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WHAT IS PAIN?

• IASP 1975: "AN UNPLEASANT SENSORY AND EMOTIONAL EXPERIENCE ASSOCIATED WITH 
ACTUAL OR POTENTIAL TISSUE DAMAGE, OR DESCRIBED IN TERMS OF SUCH DAMAGE." 

• PAIN IS 

• AN ALARM SYSTEM

• AN EMOTIONAL EXPERIENCE

• A SENSORY EXPERIENCE

• A NEURO-REGULATORY PROBLEM (IN CHRONIC PAIN)

• A CHALLENGE TO DUALISTIC APPROACH TO HEALTH

CHRONIC PAIN EPIDEMIOLOGY (1)

• CHRONIC PAIN IN POPULATION PREVALENCE AT AROUND 20%

• PREVALENCE INCREASES WITH AGE, LOWER SOCIOECONOMIC STATUS, ETHNICITY, FEMALE GENDER

• NZ 17% (DOMINICK ET AL 2011)

• 15-24 YEARS 8% F/9% M

• 35-44 YEARS 14.1% F/16.1% M

• 45-54 YEARS 20.5% F/17.7% M

• 75+ YEARS 30% F/25.6% M

• SF-36: HEALTH RELATED QOL DECREASES WITH NUMBER OF PAIN SITES

4 out of the top 6 leading causes for the global burden of disease are conditions that cause chronic pain
People with chronic pain present with significantly higher rates of mental health problems.

EPIDEMIOLOGY: SITES

• HEAD 15%

• NECK 8%

• UPPER BACK 5%

• LOWER BACK 18%

• HIP 8%

• SHOULDER 9%

• HAND 6%

• LEG 14%

• KNEE 16%

• JOINTS (UNSPECIFIED) 
10%

• BACK (UNSPECIFIED) 24%
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EPIDEMIOLOGY: COMMON SYNDROMES
• HEADACHE: MIGRAINE, TENSION 

HEADACHES, CLUSTER HEADACHES 
(AUTONOMIC), CHRONIC DAILY 
HEADACHE, MEDICATION 
OVERUSE HEADACHE

• LOW BACK PAIN +/-
RADICULOPATHY

• NON CARDIAC CHEST PAIN

• MYOFASCIAL PAIN SYNDROMES

• NEUROPATHIC PAIN SYNDROMES

• MUSCULOSKELETAL PAIN 
SYNDROMES: FIBROMYALGIA, 
ARTHRITIS, BURSISTIS, PLANTAR 
FASCIITIS, OTHERS

• CRPS (COMPLEX REGIONAL PAIN 
SYNDROME)

• VISCERAL PAIN 
(GASTROINTESTINAL, PELVIC, 
ABDOMINAL)

• ORAL/FACIAL PAIN

EPIDEMIOLOGY: ASSOCIATIONS

• PSYCHOLOGICAL FACTORS ADVERSELY AFFECT GENERAL MEDICAL CONDITIONS IN SEVERAL 
WAYS:

• CLOSE TEMPORAL RELATIONSHIP BETWEEN PSYCHOLOGICAL FACTORS AND DEVELOPMENT OR 
EXACERBATIONS IN MEDICAL CONDITION

• FACTORS INTERFERE WITH TREATMENT

• FACTORS ARE AN ADDITIONAL HEALTH RISK

• STRESS RELATED PHYSIOLOGICAL RESPONSES PRECIPITATE MEDICAL SYMPTOMS

EPIDEMIOLOGY: MENTAL HEALTH ASSOCIATIONS
• MAJOR DEPRESSION 34-82% (CF 18-35% POPULATION)

• ADJUSTMENT DISORDER WITH DEPRESSED MOOD 28% 

• ELEVATED SUICIDE RATES (SIMILAR TO OTHER DISABLING ILLNESSES)

• ANXIETY DISORDERS:  GAD 15-20%, PD 11%, PTSD 7-39% (45-82% IN CSA), 
PHOBIA 9%, SOCIAL PHOBIA 11%

• AOD: ON OPIOIDS FOR CNCP ADRB 11-20.4%, ADDICTION 3.3%; PROBABLY
MUCH HIGHER (26%)  FOR UNSELECTED PATIENTS

• SOMATOFORM DISORDERS: PAIN DISORDER (LITTLE VALIDITY), CONVERSION 
DISORDER  (NEUROPHYSIOLOGICAL PHENOMENA CLOSELY INVOLVED IN 
GENERATION OF MOTOR AND SENSORY “CONVERSION” SYMPTOMS)

• PERSONALITY DISORDERS: RATES OF 37-66%, HIGHER THAN GENERAL 
POPULATION BUT SIMILAR RATES TO PSYCHIATRIC AND MEDICAL 
POPULATIONS 

EPIDEMIOLOGY: NATURAL HISTORY

• CHILDREN WITH NORMAL APPENDIX REMOVED (N=209): 
• → 2X RATE OF PSYCHIATRIC ADMISSIONS, GENERAL HOSPITAL 

ADMISSIONS, CL ATTENDANCE

• CHILDHOOD RECURRENT ABDOMINAL PAIN:
• → 40-60% ADULT IRRITABLE BOWEL SYNDROME (SMALL NUMBERS)

• PREMATURE INFANTS (NICU OUTCOMES)
• → INCREASED RATES OF CHRONIC PAIN IN ADOLESCENCE AND 

ADULTHOOD: 30 - 40% BY AGE 30

• → PAIN SENSITIVITY CORRELATES WITH NUMBER OF PROCEDURES
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WHAT IS PAIN?
ACUTE VS CHRONIC PAIN

acute pain chronic pain (arbitrarily >3/12)

