provided data on long-term
outcomes.
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The risk of adverse events with opioid
analgesics is high. Common adverse
events include central nervous system
adverse events (e.g. headache, somnolence,
dizziness), gastrointestinal tract adverse
events (e.g. constipation, nausea, vomit-
ing) and autonomic adverse events (e.g.
dry mouth)."”” However, opioid analgesics
are also associated with more serious risks,
including dependency, hyperalgesia,
tolerance, opioid overdose and death.'s**
There has been a rise in opioid use disor-
ders, diversion of prescription opioids to
the illicit market and opioid overdose
deaths concomitant with the increase in
opioid analgesic prescribing.”** About
62 people die each day in the USA from
prescription opioid overdoses, with
fentanyl misuse cited as a major cause for
concern.” In Australia, there was a 22-fold
increase of oxycodone supplied under
the PBS between 1997 and 2012, and an
increase in oxycodone-related deaths
in recent years.”*** Many oxycodone pre-
scriptions originate from hospital settings
for the treatment of acute pain, including
acute low back pain.*** However, this
practice is potentially problematic, and
up to 10% of patients prescribed an opioid
analgesic in a hospital setting for treatment
ofacute pain still use an opioid 12 months
later.?>*>” Such trends have prompted
major interest in strategies to reduce opioid
analgesic prescribing for noncancer pain
conditions such as low back pain.

Recommended management of
chronic low back pain

In the USA, more than half of people reg-
ularly treated with prescription opioid
analgesics have chronic low back pain."*
However, an important clinical problem
with opioid analgesics is the loss of anal-
gesic efficacy after long-term or repeated
dosing. Therefore, an essential approach
to managing chronic low back pain is to
combine short-term use of opioid analge-
sics with nonpharmacological interven-
tions aimed at improving function and
painin this condition, such as exercise and
physiotherapy.*
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OPIOIDS FOR LOW BACK PAIN continued

TAPERING OF OPIOID ANALGESICS*

* Consider tapering if patient:

— has not experienced clinically
meaningful improvements in pain
and function

— is on a morphine equivalent dose
=50 mg/day without benefit

— shows signs of substance use
disorder (e.g. work/family
problems related to opioid use)

— experiences overdose or serious
adverse event(s)

— shows early warning signs for
overdose risk (e.g. confusion,
slurred speech)

Start with a decrease of 10% of the
original dose per week (use slower
tapers, e.g. 10% reduction per
month, for patients who have taken
opioids long term)

Remember to:

— carefully monitor withdrawal and
opioid use disorder

— counsel patients about the risk of
overdose if they rapidly return to
previously prescribed higher doses

— co-ordinate with specialists and
other health experts to ensure that
patients receive appropriate
psychosocial support, particularly
for those at high risk of harm

— encourage individuals and reassure
them that most people have
improved function without worse
pain after tapering opioids

— consider a diagnosis of opioid use
disorder if tapering is not
successful or leads to aberrant
opioid-seeking behaviour, and refer
the patient to drug services, possibly
for initiation of opioid substitution
therapy

— organise treatment for opioid use
disorder and consider naloxone for
overdose prevention

*Adapted from the US Centers for Disease Control

and Prevention guidelines for prescribing opioids for
chronic pain.*®

Increasingly, evidence around chronic
low back pain management supports a
patient-centred approach to care within a
biopsychosocial framework, as it is unlikely
such complex cases can be adequately
managed by pharmacological treatments
alone, or by a single clinician acting
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MANAGEMENT OF ACUTE AND CHRONIC LOW BACK PAIN®°

Patient presents with low back pain

Screen for red flag conditions,
and refer if necessary

Y

Acute low back pain (<3 months)

v

Provide reassurance and advice

— encourage the patient to
continue with normal activities
and avoid bed rest

— acknowledge that most cases
improve with time

— reassure the patient that imaging
is not recommended for acute
nonspecific low back pain

v

Recommend nonpharmacological
therapies e.g. superficial heat

v

Pharmacotherapy, if needed

— NSAIDs at lowest effective dose

— muscle relaxants

— opioids are not recommended

— opioid risk assessment is
encouraged before a trial of
opioid analgesia. Weak opioids
may need to be considered if
NSAIDs are contraindicated

independently.” The biopsychosocial
model of care recognises the complex
interplay between psychological, social
and biological factors that contribute to
illness progression and management deci-
sions.* With this model, there is the oppor-
tunity to address any concerns or incorrect
beliefs the individual has about their con-
dition. It is also important to provide
patient education. Providing access to pain
management resources (e.g. self-help sites)
and the accompaniment of written edu-
cational material may serve to reinforce
verbal advice.***
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Chronic low back pain (=3 months)

v

¢ Provide reassurance and advice

\

¢ Recommend nonpharmacological

therapies

— multidisciplinary rehabilitation, or

— a multimodal treatment
approach such as psychological
therapies (e.g. cognitive
behavioural approach), or

