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Tapering of long-term opioid therapy (LOT) in chronic  
non-cancer pain (CNCP): The Australian rural context.

• 3.37 million Australians live with CNCP. 
Prevalence rates are higher for women (20%) 
than men (17%), and for older (>65yrs [30.8%]) 
Australians.[1]

• In 2020 the total financial cost of CNCP in 
Australia was $144 billion dollars.[1]

• CNCP is the third most costly health burden in 
Australia, and cost the health system $12.64 
billion dollars in 2020.[1]

• Prevalence rates of chronic back pain and  
arthritis are higher in Australian regional and 
remote areas than in cities (23% and 21% versus 
20% and 17% respectively).[2]

• The majority of Australia’s specialist pain clinics are 
concentrated in metropolitan centres, leaving rural 
and remote citizens severely disadvantaged. [4]

• >10% of Australians with CNCP will receive best 
practice multidisciplinary pain care.[1]

• GP consultations related to chronic pain have 
increased by 67% in past 10 years.[3]

• Lack of access to specialist pain services in rural 
and remote Australia is driving an overreliance 
on pharmaceutical management of CNCP in these 
sites.[4]
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• In Australia 60% of all opioids prescribed are for the treatment of CNCP.[5]

• There is limited evidence to support the efficacy and safety of LOT in the 
treatment of CNCP[6], despite this opioid dispensing rates in Australia have 
risen dramatically over past two decades.[7]

• Australia ranks 8th internationally on the number of DDD of prescription 
opioids per million population (about 40% level of the USA).[8]

• Between 2010-2015 there was a 23% rise in opioid dispensing rates.[7]

• Between 2013-2015, 17 million opioid prescriptions were filled by 
Australians. 9]

• Codeine, oxycodone and tramadol are main opioids dispensed.[9]

• Considerable variation of opioid prescribing rates exist across Australia, 
with up to 10 x higher rates of prescribing reported in areas with the 
highest rates, compared to those with the lowest rates.[10]

• In 2013-2015, opioid dispensing in (DDDs) consistently higher in rural than 
urban areas. During this time 300% difference in the doses prescribed and 
dispensed to rural versus urban Australian citizens. Doses dispensed per 
person increase with increasing disadvantage.[11]

• Aboriginal Australians are three times more likely to be prescribed  
opioids.[7,9,11]

• Age, sex, rurality, socioeconomic disadvantage positively correlated to 
higher prescription opioid doses and dispensing rates.[11]

Re LOT and CNCP: Why taper patients currently taking  
LOT for CNCP: 

• The efficacy of opioids in treating acute and cancer related pain has been 
well documented. However,  the efficacy and safety of LOT in chronic 
non-cancer pain  and function remains incomplete. No study assessing 
opioid therapy versus no opioids therapy with long term data (> 1 year) 
related to pain, quality of life, function  opioid abuse or addiction has 
been published to date.[6]

• There is evolving evidence submitting that the risks associated with long 
term opioid therapy (LOT) outweigh benefit.[17]
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• 80% people with CNCP who take LOT will experience at least one side effect.[12]

• All opioids carry a risk of dependence, accidental overdose, hospitalisation 
and death.[8]

• Opioid related harms are dose related, with risk of accidental death doubling 
>50mg OMED (oral morphine equivalents/day), and increases 5 fold at doses  
>100 mg MED.[13]

• Higher opioid doses are associated with significant risk, including overdose, 
opioid use disorder, depression, suicide, motor vehicle accidents  
and fractures.[14]

• The increase of prescription opioids has been associated with an increase 
in aberrant drug behaviour (abuse and diversion [between 21% & 29%] and  
addiction [between 8% & 12%]).[15]• 

• As rates of opioid dispensing has increased in Australia, a concomitant rise in 
associated harms and accidental overdose has also been documented.[7]

• Every day in Australia 150 hospitalisations, 14 ED presentations, and 3 deaths 
involve opioids.[16]

• Oxycodone, morphine and codeine are the main contributors to accidental 
deaths involving opioids.[9]