Common >99%  population ~21% population

Tissue damage No tissue damage

Diagnose Multiple explanations

treat Multiple treatments, variably effective

cure Often no cure, chronic disease model

Return to function losses

Clear sick role Unclear roles

WHAT IS PAIN?
A BIOPSYCHOSOCIAL FORMULATION

AETIOLOGY: DUALISTIC FALLACIES

• PAIN “FELT” BY THE BRAIN 

= BRAIN CAUSES PAIN (IT’S ALL “IN YOUR HEAD”)

• “PSYCHOLOGICAL” TREATMENTS EFFECTIVE 

= CAUSES OF PAIN ARE “PSYCHOLOGICAL”

• “ABNORMAL PAIN/ILLNESS BEHAVIOUR” 

= PAIN IS “NOT REAL”

• PARENTAL ANXIETY PERPETUATES PAIN

= PARENTAL ANXIETY CAUSES PAIN

THE GATE THEORY

Large Diameter Fibers

Small Diameter Fibers

Myelinated

Unmyelinated

BRAINTGate

S

I

PNS Cord BRAIN

+
-

Melzack & Wall 1965
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Open Gate Close Gate

Pain signals
Tired
Depressed
Out of shape
Negative expectations
Loss of distractions

Anesthetics
Relaxed
In shape
Preoccupied or busy
Positive expectations
Improved sleep and mood

MODIFIERS OF THE PAIN GATE NEURAL PATHWAYS IN PAIN

WHAT IS PAIN:”
PAIN MECHANISMS / AETIOLOGY

• EXPERIENCE OF PAIN REQUIRES INTEGRATION OF SENSORY AND AFFECTIVE/EVALUATIVE ELEMENTS

• IE PAIN IS A CONSTRUCT

• MULTIPLE MECHANISMS ARE RESPONSIBLE FOR PRODUCTION OF DISTINCT PAIN SYNDROMES:
• NOCICEPTIVE PAIN

• NEUROPATHIC PAIN

• CENTRAL SENSITIZATION 

• ASSESSING FOR THE SPECIFIC PAIN MECHANISM(S) AND TARGETING TREATMENT ACCORDINGLY 
FORMS THE BASIS FOR SUCCESSFUL PAIN MANAGEMENT

• THESE ARE NOT DIAGNOSES

NOCICEPTIVE PAIN
• TRANSIENT PAIN IN RESPONSE TO NOXIOUS STIMULI

• PAIN/HEAT RECEPTORS (VANILLOID TRPV-1&2), 
MECHANORECEPTORS, INFLAMMATION RECEPTORS

• ANNOUNCES THE PRESENCE OF A POTENTIALLY 
DAMAGING STIMULUS

• C FIBERS (AFFERENT, UNLOCALISED)

• A-DELTA FIBERS (AFFERENT, LOCALISED)

• ASCENDING TRACTS:

• IMMEDIATE CROSSOVER TO DORSAL HORN

• ROSTRAL VENTRAL MEDULLA (RVM), 
PERIAQUEDUCTAL GRAY (PAG)

• TRACTS TO SENSORY CORTEX, CINGULATE CORTEX, 
AMYGDALA AND HYPOTHALAMUS
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NEUROPATHIC PAIN:
INJURY TO NERVOUS SYSTEM

DAMAGE TO PERIPHERAL NERVE FIBRES AND/OR 
CENTRAL NERVOUS SYSTEM 

PREDOMINANTLY C FIBERS

• BURNING

• STINGING

• SHOOTING

• LANCINATING

• PINS AND NEEDLES

• VICE-LIKE

• ELECTRIC

• TINGLING

CENTRAL NEURAL SENSITIZATION
§ SPINAL CORD / BRAINSTEM LEVEL

§ SENSITIZATIO0N NORMAL AND ADAPTIVE WHEN BRIEF (<72 HOURS)

§ REPEAT STIMULATION/NERVE DAMAGE è WDR HYPEREXCITABILITY
§ 2ND ORDER DORSAL HORN NEURON SENDS ONGOING SIGNALS “AS THOUGH A 

NEW INJURY, OR THE OLD INJURY, WERE OCCURRING”
§ MEDIATED BY NMDA RECEPTORS; “PAIN WINDUP”, TEMPORAL SUMMATION

• CHRONIC PAIN AS A FUNCTIONAL DISORDER OF THE NERVOUS SYSTEM
• WITH ASSOCIATED AFFECTIVE AND BEHAVIOURAL COMPONENTS

• ARGUABLY COULD BE “RECLASSIFIED” AS A NEUROLOGICAL DISORDER
• GOOD EVIDENCE FROM ANIMAL MODELS AND HUMAN OBSERVATION OF 

NEUROPATHOPHYSIOLOGIC CHANGES (ALLODYNIA, HYPERALGESIA, NON 
DERMATOMAL SPREAD)

PAINFUL DISEASES AND PAIN 
DISEASES

Nociceptive pain
Caused by activity in 
neural pathways in 

response to 
potentially tissue-
damaging stimuli

Neuropathic pain
Initiated or caused by 

a 
primary lesion or 

dysfunction 
in the nervous system

Postoperative
pain

Mechanical
low-back pain

Sickle cell
crisis

Arthritis
Peripheral
neuropathy

Postherpetic
neuralgia 

Neuropathic 
low-back pain

CRPS

Diabetic
neuropathy

Sports/exercise
injuries

CRPS = complex regional pain syndrome.

