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Objective: Opioid tapering is a complex process for both clinicians and patients with chronic pain. This qualitative study explored the 
experiences of Aotearoa New Zealand clinicians in managing opioids for patients with chronic non-cancer pain.
Methods: Purposive and snowball sampling were used to interview nineteen health professionals including general practitioners 
(n=5), pain medicine specialists (n=5), addiction medicine specialists (n=4), pain fellows (n=3), addiction medicine registrar (n=1) and 
a pain nurse practitioner (n=1). Data were collected using a face-to-face focus group and fourteen individual interviews conducted via 
Zoom. The data were analysed using a Reflexive Thematic Analysis approach. Independent parallel coding was done by members of 
our research team, and the final themes were iteratively developed by mutual consensus.
Results: This qualitative study suggests that meaningful opioid tapering requires a patient-centred approach that considers the 
individual’s unique sociopsychobiomedical context. Clinicians emphasised the importance of building trust, addressing fears, and 
tailoring tapering regimens to patients’ needs and motivations. While opioid tapering is a complex process for all patients, participants 
acknowledged unique considerations for supporting people living in rural areas – Māori and Pasifika and their whānau (families and 
significant others) addressing social determinants of health. There were overwhelming accounts of clinician distress from all 
participants especially for rural general practitioners due to the lack of support, conflicting practices, limited resourcing, and time 
constraints.
Conclusion: These findings call for a co-ordinated, multidisciplinary approach to opioid tapering that addresses systemic inequities 
and prioritises patient and clinician well-being.
Keywords: Aotearoa New Zealand,  opioid tapering, chronic non-cancer pain, clinician distress, resource constraints, person-centered 
care

Introduction
One in five people in Aotearoa New Zealand (NZ) live with chronic non-cancer pain.1 Opioids are commonly prescribed 
for chronic non-cancer pain conditions despite the limited efficacy and association with significant morbidity and 
mortality with long-term use.2 In Aotearoa NZ, from 2008 to 2012, a total of 325 deaths were primarily attributable 
to opioid use with 179 deaths due to unintentional overdose.3 The National Coronial Information System (2018) reported 
that opioid use was the highest primary contributor of drug-related deaths.4

Chronic pain disproportionately affects Māori - the Indigenous population of Aotearoa NZ. Māori adults are 1.4 times 
more likely than non-Māori adults to report chronic pain yet experience greater barriers to access specialist pain services in 
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NZ and are often under-represented in specialised pain services.1,5 Furthermore, Māori adults have higher dispensed oral 
morphine equivalent daily dose (oMEDD) when compared to non-Māori adults receiving treatment for similar conditions.6 

Thus, there are likely inequities in the burden of opioid-related harm for Māori compared to non-Māori with chronic pain.
Opioid tapering aims to achieve a gradual reduction of opioid dosing to reduce the harms associated with prolonged 

opioid usage. The 2016 Centres for Disease Control and Prevention (CDC) guideline recommends opioid tapering or 
discontinuation when the harms of long-term opioid use outweigh the benefits.7 International studies have identified several 
barriers to implementation of opioid tapering programmes in the primary care setting. These include clinician time 
constraints, lack of clinician expertise in managing complex opioid prescriptions, a lack of effective alternative therapies, 
emotional burden on providers, and fear of breaking the trust between patient and provider. Factors which promote opioid 
tapering include patient motivation to taper opioids, clinician’s ability to empathise with patients’ experience, individualisa
tion of tapering method, collaborative shared decision making and ongoing support during tapering.8–10

In the Aotearoa NZ context, there is no primary research to understand the current practices of primary and tertiary 
care clinicians in tapering opioids for people with chronic non-cancer pain. As Māori experience significant inequities in 
pain prevalence and in accessing tertiary pain services, there may be specific considerations in managing opioid tapering 
for Māori. Furthermore, effective tapering requires the integration between primary and tertiary healthcare specialists. It 
is not known whether there are unique barriers and/or facilitators encountered in a tertiary pain management setting and/ 
or with co-ordination between primary and tertiary care service providers.

