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Low dose transdermal administration
of buprenorphine with a seven days patch for pain that
is not relieved sufficiently by nonopioid analgesics
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According to the World Health Organization
(WHO) osteoarthritis (OA) is one of the ten most
disabling disease in the developed countries,
a painful condition that is increasing as a health ca-
re problem as the elderly population increases in
numbers (1). When possible, surgical replacement
of a painful weight bearing joint relieves pain and
improves quality of life. Guidelines for nonsurgical
management of OA-pain in the elderly no longer
recommends NSAIDs or COX-2-specific inhibitors
because of the many serious adverse side-effects
of these drugs in the elderly, e.g. renal failure,
increased blood pressure, myocardial infarction,
bleeding gastrointestinal ulcers: Therefore NSAIDs
and COX-2-specific inhibitors should be used only
occasionally and only for a few days when severe
flare-ups of pain occur (2, 3).

The choices available for pharmacological
pain relief in the elderly is further restricted by
concerns about increased risks of falls, fractures,
myocardial infarctions, and even increased all-
cause mortality among elderly patients taking
potent opioids (4).

There are components of neuropathic pain
mechanisms in OA (5) and therefore adjuvant
analgesics like gabapentin, pregabalin, and nor-
triptyline, may offer some relief (6). However,
these drugs may, like opioids, increase daytime
sedation and dizziness, increasing the risk of
falling. Especially amitriptyline should not be
used in ambulatory elderly patients for these
reasons.

Opioid analgesics, especially during initiation
of treatment and when doses are escalated,
cause dose-related sedation, dizziness, cognitive
impairment, nausea, vomiting, and constipation.
Bolus doses of opioids may be more likely to
precipitate dizziness and nausea, whereas the-
re are less such side effects when opioids are
administered at a steady, low rate.

Patients with advanced OA have pain
most of the time, also during the night, re-

ducing quality and duration of restful sleep.
Paracetamol is now the only non-opioid anal-
gesic drug (outside countries where metami-
zol is still available) that can be recommended
as a first choice analgesic in elderly patients.
Paracetamol should be used in doses up to
4 grams per day, liver enzymes being monitored.

However, paracetamol is often not suffi-
ciently potent for OA-pain. Buprenorphine can
now be delivered in low doses at steady ra-
tes through the skin as the 7-day transdermal
buprenorphine patch (Norspan®). This may be
an option for treating OA-patients who need
a more potent analgesic than paracetamol.

The buprenorphine patch (Norspan®) with
median dose 10 ug/hour was studied in a doub-
le blind, randomized, placebo-controlled study
for OA-pain in opioid naive patients (7). This
study documented that it is possible to main-
tain blinding for up to half a year between an
opioid and placebo. The study also reconfir-
med the well documented, but not generally
acknowledged phenomenon that in prolonged
studies where blinding is well controlled and
a team of investigators keep good and close
contact with the patients, a significant non-
specific ,context-sensitive-therapeutic-effect”
develops. Therefore, pain intensity decreased
steadily in both groups throughout the half
year the study lasted. However, daytime mo-
vement-related pain decreased significantly
more (P < 0.03) in the buprenorphine group
compared with the placebo group. There were
more nausea in the buprenorphine group in
the first few days, and more patients disconti-
nued before the end of the 6 months double
blind period due to such opioid side effects
compared with the placebo group. Still, at the
end of the double blind period the patients’
global impressions of improvement were signi-
ficantly (P < 0.02) superior after buprenorphine
than after placebo treatment.
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Therefore, OA-patients, who really need an
opioidinadditiontooral paracetamol (and possib-
ly a topical NSAID?) a regimen to consider is to gi-
ve the patient the benefit of a very low, constant
administration of buprenorphine with the 7-day
transdermal delivery system, starting with only
5 pg/hour. If there is a flare-up of pain, in spi-
te of ongoing low-dose buprenorphine patch
treatment, | would offer extra doses of paraceta-
mol — up to 4 g per 24 hours, add a single dose
of ibuprofen 400 mg times two or diclofenac
75 mg once daily for 1 - 2 days.

