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Letter to the Editor

Authors have some reservations about this article. 
However, they lift up an important question whether 
opioid related treatment failure and central sensitiza-
tion are related to doze, type of opioid, or total days 
of opioid use.

Our study was a clinical quality registry study on 
patients who received interventional pain treatment at 
the unit for physical medicine and rehabilitation. This 
multimodal treatment protocol include pain reprocess-
ing toward increased physical activity and return to 
activities after facet-nerve blocks. This working model 
includes explanation (diagnostic facet block), positive 
expectations with physical activity (“motion is lotion, 
use it or lose it”) and follow-up. Thus, these positive 
long-term effects after blocks at 1-month follow up 
may also be related to changes in brain state (Limbic-
emotional-relearning) as proposed by Vlayen et al (6). 
Treatment failure for opioid users could be related to 
central sensitization but also for inhibited changes in 
activity and relearning. The formula for lumbar medial 
branch block were the same as there was only 2 phy-
sicians who used same standard procedure following 
Naths protocol.

Most of our patients using opioids use weak opi-
oids such as codeine, tramadol, or transdermal pu-
brenorfin and only a few patients in this study did 
use an oxycodone derivate with higher doses. To our 
knowledge, earlier studies on opioid induced hyperal-
gesia or sensitization did not indicate that the mecha-
nisms are related primarily to morphine equivalent 
(opioid-induced hyperalgesia (OIH) is most broadly de-
fined as a state of nociceptive sensitization caused by 
exposure to  opioids). There is growing evidence that 
already after 7 days, opioid use could be harmful. Two 
fair-quality retrospective cohort studies found opi-
oid therapy prescribed for acute pain associated with 
greater likelihood of long-term use. One study evalu-
ated opioid-naïve patients who had undergone low-
risk surgery, such as cataract surgery and varicose vein 
stripping. Use of opioids within 7 days of surgery was 
associated with increased risk for use at one year. The 
other study found that among patients with a workers’ 

compensation claim for acute low back pain, compared 
to patients who did not receive opioids early after in-
jury (defined as use within 15 days following onset of 
pain), patients who did receive early opioids had an 
increased likelihood of receiving 5 or more opioid pre-
scriptions 30-730 days following onset that increased 
with greater early exposure. Earlier research that have 
established 90 days as the norm for long-term opioid 
treatment. We used 90 days as the norm for long-term 
opioid treatment as we did not find evidence that 
sensitization or treatment failure could be related to 
duration of opioid use, contrasting evidence for devel-
opment of analgesic tolerance. Opioids before surgery 
has shown to be an independent risk factor for pain 
outcome in several studies.

We wanted to focus on pain experience and on the 
other hand quality of life as outcome factors. We could 
have shown results of psychological effects on EQ5D 
subscale for mental health, which shows lower ratings 
for opioid users, but our focus was functional outcome 
as a whole. As 50% of our patients are elderly, aged 
> 64 years with other diagnoses, there are many con-
founding factors for the outcome in longer perspective 
regarding fall and emergency department visits.

We did not find significant differences in outcome 
for NSAID/paracetamol users or gabapentinoid users. 
However, patients using both opioid and gabapenti-
noid showed no significant pain relief at follow-up and 
no improvements for 5 subscales for impairments in 
EQ5D questionnaire (Fig. 1). 
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