Central post-
stroke pain

Trigeminal
neuralgia

Inflammatory/Immunological Mediation

Central 
Sensitization 

Maintained by neural 
reorganisation at 
spinal cord level

NEUROPLASTICITY
• THE BRAIN ALSO PLAYS A LARGE ROLE IN PERSISTENT PAIN:  ACUTE PAIN IS ADAPTIVE, CHRONIC 

PAIN IS NOT ADAPTIVE. IN PERSISTENT PAIN:
• THE BRAIN MISINTERPRETS AND FURTHER AMPLIFIES PERIPHERAL PAIN SIGNALS

• THIS CHANGES THE WAY THE BRAINS THREAT-RESPONSE SYSTEMS ARE ACTIVATED

• THIS IS KNOWN AS THE “PAIN MATRIX” – THE LINKED REGIONS OR NETWORKS IN THE BRAIN 
INVOLVING THE PROCESSING OF THE SENSORY, EMOTIONAL AND COGNITIVE ASPECTS OF PAIN 
(IE TEND TO BECOME ACTIVATED ALL TOGETHER)
• “NEURONS THAT FIRE TOGETHER, WIRE TOGETHER”
• ACTIVITY IN THE PAIN MATRIX IS ABNORMAL IN MANY PEOPLE WITH CHRONIC PAIN

• IN PERSISTENT PAIN, THE BRAIN “LEARNS” TO ACTIVATE THESE PARTS OF THE BRAIN TOGETHER

• SO PERSISTENT PAIN CHANGES THE BRAIN! – AND CAN “TAKE UP SPACE THE BRAIN USES FOR OTHER 
THINGS…”

Acute pain Chronic pain
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NEUROPLASTICITY: THE PAIN MATRIX

• LIMBIC SYSTEM (EMOTIONAL RESPONSES) “FIRES OFF” IN 
RESPONSE TO DANGER (OF ALL KINDS)
• FIGHT/FLIGHT/FREEZE RESPONSE 

• THIS IS ADAPTIVE (= USEFUL) IN ACUTE PAIN, NOT ADAPTIVE 
(NOT HELPFUL) IN CHRONIC PAIN

• SOMATOSENSORY CORTEX 
• LOCATES WHERE THE PAIN IS IN THE BODY

• FRONTAL LOBES (ACG, SMA, PFC)
• CONTROL BODILY MOVEMENT (MOVE BODY AWAY FROM 

HARM)

• INVOLVED IN PLANNING; RELATED TO LONG TERM GOALS 
AND CONTEXT OF PAINFUL EXPERIENCE

• ALSO ACTIVATES BODILY STRESS RESPONSE SYSTEMS (HPA 
AXIS, AUTONOMIC NERVOUS SYSTEM)  

NEUROPLASTICITY: CHANGES

• THESE CHANGES IN THE BRAIN CAN BE MODIFIED OR 
“UNLEARNED”

• THE FOCUS MIND ON CHANGING THE BRAIN – AIM 
TO:
• DISCONNECT EXCESSIVELY WIRED BRAIN NETWORKS

• SHRINK THE BRAINS “PAIN MAP”

• AND RETURN THE BRAIN TO A MORE “MODULATED” STATE

• EVIDENCE THAT THIS CAN CHANGE THE BRAIN’S 
ACTIVATION IN RESPONSE TO PAIN, AND CAN 
CHANGE PAIN EXPERIENCE IN THE LONG TERM No pain

PSYCHOLOGICAL THEORIES RELEVANT TO 
CHRONIC PAIN

• FAMILY SYSTEMS APPROACH – PAIN MAINTAINS 
HOMEOSTASIS IN FAMILY

• PSYCHODYNAMIC – UNCONSCIOUS, UNACCEPTABLE 
NEED OR CONFLICT EXPRESSED AS “PHYSICAL” PAIN

• LEARNING THEORY - BENEFITS OF THE SICK ROLE 
EXPERIENCED OR OBSERVED BY THE CHILD

• COGNITIVE-BEHAVIOURAL MODEL - COGNITIVE 
TRIAD, LEARNED HELPLESSNESS

MANAGEMENT OF CHRONIC PAIN: CONCEPTUAL 
SHIFT TO A REHABILITATION /   

CHRONIC DISEASE MANAGEMENT APPROACH
• CHRONIC PAIN MANAGEMENT IS FOCUSED ON 

DEVELOPING/IMPROVING SELF MANAGEMENT SKILLS

• CORE TREATMENT IS ACTIVATION – ALL APPROACHES 
SHOULD BE TAILORED TO ENHANCING MOVEMENT

• GOALS OF TREATMENT CHANGE FROM:
• THE IDENTIFICATION AND REPAIR OF THE CAUSE OF 

PAIN, TO…
• PAIN CONTROL, FUNCTIONAL IMPROVEMENT, AND 

DECREASING SUFFERING

• MULTIDISCIPLINARY / MULTIMODAL / GRADUATED
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MULTIDISCIPLINARY PAIN MANAGEMENT
THE AUCKLAND MODEL – DR BOB LARGE MANAGEMENT OF CHRONIC PAIN: OVERVIEW

• PSYCHOEDUCATION / ENGAGEMENT

• ACTIVATION: GRADUATED PHYSICAL ACTIVITY / RE-CONDITIONING

• SOMATIC MANAGEMENT STRATEGIES

• SELF-MANAGEMENT:  

• GRADUATED RETURN TO HOME/FAMILY/WORK/SCHOOL/FUNCTIONING/ROLES 

• REDUCE “BOOM AND BUST”

• TREAT CO-MORBID: SLEEP PROBLEMS, SUBSTANCE USE PROBLEMS, PSYCHIATRIC 
DISORDERS

• MANAGE MEDICAL SYSTEMS (EG ED PLANS, CRISIS PLANS)