If this regimen still leaves the patient in severe
pain, and only provided the patient has adequate
monitoring by relatives and/or a nurse or nur-
se’s assistant, would | add a fast onset, moderate
duration opioid, e.g. an oxycodone 5 - 10 mg
immediate release tablet. This dose may be suf-
ficient as an add-on to buprenorphine 5 - 20 ug/
hour because there are definite additive analgesic
effects between buprenorphine and traditional
p-opioid agonists (8). Small doses of opioids ,as
needed” reduces total dose and burden of opioid
adverse effects, compared with time-contingent
opioid dosing for chronic noncancer pain (9.

All available non-pharmacological means of
reducing suffering in patients with chronic pain
must be exploited as well. In the Nordic countries,
lack of sunshine and therefore lack of vitamin D
needs more awareness (10). Lack of vitamin D du-
ring the dark months of winter tends to increase
suffering from chronic pain which is more preva-
lent in Iceland and Norway than in Spain (11, 12).
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Opioidové analgetika v ndplastovej forme
— poznambka k situdcii v SR

Krdtka zmienka prof. Breivika z Osla o prichode 7 dni Gcinkujlcej
buprenorfinovej naplaste (Norspan) na norsky, resp. skandindvsky trh je
potesujuicou spravou. Naplastové formy silnych opioidovych agonistov sa
v indikécii chronicka bolest silnej intenzity nadorového aj nenddorového
povodu javia u vacsiny pacientov ako ideélna liekové forma. Je to pre-

Prichod zndmeho opioidového analgetika v overenej aplikacnej for-
me, ale s vyznamne prediZenou dobou uvolfovania Gc¢innej ltky z 3 na
7 dni, iste prinesie vybranym trpiacim pacientom dalsie skvalitnenie
ulavy od silnej bolesti. Nédm na Slovensku ostéva uz len ¢akat na jeho
registraciu na nasom trhu.

dovsetkym pre zabezpecenie kontinuélnej hladiny ucinnej latky v plazme
doteraz az na 72 hodin, ¢o prindsa nielen stabilné tisenie bazalnej bolesti,
ale aj znizeny vyskyt neziaducich tGcinkov tejto liecby, a to predovsetkym
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nauzey, malatnosti a obstipacie. Vdaka uzivaniu pomaly sa uvolfujucich
opioidovych analgetik sa mohla vyznamne zredukovat potreba dlhodo-
bého uzivania relativne nebezpecnejsich nesteroidovych antiflogistik.

Nadézda Spatenkovd, Barbora Bolomskd:

REMINISCENCNI TERAPIE

Publikace, zpracovana NadéZdou Spatenkovou a Barborou Bolomskou a doprovazend tematickou fotografickou do-
kumentac/Jindficha Streita, reflektuje nejen teoretické, ale predevéim praktické aspekty metody reminiscence. Jde
o specidlni metodu prace se seniory, zalozenou na uznani dilezitosti vzpominani s ohledem na zvysovanf (resp.
udrzenf) kvality zivota. Zahrnuje Siroké spektrum interaktivnich, kreativnich a vyrazovych aktivit, jejichz zakladem
je zajem o minulé zivotni zkusenosti senior(, ktefi se ji G¢astni. Kniha shrnuje principy, formy a vyuziti reminiscencni
terapie také u seniord se specifickymi potrebami (napf. u osob s demenci, depresi nebo mentalnim postizenim).
Detailné jsou popsdny aktivity, které je mozné v ramci reminiscencni terapie vyuzit.

Publikace je urcena predevsim pracovnikiim pomdhajicich profesi (socialnim pracovnikiim, ergoterapeutdm, zdra-
votnickym pracovnikiim, arteterapeutiim, psychologim aj.), pecujicim o osoby vyssiho véku v domovech pro se-
niory, stacionarich, lé¢ebnach dlouhodobé nemocnych, geriatrickych oddélenich, jednotkdch osetrovatelské péce,
odbornych [éCebnych Ustavech, gerontopsychiatrickych oddélenich, ale i v domdcim prostredi seniortl. Poznatky
a postupy reminiscence mohou tito pracovnici vyuZzivat pri své praci pro zkvalitnéni poskytované péce.
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Casopis Paliativna medicina a lieéba bolesti vychddza v spoluprdci so Slovenskou
spolo¢nostou pre studium a liecbu bolesti (www.pain.sk) a s Ceskou spoloénostou
paliativnej mediciny (www.paliativnimedicina.cz).
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