To address these gaps, we aimed to understand Aotearoa NZ clinicians’ current practices of tapering opioids, 
attitudes, barriers, and opportunities to facilitate opioid tapering for chronic non-cancer pain management.

Methods
Study Design
Guided by a contextual constructionist approach which posits that knowledge is local and context dependent, an 
exploratory qualitative study design was chosen to understand how opioid tapering is currently practiced by various 
medical specialists across Aotearoa NZ. Semi-structured individual interviews11 and focus groups12 were used as data 
collection methods. The consolidated criteria for reporting qualitative research (COREQ) checklist was used to report the 
study findings.13

Recruitment and Selection Criteria
Eligibility criteria included current NZ medical council registered general practitioners (GPs), addiction medicine 
specialists, and pain specialists who have prescribed or attempted opioid tapering on at least one patient with chronic 
non-cancer pain in the past two years.

A purposive and snowball sampling strategy informed our recruitment strategy. Our purposive sampling was 
guided by clinicians from different geographical locations (rural and urban), area of practice (with or without 
access to a nearby pain service), and those who treat a higher proportion of Māori patients in their practice. GPs 
were recruited through expression of interest through known contacts. Pain specialists were identified from 
“National register of doctors” who are actively practicing in the Medical Council of Aotearoa NZ website 
including members who are known to the research team.14 Addiction specialists were identified through our 
contacts with the local Addiction Service based in Wellington, NZ.

Electronic invitations including the study information sheet and consent form were e-mailed to potential participants 
and written informed consent was obtained prior to the interview. The participants informed consent included publication 
of anonymised responses/direct quotes. Recruitment was ceased once thematic saturation has occurred with no further 
unique themes were identified.15

Data Collection
Individual interviews and focus groups were conducted via Zoom® and in person between August and Nov 2022 using 
a semi-structured interview guide (Appendix 1). The interview guide was developed based on a focused literature review 
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on opioid tapering and chronic non-cancer pain.16 The interview guide was finalised in consultation with our clinical 
advisory team comprising two pain medicine specialists, a GP, and a pain management physiotherapist.

All interviews were digitally recorded via Zoom® or an audio-recorder and transcribed verbatim using a professional 
transcription service. All the interviews were conducted by RF, supported by HD. NVivo software was used to code and 
organise the written transcripts into overarching themes and subthemes. Mind mapping tools were employed to visually 
represent the development of these themes and subthemes in a group setting to facilitate further classification and 
exploration of the relationships between them.

Analysis
The Braun and Clarke’s 6-step Reflexive Thematic Analysis approach was chosen as it does not prescribe a specific 
qualitative tradition when the research questions are essentially evaluative.17 Transcription and analysis began immedi
ately after the first interview so that any unconsidered relevant questions were added to the following interviews. Debrief 
meetings held after each interview between RF and HD were an important aspect of meaning making of the data. RF 
conducted the initial coding of all the qualitative data and presented those initial codes and sub-themes to HD and DB. 
HD and DB coded a sub-set of interviews to add further interpretation and meaning to the initial codes. Then RF, HD and 
DB iteratively discussed the meaning of initial codes to generate an initial draft of themes and sub-themes. These were 
presented to the research and clinical advisory team to generate further discussions, interpretation and making sense of 
the data. The final themes and sub-themes were discussed and decided upon by mutual consensus by the whole team.

Reflexivity
RF, male, with a background in anaesthesia and pain medicine led the qualitative data analysis with the support of HD 
(physiotherapy background and pain management researcher) and DB (health psychology background and pain manage
ment researcher) who have previous training in reflexive TA. As RF had no qualitative research experience, he underwent 
a thematic analysis training workshop prior to data collection. The research and analysis spanned over two years. 
Initially, RF’s understanding of opioid tapering was predominantly shaped by his anaesthetic training, where he started 
the research with the assumption that chronic non-cancer pain patients should minimise opioid usage with the aim to 
tapering opioids completely off whenever possible. However, as RF progressed through the pain fellowship, his 
comprehension of opioid tapering became more nuanced, recognising the complexities of opioid tapering with the 
overall goal is to achieve patient well-being rather than solely focusing on opioid reduction. His views on the complexity 
of opioid tapering are further shaped by his spouse who is a GP working with patients with complex pain issues on long- 
term opioids.