• SPECIFIC PSYCHOLOGICAL INTERVENTIONS

• PHARMACOLOGY

• SPECIFIC APPROACHES FOR SPECIFIC DISORDERS

MANAGEMENT: EDUCATION/ENGAGEMENT
• EXPLANATIONS

• “PAIN IS PAIN”, NOT “IN YOUR HEAD”

• RESOURCES:  READING LISTS, BOOKS, WEBSITES (HUNTER VALLEY PAIN SERVICE YOUTUBE VIDEOS -
HTTPS://WWW.YOUTUBE.COM/WATCH?V=4B8OB757DKC)

• PAIN IS NOT CAUSED BY PSYCHIATRIC ILLNESS

• BUT DEPRESSION, ANXIETY OFTEN RESULT OF PAIN

• ANXIETY/WORRY EXACERBATES PAIN, IMPAIRS COPING

• DE-STIGMATISE

• EDUCATION OF WHANAU, FRIENDS, EMPLOYERS, TEACHERS

• PROVIDING SIMPLE EXPLANATIONS TO OTHERS

MANAGEMENT: IDENTIFY “PAIN TRAPS”

• “IDENTIFICATION TRAP”
• BUT INCREASED PAIN WITH ACTIVATION OFTEN NECESSARY 

FOR IMPROVING FUNCTION
• INCREASED FAMILY CONCERN CAN LEAD TO INCREASED 

FOCUS ON PAIN, INCREASED ANXIETY AND AVOIDANCE OF 
ACTIVATION

• “TAKE IT EASY” TRAP
• AVOIDS ACTIVITY, LOSES ROLES, SLIDE TOWARDS INVALID 

ROLE

• CHRONIC RESENTMENT TRAP

• RELATIONSHIPS LESS REWARDING, LOSS OF ROLES, FEELS 
MISUNDERSTOOD, FRUSTRATED, BORING, GROUCHY
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“BOOM AND BUST” TRAP

“CURE”  - The Chronic Treatment Trap

MANAGEMENT: INVESTIGATIONS

• INVESTIGATIONS FOR PAIN ARE NOT USELESS 

• ESSENTIAL TO CLARIFY WHETHER ACTIVE AND MODIFIABLE DISEASE 
PROCESS/INJURY IS PRESENT

• AND USEFUL TO IDENTIFY “PAIN GENERATORS”

• BUT ALSO IMPORTANT TO NOT CONTINUE TO SEARCH FOR “REASONS” 
ONCE ABOVE HAVE BEEN EXCLUDED

• OVER-INVESTIGATION CAN MAKES PAIN WORSE

• INVASIVE/SURGICAL PROCEDURES CAN “STIR UP” PAIN / SENSITIZATION

• FOCUS ON “CURE” CAN DELAY RETURN TO FUNCTIONING

• AVOID “DOCTOR-SHOPPING” / PRIMARY PHYSICIAN

• INVESTIGATE NEW SYMPTOMS ONLY

MANAGEMENT: CORE EVIDENCE-BASED 
BEHAVIOURAL TREATMENTS

• DISTRACTION, RELAXATION, GUIDED IMAGERY 
TECHNIQUES (AS FOR ACUTE PAIN)
• ACTIVATION

• ACTIVITY SCHEDULING – DOING THINGS 
DIFFERENTLY
• RELAXATION
• SLEEP HYGIENE

• ADDRESS AND IDENTIFY “PAIN TRAPS”:
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MANAGEMENT: SPECIFIC PSYCHOLOGICAL THERAPIES

• BIOFEEDBACK

• SELF HYPNOSIS

• MOTIVATIONAL INTERVIEWING (MI)

• COGNITIVE BEHAVIOURAL THERAPY (CBT)

• ACCEPTANCE AND COMMITMENT THERAPY (ACT)

• FAMILY INTERVENTIONS / FAMILY THERAPY

• MULTIDISCIPLINARY GROUP TREATMENT (PAIN MANAGEMENT 
PROGRAMMES- PMP’S) – INTENSIVE PROGRAMMES WITH A 

FOCUS ON USING CBT AND PHYSICAL 
ACTIVATION/REHABILITATION SELF MANAGEMENT APPROACHES

BIOFEEDBACK

• QUANTIFYING OF PHYSIOLOGICAL RESPONSE, AIMS 
TO:
• ACHIEVE HEIGHTENED STATE OF RELAXATION

• ALTER OTHER PHYSIOLOGICAL PROCESS

• DEMONSTRATE MIND-BODY CONNECTION, AUTONOMIC 
CONTROL

• BIOFEEDBACK / RELAXATION +VE FOR TENSION 
HEADACHES

Clinical hypnosis/self hypnosis
•Achieve heightened state of relaxation
•Teach mind-body link 
•Demonstrate  control over physiological processes
•Directly control sensation

MI Spirit:
• Partnership
• Acceptance
• Compassion
• Evocation

MI Processes:
• Engaging
• Focussing
• Evoking
• Planning

Motivational Interviewing
Key Skills:  OARS
• Open Questions
• Affirmations
• Reflections 

(simple/complex)
• Summary 

Statements

Spirit

Processes

Skills
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CBT/COGNITIVE TECHNIQUES

• ADULTS/ ADOLESCENTS, YOUNGER 
CHILDREN (PARENT TEACHING SKILLS)

• SELF TALK-

• COGNITIVE RESTRUCTURING

• IDENTIFYING NEGATIVE AUTOMATIC 
THOUGHTS: MONITOR, EVALUATE AND 
GENERATE ALTERNATIVES

• COPING SKILLS TRAINING-

• COPING SELF-STATEMENTS

Situation Thoughts Physical 
reactions

Feelings Alternatives

Pain after 
walking

getting 
worse-end 
up in a 
wheelchair

Muscle
tension

Fear
Frustration
Anxiety
Worry

I walked 
much farther 
than I expect 
soreness

Pain on 
waking

Its going 
to be a 
bad day-
Can’t do 
anything

Tension
Fatigue

Anger 
Depressio
n

-sometimes 
better when I 
get going-I’ll 
start with 
small tasks

ACT (ACCEPTANCE AND COMMITMENT THERAPY)