— manual therapies with exercise
therapy, stress reduction
techniques

Pharmacotherapy, if needed

— NSAIDs at lowest effective
dose

— opioids are not recommended

— a short course of opioid
analgesics may be considered
if NSAIDs are contraindicated
or other treatments have failed,
providing the benefits outweigh
the risks

Further to this approach, the use of an
opiate risk screening tool is encouraged in
the routine management of people with
lowback pain.” There should be agreement
regarding opioid treatment as part of a
multimodal treatment plan, where goals
are set based on improved function, there
is clear agreement with regard to the pro-
vision and dispensation of the opioid (e.g.
by one prescriber and one pharmacy,
respectively) and there are no replacements
for lost repeats and no early repeats. These
strategies are in accordance with the
Australian and New Zealand College of
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Anaesthetists Faculty of Pain Medicine
opioid treatment plans for chronic non-
cancer pain and should similarly be
adopted for the management of chronic
low back pain.*

Unfortunately, it is not always clear
what strategies should guide the provision
of effective analgesia among individuals
who are opioid dependent.'® However,
pharmacotherapy with substitution opi-
oids (e.g. methadone liquid or sublingual
buprenorphine) is an evidence-based
approach that facilitates pharmacological
stabilisation of dependence and gives the
treating doctor the chance to engage
patients in long-term care plans.**

Cessation of opioid analgesics is an
expectation during the management of
chroniclow back pain. The US Centers for
Disease Control and Prevention guidelines
for prescribing opioids for chronic pain
recommend that the opioid analgesic dose
should be reduced or tapered down to ces-
sation in certain circumstances, described
in the Box.** Tapering strategies and a sum-
mary of the recommended care pathway
for patients with chronic low back pain are
shown in the Box and the Flowchart.

Recommended management of
acute low back pain

There are several considerations with
regard to prescribing opioid analgesics
for acute low back pain. First, there is no
clinical trial evidence to guide dose or
duration of use of these medicines in
patients with acute low back pain. Opioid
dependency is another concern, particu-
larly among people with a history of abuse,
mental health conditions or substance use
disorders. Initially, a trial of simple anal-
gesics should be considered, in combination
with nonpharmacological strategies that
have been shown to reduce pain and facil-
itate recovery from acute low back pain,
such as applying heat packs and engaging
in regular activity.”'® After assessing the
patient for red flag conditions (excluding
potential serious underlying causes) doc-
tors are encouraged to reassure the patient
of the favourable prognosis for acute low

back pain.*s Assessing patient motivation
and providing assurance of a favourable
prognosis where appropriate are integral
to the overall management of nonspecific
low back pain, particularly as catastrophis-
ing and fear-avoidance beliefs among
patients with low back pain have been
implicated in the transition from acute to
chronic pain.***® Conversely, well-moti-
vated patients are not likely to experience
long-term complications and are more
likely to take up the recommended care
that has been proven to speed recovery
from low back pain compared with other
interventions.”

Imaging and bed rest is not recom-
mended for this condition and may delay
recovery.>' In situations where an indi-
vidual has not responded adequately to
treatment with simple analgesics or has
a contraindication to such analgesics, it
may be appropriate to consider an opioid
analgesic. In such cases, onlya short-term
course is recommended and the opioid
analgesic should be weaned and ceased at
the end of the agreed treatment period.*
Further to this, patients should have
regular follow-up assessments, be closely
monitored for adverse events and set real-
istic goals for managing their pain and
function.” A summary of the recom-
mended care pathway for patients with
acute low back pain is included in the
Flowchart.

The need for more evidence

To date there have been no placebo-
controlled clinical trials evaluating the
efficacy and safety of opioid analgesics in
people with acute low back pain. A team
of researchers in Australia are currently
recruiting participants for the first ran-
domised, placebo controlled trial investi-
gating the use of a short course of opioid
analgesia for the management of acute low
back and or neck pain (the Opioid Anal-
gesia for Acute Spinal Pain [OPAL] study).*
The trial is investigating use of a time-
limited course of an opioid with a clear
plan to cease the medicine within six
weeks. During the study, the participants
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are closely monitored by their treating
physician and the OPAL research team.
General practitioners are able to contribute
to new evidence on the efficacy of opioids
by being involved in OPAL (sph.opal@
sydney.edu.au), and can earn CPD points.

Summary

Although opioid analgesics are com-
monly prescribed for low back pain, there
is limited evidence to support their use.
They have shown modest benefits for
treating chronic low back pain, yet there
is no evidence to guide the use of opioid
analgesics for acute low back pain. It is
important that if opioid analgesics are
prescribed, tolerability and adverse effects
are carefully monitored. Long-term use
is discouraged and should be accompa-
nied by nonpharmacological therapy,
with consideration given to opioid reduc-
tion, tapering or cessation. mr
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