
 

 

An at a Glance Guide to Prescribing Analgesics for Non-Malignant Chronic Pain 

Chronic pain is pain that continues when the healing process has occurred or in the absence of tissue injury. It is 
sometimes defined as pain that has lasted for more than three months.  
 
Background: 
This prescribing guide is to facilitate the prescribing of appropriate initial treatment. Please refer to the chronic 
pain pathway for full clinical and referral details 
It should be emphasised that medicines play only a minor part in the management of persistent pain and may be 
of limited benefit for some patients with chronic non-malignant pain. Maintaining fitness, pacing activities and a 
generally healthy lifestyle are important.   
Biopsychosocial approaches to assessing chronic pain and multidisciplinary, multimodal approach to its 
management is vital.  
Non-pharmacological methods of pain relief such as TNS, acupuncture, physical methods in the reduction of 
muscle spasm are equally important. 
 
How to Use This Guide: 
The guide can be used in both directions and therapy should be reviewed for down-titration as well as up-
titration. 
Assess each change to analgesic regimen after 4 – 6 weeks and review the efficacy of medication in relieving 
pain, improving function and any side-effects that may impair function. 
Consider compliance when prescribing in the elderly particularly in patients who cannot tolerate oral 
formulations, with mental health problems, those who are socially isolated or with limited access to care.  
Consider low dose PPI (e.g. omeprazole or lansoprazole) for appropriate patients requiring GI protection when 
NSAIDs are prescribed for prolonged periods (use the lowest effective dose for shortest possible duration –e.g. 2 
weeks). 
Give dietary/fluid advice and consider adding a laxative if the patient is on regular co-codamol. Effervescent 
preparations should be reserved for patients who cannot swallow as these contain high sodium content.  
Consider dihydrocodeine (30mg QDS, max 240mg/day) in those patients who may be unable to metabolise 
codeine to morphine – dihydrocodeine does not rely on this process for action, therefore may be a better choice 
and can be used to determine if the patient responds to weak opioids. 
CNS side-effects are common with amitriptyline particularly in the elderly, therefore low doses should be used 
for initial treatment in this group. 
Gradual titration of gabapentin in adults starting at 300 mg at night for 3 days, then 300 mg twice daily for 3 
days, then 300 mg 3 times daily for 2 weeks then titrate at 100mg-300mg increments according to response is 
advocated. Reconsider if there is no response by 1800mg. Slower titration may be required in the elderly, starting 
at 100mg and increasing by 100mg increments. 
Caution should be taken when prescribing tramadol as it may increase the risk of convulsions in epilepsy or those 
susceptible to seizures.  It also increases risk of CNS toxicity with SSRIs. Tramadol is contraindicated in those using 
mono-amine oxidase inhibitors or within two weeks of their withdrawal. 
Anti-emetic (e.g. metoclopramide) on a PRN basis may be beneficial during the first 2 weeks of initiation of   
Butrans® patch as initial nausea can be problematic though eventually wears off.  
 
Strong Opioids Prescribing Advice: 
Use of strong opioids are only effective in a small group of patients and should be initiated where the need is 
appropriate. Do not prescribe different opioids concurrently and it is advisable to consider other factors such as 
age before prescribing a strong opioid. Oxycodone and fentanyl are reserved for patients with cognitive 
impairment due to Zomorph®. Fentanyl patches will be reserved for patients who have renal impairment or 
adherence issues. 



Duloxetine +/- 

Gabapentin (dose above)  

Start with low dose of 

30mg/day. 

Gradually titrate up to an 

effective dose (max. 

120mg/day). 
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Consider trial of opioid therapy 

Where compliance is an 

issue consider 

buprenorphine patch 

(Butrans®) 

Starting from 5 microgram/

hr patch every 7 days, 

titrating up after 2 weeks if 

need be . 

NOCICEPTIVE  NEUROPATHIC 

Comprehensive assessment: Somatic, visceral or neuropathic 

Regular paracetamol 1 g QDS (or appropriate lower dose) 

+/- NSAID ibuprofen 400 mg TDS or naproxen 500 mg BD unless contraindicated 

Amitriptyline (caution in the elderly >75yrs) 

Start at 10 mg ON and titrate up to max. 75 mg/day  
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Neuropathic pain / Diabetic neuropathy 

Diabetic neuropathy Neuropathic pain 

Add tramadol 50mg up to 

QDS. 

Titrate up to max. 100mg 

QDS if needed. 

 

Set treatment period (e.g. 1 

month) and acceptable 

response. 

Pregabalin +/- 

Amitriptyline (dose above) 

Restricted for patients who 

are intolerant of gabapentin 

or where gabapentin is 

ineffective.  

Starting with 75 mg BD for 

1 week and titrate up to 

150 mg BD while 

assessing response max 

300 mg BD. 

If not tolerated then wean 

down and discontinue. 

Oxycodone modified 

release 

 

Start with 10 mg BD. 

Increase if necessary 

according to severity. 

Zomorph® 10 mg BD as starting dose. 

(morphine sulfate mr) 

 

Swallowing difficulties: remember Zomorph® capsules can be 

opened. 

Stop and review before 

switching co-codamol to 

paracetamol plus 

immediate release 

tramadol.   

Start at 50 mg  up to QDS 

(max. 100 mg QDS). 

Set maximum dose, 

treatment period (e.g. 1 

month) and acceptable 

response. 

 

Start with co-codamol 8/500 1 or 2 tablets QDS, PRN titrate 

up to co-codamol 30/500 2 tablets QDS. Dihydrocodeine 

may be considered in patients who may be unable to 

metabolise codeine (30 mg QDS max 240 mg).  

Prescribe drugs in Step 2 regularly to achieve effective  

analgesia. 

Stop and review diagnosis before switching to strong opioid 

If there is cognitive impairment due to Zomorph® 

stop and review diagnosis before switching to either 
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Gabapentin +/- Amitriptyline (dose above) 

Titrate up to an effective dose (e.g. 1800 mg/day).  

If not tolerated then titrate down. 

Pregabalin +/- Duloxetine 

(dose above) 

(Restricted for patients who 

are intolerant of gabapentin 

or where gabapentin is 

ineffective) 

Titrate up to 150-300mg 

BD. 

If not tolerated then titrate 

down. 
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Stop and review diagnosis before switching to co-codamol 

Fentanyl Patch 

 

For patients unable to 

swallow or who are renally 

impaired. 
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