• ACTIVELY EMBRACING AND ACCEPTING 
EXPERIENCES FOR WHAT THEY ARE (NOT 
ACCEPTANCE OF CHRONIC PAIN OR LIMITATION)

• TECHNIQUES INCLUDE:
• DEFUSING TECHNIQUES
• CONTROLLING FOCUS OF ATTENTION

• MINDFULNESS
• IDENTIFYING VALUES

FAMILY INTERVENTIONS

§ ACKNOWLEDGE AND ADDRESS STRESSORS

§ ENCOURAGE PARENTS TO SET APPROPRIATE LIMITS

§ ENCOURAGE EXPRESSION OF FEELINGS

§ CLARIFY ROLES AND BOUNDARIES IN FAMILY

§ ENCOURAGE CHILD TO TAKE RESPONSIBILITY FOR PAIN MANAGEMENT (AS 
DEVELOPMENTALLY APPROPRIATE)

§ ADDRESS ANY UNHELPFUL ILLNESS BEHAVIOUR IN FAMILY MEMBERS

§ IDENTIFYING AND DECREASING SECONDARY REINFORCERS

§ FAMILY THERAPY IF REQUIRED

NON-PSYCHOLOGICAL APPROACHES

• MEDICATION (EVIDENCE BASE VARIABLE)

• NEUROSTIMULATION (EVIDENCE BASE VARIABLE)

• INTERVENTIONAL BLOCKS/ABLATION (

• ACUPUNCTURE

• DIETARY MODIFICATION

• SOMATIC TREATMENTS/DISTRACTION (“BUZZY”, HEATPACKS, COOLING GELS)

• MASSAGE, MANIPULATION

• MANY OTHERS
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MANAGEMENT: PHARMACOLOGY

• DMARDS (DISEASE MODIFYING AGENTS) SUCH AS BIOLOGICS, STEROIDS

• PAIN NEUROMODULATORS:  LOW DOSE TCA’S, AND/OR GABAPENTIN, VENLAFAXINE

• START LOW, GO SLOW, MAKE ONE CHANGE AT A TIME
• ALLOW 1-6 WEEKS TO ASSESS RESPONSE

• TOPICAL TREATMENTS; CAPSAICIN, LOCAL ANAESTHETICS, CLONIDINE

• MANAGEMENT PLAN FOR EXACERBATIONS/FLARE-UPS:
• PARACETAMOL, NSAIDS/COX-2 INHIBITORS

• TRAMADOL – WATCH FOR SEROTONERGIC SIDE EFFECTS, CARE IN <18, >65
• STRONGER OPIOIDS (MORPHINE, OXYCODONE)  – CONTROVERSIAL, NOT 

RECOMMENDED FOR CNCP.  CODEINE – NOT RECOMMENDED

MEDICATION NNTS (1)

OVERALL (CHRONIC PAIN):
• AMITRIPTYLINE 5.1
• DESIPRAMINE 2.1
• IMIPRAMINE 1.1
• VENLAFAXINE 3.1, NNH 20+
• DULOXETINE 5.1
• GABAPENTIN 5.8, 
• PREGABALIN 3.9 CARBAMAZEPINE 

1.7, NNH 2.6
• ANTICONVULSANTS PDN 2.7, PHN 

2.9, MINOR NNH 2.7
• TOPICAL NSAIDS NNT 3.1 2 WEEKS)

LOCAL NEUROPATHIC 
PAIN
• CAPSAICIN TOPICAL DPN 4.2, OA 

3.3, MIXED EVIDENCE PHN
• TCA’S 3.3, PDN 3.4, PHN 2.1
• NNH MINOR 2.7, MAJOR 17

FMS
• DULOXETINE 6 (50% REDUCTION)
• PREGABALIN 6 (50% REDUCTION)
• AMITRIPTYLINE 25 

IBS
• PEPPERMINT OIL 3.1

MEDICATION NNT’S (2)

HEADACHE:
• VALPROATE 4.5
• TOPIRAMATE 3.5
• CARBAMAZAPINE 2.1
• GABAPENTIN 3.3
• TCA’S 3.2

MIGRAINES:
• SUMATRIPTAN SC 2.0, PO 2.6
• ASPIRIN/MAXALON 3.1
• (PARACETAMOL/ASPIRIN/MAXALON) 3.9

HEADACHE PREVENTION: 
• TOPIRAMATE 4.1
• VALPROATE 3.5

TRIGEMINAL NEURALGIA:
• CARBAMAZEPINE 1.4-2.1
• BACLOFEN NNT 1.4
• LAMOTROGINE SMALL TRIAL
• OXCARBAZEPINE

LESS EVIDENCE!
• CLONIDINE (TOPICAL PATCH, Α-2 AND 

IMIDAZOLINE AGONIST)
§ OPIOIDS (FOR CNCP)
§ BENZODIAZEPINES
§ CANNABINOIDS (HIV PERIPHERAL 

NEUROPATHY)

OPIOIDS IN CHRONIC NON-CANCER PAIN (COAT -
CHRONIC OPIOID ANALGESIC THERAPY)