• In Australia the number of unintentional drug-induced deaths involving 
opioids has trebled in the 12 years from 2006-2018 (from 338 in 2006  
to 900 in 2018).[9]

• In 2018 there were 2,070 drug-induced deaths in Australia, 1,556 were 
unintentional,900 involved opioids, 457 were pharmaceutical opioids. [9]

• Unintentional opioid related deaths in Australia now exceed deaths from heroin 
and MVAs and based on trend data from 2011-2018 will continue increasing by 
3%/ year. In contrast the road toll has decreased by 2.2% per year. [9]

• Rates of unintentional drug-induced deaths in rural and regional Australia 
has increased by 15.9% since 2011, while capital cities have seen a 3.6% rise.

• In 2018, 7.3 per 100,000 people in rural and regional Australians compared to 
5.8 per 100,000 in capital cities died from an unintentional drug related death.[11]

• Unintentional deaths most common in Australians 40-49 years (accounting 
for 23% of all unintentional drug-induced deaths in 2018), are more prevalent 
in males than females (71.5%), and in Aboriginal Australians than non-
Aboriginal Australians (17.3 versus 6.0 deaths per 100,000 population).[11]

Re LOT and associated harms and unintentional opioid-related deaths: 
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Structural barriers: Clinician barriers: Patient barriers:1 2 3
• Inadequate time, resources and 

renumeration

• Lack of explicit guidelines about who, 
when and how to taper 

• Variable prescribing approaches between 
GP’s and within and across practices 

• Negligible access to specialist 
multidisciplinary pain and addiction 
expertise

• Limited access to alternative non-
pharmacological treatment/management 
approaches 

• Socio-cultural factors related to perceived 
professional, moral and ethical obligation to 
“relieve all pain”

• Fears associated with: 
- disrupting the patient-GP therapeutic 
relationship 
- overriding specialist prescribing 
recommendations 
- the risk of unintended consequences eg 
illicit drug use, lost to follow up 

• Emotional burden eg having difficult 
conversations

• Knowledge deficits eg motivational 
interviewing

• Low perceived individual risk 
- fear of pain in present TRUMPS risks 
associated with LoT

• Fear of: 
- increased pain and reduced function 
- withdrawal, stigma and addiction 
- impact on mood, ability to attend to 
responsibilities and relationships,  
impact on quality of life 
- abandonment of GP

• Pessimism about non-opioid options

Barriers to tapering LOT in patients with CNCP in rural contexts
Documented barriers to tapering LOT coalesce around three issues; those related to structural issues,  
and those specific to patient and clinician challenges.  
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Infrastructural and GP supports: Patient supports:1 2
• Allocated and proportionate funding comparable to complex 

chronic diseases model to appropriately renumerate time and 
resources invested 

• Telehealth to enable timely consultations with specialist pain and 
addiction services 

• Telementoring to build clinician capacity and capability via case 
conferencing

• Established professional networks and relationships between 
primary and tertiary  healthcare providers

• Education and Information supports eg how to taper, managing 
adverse effects and withdrawal, motivational interviewing

• Explicit guidelines that detail who, when and how to taper LOT in 
CNCP contexts

• Tracking systems eg real time prescription monitoring

• Embed chronic pain management programs that are contextually 
and culturally responsive, that meet the needs of rural and 
remote communities and that seek to build capacity locally. 

• Education (patient/community/population based) and preparation  
for taper

• Empathy and patient-centred language

• Long term, trusting therapeutic relationships

• Co-produced (prescriber[s]and patient) individualised slow  
(eg10-25% OMED/per month)[14] tapering plans that are flexible,  
reviewed regularly and are adaptable to changing needs

• Ongoing access to clinician support for the duration of the taper 

• Reassurance they will not be abandoned if tapering fails

• Monitoring of mood, sleep and motivation with appropriate management 
strategies 

• Provision of concurrent non-pharmacological strategies/support to 
support taper

Facilitators to support LOT tapering in rural context
Documented barriers to tapering LOT coalesce  around three issues; those related to structural issues,  
and those specific to patient and clinician challenges.  
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