
listed in Table 3. Treatment in the emergency department should
never be regarded as definitive, and follow-up care is essential.
Many emergency physicians will elect to prescribe short-acting
nonspecific pain medications (which may or may not be helpful)
for patients with chronic pain, deferring initiation of more specif-
ic therapy for the primary care physician or pain specialist. How-
ever, definitive therapy may be safely started in the ED provided
follow-up is within a reasonable period (one to three weeks). In
fact, several of the recommended medications will require two or
more weeks to see maximal benefit. Specialty referral may pro-
vide optimization of therapy, trigger point injections, and novel
treatments, such as botulinum injections.31

Opioids for Chronic Pain. The issue of opioid use for chron-
ic pain was reviewed in detail by known experts in the field who
recommended their cautious use with caveats.32 Risk of adverse
effects should be assessed prior to the use of opioids, including
potential for addiction, which may be impossible in the context
of an emergency department visit. Patients with a lack of motiva-
tion to improve, those with prior history of impaired control over
drug use, compulsive use or continued use despite harm, or crav-
ing, can be expected to have adverse effects with opioid use.32,33

Table 4 lists typical features of non-compliance with opioid ther-
apy.32 Patients who exhibit these behaviors may warrant discon-
tinuation of opioid therapy if behaviors persist.32 Drug diversion
(selling prescribed opioids or passing them on to others) is illegal
and should not be tolerated. In the absence of these behaviors,
when function is enhanced, opioids have a legitimate place in the
treatment of chronic pain.32 Ideally, all chronic pain patients
should sign a pain contract with their primary provider detailing
goals of therapy and limitations of opioid use and behaviors. It
should be acknowledged that complete relief of pain is an unreal-
istic goal in chronic pain conditions. 

Headache Syndromes. The treatment of the listed headache
syndromes is similar. (See Table 3.) A 1995 meta-analysis found
few if any medications relieve chronic headaches better than
placebo.34 Nonsteroidal anti-inflammatory drugs (NSAIDs) are
the most commonly used drugs for all forms of chronic pain,
even when their efficacy is in question.35 The choice of NSAID
has not been shown to make a difference in pain relief in most
instances. Use of Cox-2 inhibitors has been associated with

increased cardiovascular complications, and several drugs have
been pulled from the market. When selecting a standard NSAID,
adding a proton-pump inhibitor reduces gastrointestinal compli-
cations, and the combination is cheaper than daily use of the
Cox-2 inhibitors.36 Chlorpromazine 10 mg intravenously with or
without diphenhydramine to reduce dystonic reactions, and other
phenothiazines, has been used with success in the treatment of
non-specific headache in the ED.37,38 Amitriptyline up to 100 mg
per day (start at 25 mg HS) has been shown to be effective in
chronic headaches and with transformed migraine headaches.39

The selective serotonin re-uptake inhibitors (SSRIs) have not
been shown to be effective in this group of patients.40

Back Pain and Neck Pain Syndromes (Non-neuropathic).
Therapy of chronic back pain has been better studied than chron-
ic neck pain, and many of the recommendations for back pain
can be generalized for neck pain. Use of opioids for chronic back
pain was systematically reviewed with meta-analysis, and no sig-
nificant long-term benefit was found.41 It should be noted that the
majority of the studies entered into this meta-analysis individual-
ly concluded that opioids reduced chronic back pain (including
acetaminophen-oxycodone combinations, acetaminophen-
codeine combinations, long-acting oxycodone, long-acting oxy-
morphone, and transdermal-fentanyl). The meta-analysis also
assessed nine studies where aberrant medication behaviors were
reported and these ranged from 5% to 24% of those treated.41

The final conclusion was that opioids are commonly prescribed
for chronic back pain, their efficiency is limited to short-term
control only, and there is some risk of associated addiction.
While nonsteroidal anti-inflammatory agents have a well estab-
lished place in the management of acute nonspecific back pain,
their role in the management of chronic back pain is less clear
due to fewer studies and their side effect profile with long-term
use including abdominal pain, diarrhea, edema, dry mouth, rash,
dizziness, headache, and tiredness.42 The highest qualities studies
showing efficacy of NSAIDs in chronic back pain studied etori-
coxib, a drug that has been denied approval in the United States
by the FDA. Diclofenac at a dose of 150 mg/day had equal effi-
cacy compared to 60 mg/day of etoricoxib in a 4-week trial
involving 446 patients with chronic back pain randomized to one
of the two drugs.43 In the 1997 systematic review comparing
studies that varied between 2 and 6 weeks of therapy, the authors
concluded piroxicam, indomethacin, ibuprofen, diclofenac, keto-
profen, naproxen, and diflunisal were equally as effective in the
short-term treatment of chronic low back pain, moderate evi-
dence.44 Although studies of 3 months or more are lacking in
patients with chronic low-back pain, it is reasonable to use
NSAIDs in this population provided that side effects are antici-
pated when the decision is made to prescribe them. A 2003 meta-
analysis assessed the efficacy of muscle relaxants in the treat-
ment of chronic back pain.45 Two high quality randomized con-
trolled trials (RCT) involving 222 patients using tetrazepam
found it effective in chronic back pain, however, this drug is not
approved in the United States, and benefit was only 14 days.45

Diazepam and cyclobenzaprine appear to offer little benefit com-
pared to placebo.45 A 2003 meta-analysis assessed the efficacy of
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Table 4. Typical Features of Non-Compliance
with Opioid Therapy

• Unexpected results on toxicologic screening
• Frequent requests for dose increases
• Concurrent use of non-prescribed psychoactive substances
• Failure to follow dose schedule
• Failure to adhere to dose schedule
• Failures to adhere to concurrently recommended treatments
• Frequently reported loss of prescriptions or medications
• Frequent visits to the emergency department for opioid therapy
• Missed follow-up visits
• Prescriptions obtained from a secondary provider
• Tampering with prescriptions