• SIDE EFFECTS:  INHIBITION OF ENDOGENOUS SEX HORMONES, 
HYPOGONADISM, INFERTILITY, IMMUNOSUPPRESSION, FALLS AND FRACTURES, 
NEONATAL ABSTINENCE SYNDROME, QT PROLONGATION (METHADONE), 
SLEEP-DISORDERED BREATHING, NONFATAL OVERDOSE HOSPITALIZATIONS, 
DEATH FROM UNINTENTIONAL POISONING, OPIOID- INDUCED HYPERALGESIA, 
PHARMACOLOGICAL TOLERANCE [FRANKLIN 2014]

• 50% OF PATIENTS AT 3/12 STILL ON OPIOIDS 5+YEARS [NABILOFF 2011]

• 9 FOLD INCREASE IN DEATH RATE <20MG MED CF >100MG MED [DUNN ET AL 
2010], 4.5 X RATE IN 50-100MG MED [BOHNERT 2011]

• OPIOID EFFECTS SIZES IN CNCP LONG TERM MINIMAL, SHORT TERM (NNT 4.5 
AT 6 WEEKS) [FURLAN 2011]
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OPIOIDS IN CHRONIC NON-CANCER PAIN 2

• EPIDEMIOLOGICAL STUDIES:  DECREASED PAIN RELIEF, QOL, FUNCTIONAL 
CAPACITY [ BALLANTYNE 2008], ESCALATING MED WITH NO 
IMPROVEMENTS IN PAIN AND FUNCTION [FRANKLIN 2009]

• NO COST-EFFECTIVENESS STUDIES

• STRATEGIES:

• CR/SR OPIOIDS (NO EVIDENCE)

• OPIOID ROTATION (THEORETICAL SUPPORT ONLY), ESPECIALLY TO 
METHADONE (BD/TDS, REDUCTION IN OPIOID INDUCED HYPERALGESIA)

• DRUG SCREENING (NO EVIDENCE)

• OPIOID CONTRACTS (NO EVIDENCE)

• SCREENING FOR ADRB (ABERRANT DRUG RELATED BEHAVIORS) – NO 
EVIDENCE

CANNABINOIDS IN CHRONIC PAIN 
2018 SYSTEMATIC REVIEW AND META ANALYSIS FOR CANNABINOIDS IN CNCP 

(PROF LOUISA DEGENHARDT)
OR (95% CI) Rate vs 

Placebo (%)
NNT (95% CI)

30% pain reduction 1.46 (1.16-1.84) 29.0 vs 25.9% 24 (15-61)

50% pain reduction 1.43 (0.97-2.11) 18.2 vs 14.4% ∞

“much” or “very 
much” improved

1.62 (1.34-1.96) 18.9 vs 11.8% 38 (27-62)

OR (95% CI) Rate vs 
Placebo (%)

NNH (95% CI)

Adverse events 2.33 (1.88-2.89) 6 (5-8)

Study withdrawals –
adverse events

3.47 (2.64-4.56) 40 (35-49)

CANNABINOID RESEARCH: LEAGUE TABLE
PROF CHRIS VAUGHAN, NSW PAIN GROUP

Drug
Pain-releving
efficacy

Therapeutic Index

WIN55212 90-100% 1.2 (0.6-2.2)

THC 70-85% 5.0 (1.5-10)

THC+Gabapentin 85-95% 7.2 (4-14)

CBD 50-60% >15

THC+CBD 35-60% >100

Gabapentin 75-85% >20

Morphine 60-85% 1.5 (0.6-6.0)

Maybe human trials show mild benefits at 
most are due to failure to give anywhere 
near a sufficient dose …

CBD does not target CB receptors
THC also has non CB receptor targets
?new options for drug discovery

NEUROSTIMULATION

• TENS (TRANSCUTANEOUS ELECTRICAL NERVE STIMULATION) – CHEAP, SAFE, EVIDENCE 
BASE REASONABLE, VARIABLE (NNT 7), INCLUDES CEFALY (MIGRAINES)

• SPINAL CORD STIMULATORS – EXPENSIVE, SOME RISKS, EVIDENCE BASE SMALL BUT 
POSITIVE IN SELECTED GROUPS (EXTENSIVELY USED IN AUSTRALIA AND US)

• T-CDCS (TRANSCRANIAL DIRECT CURRENT STIMULATION) – CHEAPER THAN TMS, SAFE, 
EVIDENCE BASE MINIMAL (CRPS)

• TMS (TRANSCRANIAL MAGNETIC STIMULATION) – VERY EXPENSIVE, SAFE, EVIDENCE 
BASE MINIMAL

• DEEP BRAIN STIMULATION – VERY EXPERIMENTAL, VERY EXPENSIVE, RISKY
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SPECIFIC MANAGEMENT APPROACHES FOR 
SPECIFIC PRESENTATIONS

• CRPS - ACTIVATION OF AFFECTED LIMB, GRADED MOTOR IMAGERY (AIMED AT 
ADDRESSING CORTICAL BLURRING), BISPHOSPHANATES, CLONIDINE PATCHES, 
?STEROIDS.  CHILDREN/ADOLESCENCE 99% CURE…

• IBS/RAP (RECURRENT ABDOMINAL PAIN) – CBT, PARENT TRAINING, FODMAP 
DIETARY RESTRICTIONS, PEPPERMINT OIL, ANTISPASMODICS

• FMS/CFS – GRADUATED ACTIVATION PROGRAMME + CBT; LOW DOSE 
NALTREXONE V LIMITED EVIDENCE

• MIGRAINES – TRIPTANS

• HEADACHES – STOP REGULAR ANALGESICS (ANALGESIA OVERUSE HEADACHES), 
TOPIRAMATE, RELAXATION/BIOFEEDBACK, ?CBT, PROPRANOLOL