Ethics
Ethics approval was sought from the University of Otago Human Ethics Committee (Health) - H22/106. The study protocol 
was also approved by the Ngāi Tahu (A Māori Iwi (tribe) with an existing relationship with the University of Otago).

Results
Nineteen health professionals were interviewed between August and November 2022 including GPs (n=5), pain medicine 
specialists (n=5), addiction medicine specialists (n=4), pain fellows (n=3), addiction medicine registrar (n=1) and a nurse 
practitioner in pain management (n=1). Of the interviewed participants, 42% were men and the majority (74%) were 
employed in the tertiary care setting, while the remaining (26%) were employed in the primary care setting. The 
interviews consisted of one face-to-face focus group (consistent of 6 individuals) and fourteen individual Zoom® 

interviews.
We generated four major themes: (1) Understanding the person and context (2) Cumulative & intersectional 

disadvantages (3) Confrontation, ethical conflict, and clinician distress (4) Mahi Tahi – Working together. Table 1 
provides an overview of four major themes, sub-themes, and supplementary quotes.
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Table 1 Themes & Subthemes

Themes Example Quotes

Theme 1 – Understanding the Person and 
Context

1.1 Addressing patient fears with trust. “Often, there’s a lot of fear, even if they are not in a lot of pain. They fear that their pain 
will come back, and they remember their pain being this monster that is ruining their lives 

and ruining the things they do. Again, there’s that, why do not they taper? They do not 

want to, because they do not want to run the risk of going back to where they were”

1.2 Person-centred tapering practices “The rule of thumbs: are [to] reduce one medication at a time or for an opiate, one drug at 
a time. If we reduce the long acting or the short, I really do not care. Reducing one 

medication at a time; number 2, reduce small amounts of 10 to 20%, usually, I would 

recommend at a time - or the smallest tablet - sometimes really there is no 10% … A lot 
of patients want to do an opiate taper, and they say, ‘I’m going to attempt my opiate taper 

during my holiday.’ I tell them, ‘Oh stuff it. Don’t do it. Your holiday is your holiday. Enjoy 

your holiday. That’s what holidays are for. You do your opiate tapering in the background 
during your normal day. Whatever you are doing, just do it on your normal days. Those 

are my keys for opioid taper”.

“my own approach is that I would never try arm twisting because it’s not going to work. 

I don’t think that we can ethically try to force somebody off and say, ‘You’re just going to go 

through withdrawal, sorry”. 

“I think that conversation is what’s really helpful. It’s like those things that they sell on TV, 

those 30-day money back guarantee things, because you know that if something goes 
wrong, you can always go back to how things were. I find that really helpful because then 

they are like, ‘Okay, that’s good.’”

1.3 Appealing to patient’s intrinsic motivations. “I think what helps is good education. First, when people are started on opioids, they get 

promised, ‘Your pain requires strong opioids now.’ In their mindset, it’s all about: I do need 

these drugs to get better or be able to function. So, you have to actually introduce 
a different thinking about their medication. I often say to patients, ‘Look, if opioids would 

be so helpful for your condition, you would not sit in front of me right now, but you would 

be out and about and enjoy your life.’ The fact that you have a consultation with a tertiary 
pain service and a pain medicine specialist is already telling you something – it’s treatment 

failure”. 

“I have found, especially with Māori patients, they put a lot of importance and emphasis on 

their whānau (family and significant others) and their wellbeing, almost to a point that, 

actually, their family is more important than them. In Asian families I find that’s also quite 
true. … It’s especially useful as a GP because often I know the whole family, so I can talk 

about specific things. It’s not a general thing, like, ‘Oh well you can go play with your 

grandkids’ or something. I could say, ‘Hey, look, your grandson has just been diagnosed 
with ADHD. He needs a lot more attention, and I know that you are really connected to 

your grandson. Maybe tapering this down might really help you spend more time with him.’ 

Being really specific is quite good. That’s the beauty of a GP”.

Theme 2 – Cumulative & intersectional 
disadvantages. 

2.1 Rurality and access barriers to tertiary pain 

services

“I think that’s where it comes into pain, the difference that I see in regards to Māori and 

Pasifika who have less access. I suppose they do not have the money to afford the 
alternative treatments that often, I think, are quite useful. like acupuncture or pilates or 

movement-based therapies”.

(Continued)
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Table 1 (Continued). 

Themes Example Quotes

2.2 Intersectional disadvantages contributing to 

health inequities

“… coming back on the poverty: if I, for example, had that initial consult with that person 

and I said, ‘Let’s sort out all the stuff. Let us go through your agenda. Let us book an 
appointment for two weeks’ time to sort out your tapering.’ - they could come back and 

say, ‘Well, I’m sorry, doc, but I actually do not have that money to come and see you in two 

weeks’ time to talk about it. we have got free contraception and sexual health for Māori 
patients. We have a shared care mental health pathway… We have funding for Covid. So, if 

we had one for opioid tapering and we said, ‘Well, look, this consult will be funded because 

what we’re going to talk about is opioid tapering,’ – then that would reduce one of the 
barriers for the patients”.

“Compare that to an under-serviced Māori population where you have got one GP who’s 
having to look after 4000 patients: a lot of them are going to be high needs, with lots of 

comorbidities, and a patient who is opioid-dependent is going to present to that GP saying, 

‘I just want a repeat prescription of this - I’ll be out of your hair.’. It’s a two-minute consult 
and that busy GP can then get on and look after the dying patient with renal failure, heart 

failure, and the other issues, the mental health issues and the social issues which are going 

on with that person. I hate to say this, but they are very easy to overlook, in other words, 
and the more busy the doctor is, the easier it is to overlook them”.

Theme 3 – Confrontation, ethical conflict, and 
clinician distress.

3.1 Confrontational encounters and clinician distress “Then they’ll come back complaining that they get withdrawal. They’re back up at that dose 
or with more or couldn’t do the things that they want to do and it’s like, I’ve failed again. 

The only way I can continue to practise is to just block that out”.

“He came with a gun, opened the door and pointed it at my colleague and said, ‘This is 

what’s coming if you are going to do anything about my methadone.’ We found out it was 

a toy gun; it was not actually a real gun. But my colleague thought his days are numbered 
and he got quite traumatised by that”.

3.2 Ethical and moral dilemmas ‘Hey, look, my child really wanted to go to the school camp, we didn’t have a jacket for her. 

We did not have the stuff we needed and we did not have the money to pay for school 

camp. She said, “Yeah, I went and I sold my medication so that she could do the normal 
things that everybody else in her class does”. She says, “I am so tired of my kids feeling 

poor all the time, feeling like they cannot participate in society, feeling like they cannot go 

to … because I do not have $30 to pay for the team; that they cannot go on the school 
camp because I do not have $100 to spend on the jacket and the fees and everything like 

that”. She said, “It breaks my heart that my daughter has to go in and everybody knows 

that she can’t do these things just because she’s poor”. And she said, “Yes, I did. I went and 
I sold it. I got the money, and I bought that stuff”. My child went to the school camp, and 

she said, “I am not ashamed of it”. 

3.3 Resource constraints “Our model of healthcare has changed, especially in the GP world. A 10-minute 

consultation …no longer a long-term relationship with the patients. Healthcare has 

changed to look for efficiency”. 

“To be fair, in the long run, I think it will be more cost-efficient than seeing specialists over 

and over and all these opioids and then some of these opioids going on the black market 
and people selling them and all those social effects as well. It will be way cheaper to fund 

a couple of sessions with the GP to do an opioid tapering. Purely from a financial point of 

view, I think that would make sense too”.

(Continued)
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Theme 1 – Understanding the Person and Context
Effective opioid tapering requires an empathetic understanding of a patient’s unique sociopsychobiomedical circum
stances. The tapering regimen should be tailored, adaptable, gradual, and mindful of the patient’s life situation. As one 
pain specialist mentioned, the approach is

find out where the patient is at in their journey and see how receptive they are to a different perspective… and really listen to not 
only their pain story… their perspective and ideals and world view, and then be able to work within that to support and provide 
for them an alternative that actually means something. 