• POST HERPETIC NEURALGIA: CHICKENPOX VACCINE - ↓SEVERITY, ↓RECURRENCE

SPECIFIC MANAGEMENT: LOW BACK PAIN:
PROFESSOR PETER O'SULLIVAN OF MUSCULOSKELETAL PHYSIOTHERAPY AT CURTIN UNIVERSITY, 
PERTH

• DISABILITY PARTLY IATROGENIC

• BACK PAIN STEPPED CARE - 30% ACUTELY DON’T IMPROVE (ACC GUIDE - YELLOW FLAGS)

• MRI SCANNING INCREASES DISABILITY

• OPIOIDS NO BETTER THAN NON OPIOIDS

• SURGERY NO BETTER THAN CONSERVATIVE CARE

• SOME EVIDENCE BASE FOR SURGERY: 

• LUMBAR SPINE RADICULAR SIGNS AND SYMPTOMS WITH CORRESPONDING NERVE ROOT 
COMPRESSION ON IMAGING

• CERVICAL SPINE RADICULAR SIGNS AND SYMPTOMS, POSITIVE RESPONSE TO NERVE ROOT 
INJECTIONS SUPPORTIVE OF II GUIDED RADIOFREQUENCY TFI

LOW BACK PAIN:2

• USEFUL MESSAGES ABOUT LOW BACK PAIN:

• IS NOT AN INJURY

• IS NOT CAUSED BY TISSUE DAMAGE

• IS NOT CAUSED BY POOR POSTURE, BAD LIFTING AND A WEAK CORE

• IS NOT CAUSED BY ASSYMETRY

• IS NOT CAUSED BY JOINT HYPERMOBILITY

• THE BACK IS NOT A VULNERABLE ORGAN

• IT IS SAFE TO EXERCISE WITH PAIN

LOW BACK PAIN: 3

• PREDICTORS OF BAD TRAJECTORY:

• NEGATIVE MINDSET

• LACK OF CONTROL

• PASSIVE COPING

• NEGATIVE EMOTIONAL RESPONSES

• NICE GUIDELINES FOR LBP ARE OFTEN NOT FOLLOWED

• COGNITIVE FUNCTIONAL THERAPY

• 5-8 SESSIONS OVER 12 MONTHS
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PAIN MANAGEMENT: NORTHLAND
• EDUCATION ABOUT PAIN: GOOD EVIDENCE THAT 

EDUCATION MUCH MORE EFFECTIVE FROM DOCTORS!!!

• READING LIST/BOOKS:  “EXPLAIN PAIN” – LORIMER 
MOSELEY, “MANAGE YOUR PAIN” – MIKE NICHOLAS

• HANDOUTS – UNDERSTANDING PERSISTENT PAIN, PAIN 
TOOLKIT, PELVIC PAIN

• WEB: “EXPLAIN PAIN” BRAINMAN YOUTUBE VIDEOS 
(HUNTER VALLEY PAIN SERVICE)

• ENCOURAGE SELF MANAGEMENT: YOGA, MINDFULNESS

• MOH PILOT PROGRAMME FOR OA SHOULDERS, HIPS, 
KNEES: FREE PT (5), OT (0-4), DIETICIAN (0-2), PODIATRY 
(0-1) SESSIONS

Understanding
Persistent Pain 

HOW TO TURN DOWN THE VOLUME
ON PERSISTENT PAIN

Department of Health & Human Services

New Zealand pete.moore@paintoolkit.org www.paintoolkit.org 

The Pain Toolkit....is for 
people who live with 
persistent pain 

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. 

It is not meant to be the last word in pain self- 
management but a handy guide to help you get 
started. All you need to be is willing to read it and 
take on board some of the suggestions. 

Good luck! 

Pete Moore 

Pete Moore has persistent pain, asthma, prostrate 
cancer and osteoarthritis and has put these tools 
together with the help of friends, family and 
healthcare professionals. 

Cont. Twitter @paintoolkit2 �1

PAIN TOOLKIT 

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

✦ Tool 2 - Get 
involved - building 
a support team 

✦ Tool 3 - Pacing 

✦ Tool 4 - Learn to prioritise 
and plan out your days 

✦ Tool 5 - Setting 
Goals/Action Plans  

✦ Tool6 Being patient with 
yourself 

✦ Tool 7 - Learn relaxation 
skills 

✦ Tool 8 - Stretching 
& Exercise 

✦ Tool 9 - Keep a diary and 
track your progress 

✦ Tool 10 - Have a setback 
plan 

✦ Tool 11 - Team Work 

✦ Tool 12 - Keeping it 
up...putting into daily 
practice the tools 1-11

PAIN MANAGEMENT: NORTHLAND

• WHAKAMANA HAUORA – PAIN MANAGEMENT PROGRAMMES (STANFORD MODEL)

• MANAIA PHO – GENERAL SELF MANAGEMENT

• RUN SEVERAL TIMES A YEAR IN KAWAKAWA, KERIKERI AND KAIKOHE, WITH PLANS TO 
GET THEM GOING AGAIN IN KAITAIA

• SIX SESSIONS OVER 6/52, GROUP BASED, FOCUSSED ON EDUCATION, EXERCISE, 
NUTRITION, SLEEP, MEDICATION MANAGEMENT, COMMUNICATION, RELAXATION, 
BREATHING , PROBLEM SOLVING, WORKING WITH HEALTH PROFESSIONALS, ACTION 
PLANNING, DEPRESSION, POSITIVE THINKING

• GENERALLY HAVE BETWEEN 8 AND 14 IN A GROUP, CAN SELF-REFER BUT GP 
ENCOURAGEMENT! 

 

Whakamana Hauora 
A Self Management Course 

Gaining  Wellbeing and Empowerment. 