Opioid tapering is often linked to patients’ concerns about the prognosis of their pain condition, need for strong 
medications, expectation of increased pain with opioid reduction, fear of withdrawal symptoms, and patients’ lack of 
awareness of the long-term side effects of opioids. Patients often hold the view that opioids were initially prescribed to 
aid them, and tapering may seem counterintuitive to their management. Stronger medications were often perceived as 
more effective for their pain management.

This situation is further complicated by changes in prescribing regulations due to the rising number of opioid-related 
deaths. Some patients may view opioid tapering as more about protecting doctors from legal consequences rather than 
being in their best interests. One pain specialist stated that:

you can help with that motivation by having some trust in that therapeutic relationship with you as the treating person who’s not 
there for any ulterior motives… trust in the practitioner they’ve got. 

Understanding the patient’s genuine concerns about opioid tapering, and establishing trust were identified as critical 
components of person-centred opioid tapering.

Person-centred opioid tapering practices involved acknowledging and respecting patient’s autonomy for optimal outcomes 
(Table 1). By establishing mutual trust, clinicians were able to appeal to the patient’s intrinsic motivations when tapering opioids. 
One strategy involved collaboratively working with patients to help them understand about the risks associated with chronic 
opioid use and the lack of evidence supporting its long-term effectiveness in managing chronic non-cancerous pain conditions. 
Another strategy was to connect the benefits of opioid tapering with benefits that are meaningful to the patient. This was 
noticeable with general practitioners as they have long-standing relationships with not only the patients but their whole whānau 
(family and significant others).

Table 1 (Continued). 

Themes Example Quotes

Theme 4 - Mahi Tahi – Working together. 

4.1 Better co-ordination and collaboration between 

primary and tertiary care services 

“… the problem is a lot of our patients have been put on the opioid regime by a specialist. 

Often with the patients, I find that they are more comfortable if, even for a once-off, they 

see a specialist and the specialist says, ‘Yes, I do think we should try tapering it down. I will 
write some advice and send it to your GP and then your GP can take over from here.’ … 

I find that often goes a lot smoother than us trying to initiate it, because often they will be 

like, ‘Well, the specialist started me on it. You’re not the specialist. The specialist thought 
I needed it.’ Often, because they think that the specialist is the one that started it, and they 

are specialised in that field, pain or whatever, that they should at least have a go ahead from 

them to say, ‘We should do this.’ Often, that is really helpful”.

“It’s been very siloed off in her case. She has actually had a private psychologist on board, 

but again, it’s like everyone’s not talking to each other. I think that’s the benefit of that 
MDT approach, where you could have the psychiatry/psychologist support also with the 

pain medication expertise and just taking everything all together. It is all so intertwined”.
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Theme 2 – Cumulative & Intersectional Disadvantages
Clinicians from rural areas especially GPs shared their challenges of working in a rural setting with limited or no access 
to specialised tertiary pain services offering multi-modal care. These often include group-based pain management 
programmes and access to psychologists and physiotherapists. Participants shared the importance of recognising and 
addressing unique social determinants of health to support tapering opioids in general and more specifically for Māori & 
Pasifika patients and their whānau. A GP explained,

I think that’s where it comes into pain, the difference that I see in regards to Māori and Pasifika who have less access. I suppose 
they don’t have the money to afford the alternative treatments that often, I think, are quite useful. like acupuncture or pilates or 
movement-based therapies. 

Multiple levels of disadvantage of living in a rural setting, lack of stable housing, and poverty could make opioid tapering 
process not a priority for patients living in rural areas. One GP suggested “Well, look, this consult will be funded because 
what we’re going to talk about is opioid tapering”, – then that would reduce one of the barriers for the patients”.

Another rural GP highlighted the systemic constraints of working remotely with in underfunded and overstretched 
practices, “the more busy the doctor is, the easier it is to overlook them (opioid tapering)”.