 

The name Whakamana Hauora captivates the 

essence of what you will achieve by the 

end of the course. 

Well Being and Empowerment 

 
 

Whakamana Hauora 

Is a self management programme 

helping people to gain  

 Wellbeing and Empowerment 

Through 

x sharing similar concerns and problems 

x dealing with not just their "disease"                    

but the impact this has on their lives, 

their whanau 

x knowing they are often the best "experts" 
of what works for them, and what enables 
them to live fulfilling and satisfying lives 

 
Thousands of people throughout the world 

have now experienced this course and 
report  

           significant improvements  

          in their health and well being 

 

 

 

 

Whakamana Hauora is sponsored by  

Te Tai Tokerau PHO     

Whakamana Hauora  
 

If you would like to know more 
before you enrol  

 

Call your  local facilitator  
 

Kawakawa  
Karen Mackie 

Ngati Hine Health Trust 
09 404 1551 # 714 

 
BOI & Kaikohe  
Margot Forrest:  

09 403 8147 | 0274 575 436  
 Diane Henare:  

09 402 8562 | 021 150 4631 
 

 Far North | East Coast  
Marilyn Dyer:  

09 4083142 | 021 711 567 
 

Kaitaia 
Lisa McNab:  

09 408 3857 | 021 243 2467 
 

Whangaroa 
Hillary Sheard:  

09 405 0355 #224 | 021 363 797 
 

Who are happy to answer any 
of your questions  

 
For any further information contact  

Jill Garrett 
Te Tai Tokerau PHO 

09 408 3142  

whakamanahauora@tttpho.co.nz

CHRONIC PAIN SERVICES

• MULTIDISCIPLINARY PAIN TEAMS - GREW OUT OF THE GATE THEORY

• RECOGNITION OF PAIN AS BEING AMENABLE TO BEHAVIOURAL AND 
PSYCHOLOGICAL APPROACHES

• OFTEN CHARACTERIZED BY INTERDISCIPLINARY VS MULTIDISCIPLINARY FUNCTIONING

• A NUMBER OF CHRONIC PAIN SERVICES IN NZ, 3 FPM ACCREDITED TRAINING 
CENTRES, ANOTHER 6 TRUE MULTIDISCIPLINARY CHRONIC PAIN SERVICES

• 2012 - PAIN MEDICINE WAS RECOGNIZED AS A SPECIALIST SCOPE OF PRACTICE BY 
THE MCNZ; AROUND 30 FPM’S IN NZ

• FPM (ANZCA) ACCEPTS SPECIALISTS FROM A NUMBER OF AUSTRALASIAN MEDICAL 
COLLEGES TO TRAIN AS PAIN MEDICINE SPECIALISTS – 2 YEAR TRAINING SCHEME
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NDHB PAIN MANAGEMENT SERVICE

• CHRONIC PAIN SERVICE IS PART OF THE ACUTE PAIN SERVICE:

• VERY LIMITED RESOURCE, WITH FANTASTIC AND HIGHLY SKILLED CLINICIANS

• NURSES (2, CNS/CSN) AND SMO’S (2 FPM AND V EXPERIENCED MOSS) BUT NO 
DEDICATED/PROTECTED TIME OR FUNDING, UNDER ANAESTHESIA, SHARE RESOURCES WITH 

THEATRE AND ACUTE PAIN  SERVICE

• PHYSIO, OT AND PSYCHOLOGIST IN TEAM BUT EXTERNAL

• NO INTERVENTIONAL PAIN MANAGEMENT ACCESS (ONLY RELEVANT IN ~5% OF CASES)

• FOCUS USUALLY ON MEDICATION (ESP OPIOID) REDUCTION AND SELF MANAGEMENT 
APPROACH

NDHB PAIN MANAGEMENT SERVICE

• REFERRALS TO CHRONIC PAIN SERVICE FROM GP’S:  PLEASE PROVIDE COMPREHENSIVE 
INFORMATION 

• PHONE/WRITTEN ADVICE CAN BE PROVIDED RELATIVELY QUICKLY

• CURRENT WAITLIST TO BE SEEN AROUND 1 YEAR; USUALLY INITIAL ASSESSMENT ONLY WITH 
PHYSIO/OT/PSYCHOLOGY AND SOMETIMES NURSING FOLLOWUP

• TEAM IS LOOKING TO CHANGE MODEL OF CARE THIS YEAR:
• PROVIDE MAJOR FOCUS ON GROUPS TO PROVIDE EDUCATION AND PATIENT SUPPORT AND GUIDE 

CREATING SELF MANAGEMENT PLANS

• AIM TO REACH A MUCH LARGER PATIENT GROUP AND REDUCE WAIT TIMES

• RESERVING ONE-ON -ONE CONSULTATIONS FOR THE MORE COMPLEX PATIENTS AND THOSE WHO ARE 
NOT SUITABLE FOR GROUP SESSIONS

BARRIERS TO TREATMENT

• POTENTIAL BARRIERS TO A REHABILITATION APPROACH
• CLINICIAN/PATIENT/WHANAU DIFFERENCES 

• IN FOCUS ON CAUSATION

• IN BELIEF AROUND MEANING OF PAIN

• CLINICIANS 
• FROM DIFFERENT SERVICES/DISCIPLINES/APPROACHES NOT 

DEVELOPING JOINT APPROACHES

• FAILURE TO RECOGNIZE FAMILY/WHANAU LACK OF ENGAGEMENT

• SYSTEMS OF CARE

• LACK OF COORDINATED FUNDING / “SILO’S”

• LACK OF POLITICAL INTEREST

• UNAVAILABILITY OF CLINICAL COMPONENTS OF EVEN “VIRTUAL 
TREATMENT TEAMS”

Questions