Theme 3 – Confrontation, Ethical Conflict, and Clinician Distress
Several participants expressed frustration over the limited guidance available for opioid tapering because opioid tapering 
lacks standard protocols necessitating personalised consideration for its initiation and maintenance. One pain specialist 
stated,

The fact that there is no easy way, there’s absolutely nothing that exists that can help guide me. We do not have a protocol that 
says: this is what you do. I make it up based on what they’re willing to do. It’s not based on science. 

In a sense, “making it up based on what they’re willing to do” is what is needed to adapt to the patient’s personal 
situation. Nevertheless, the process is a demanding task for the clinician.

This difficult task is further complicated by the feeling that some GPs are unequipped with the knowledge and skills 
to carry this task. One GP reported,

I only discovered this last year, but chronic persistent pain is not on the GP training curriculum. Something which affects one in 
five people, costs New Zealand $15 billion a year, … Yet it’s not on the curriculum for the College teaching GPs how to be GPs. 
That’s indefensible. That’s just embarrassing. 

Another GP explains that her expertise in managing chronic pain patients and opioids was developed experientially 
through struggling patient interactions rather than formal training. She recounts, “…was I ever really taught it? No… 
I definitely think that we as GPs have to seek out that education. “

An overlooked barrier to opioid tapering is the strain it places on physicians and its consequential impact. The process 
often evokes considerable distress. Clinicians described how opioid tapering can be associated with a personal sense of 
failure and frustration, experiences of being bullied, coerced or threatened with physical violence, and can also contribute 
to fractions, conflict or disagreement between colleagues.

First, opioid tapering contributed to clinician dissatisfaction, frustration, and sense of failure. For example, one pain 
specialist expressed how a patients’ lack of success with opioid tapering may be internalised, leading to a sense of failure 
as a clinician.

Second, many clinicians discussed feeling coerced, intimidated, or even physically threatened in opioid-related 
consultations. They described how patients requesting continuation of opioids may directly or indirectly threaten to 
accuse them of being a bad doctor or making complaints if they reduce the opioids, and express praise when opioids are 
continued. They indicated that this may be a particular problem for less experienced clinicians or those new to 
a particular area or practice. Coercion could also occur, as described by one GP:” [opioid tapering] creates a huge 
amount of conflict, drama, anger, emotion, all sorts, directed often at us, and we do not need the pain”.
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In the most extreme cases, the intimidating behaviour involved threats of physical violence towards the clinician, 
which could lead to experiences of trauma for the clinician involved and create fear amongst colleagues.

Third, opioid tapering contributed to clinician strain by leading to conflict between practitioners. There were notable 
inconsistencies between clinicians, and when one is prepared to work hard to taper opioids with a patient, another 
clinician may undermine this process by providing a higher dose.

This not only creates conflict and a sense of disrespect or distrust between clinicians but can also be confusing for the 
patient. Further, this GP noted how once she had expressed the view that the opioids should be reduced but another 
doctor had continued the dose, it can reflect badly on you; “it makes you look like you were wrong”.

Tapering a patient’s medication can pose ethical and emotional dilemmas for clinicians contributing to distress. A GP 
shares the story where a patient, genuinely experiencing pain, resorts to selling medication due to financial struggles. 
Specialists decide to taper off the medication upon learning about the situation. A GP recalls an interaction with a patient 
who faced financial struggles and resorted to selling opioids to support her family. Despite this, the patient still 
experienced inadequately controlled pain. This interaction exemplifies the complex relationship between pain manage
ment, opioid tapering, and aberrant opioid use, all of which are intricately linked to the patient’s social circumstances. 
The situation is ethically and emotionally challenging. While the clinician, who has young children themself, empathises 
with the sacrifices made to support one’s family, the aberrant behaviour calls for intervention to ensure patient and 
community safety. However, this is further complicated by the risk of inadequate pain treatment for the patient.

Theme 4 - Mahi Tahi – Working Together
A co-ordinated, pro-equity, public health approach to support opioid tapering was an aspiration for most clinicians. 
Supporting resources should be made for more accessible primary healthcare, social support, and culturally informed 
multidisciplinary chronic pain care.

Clinicians expressed hope for an ideal system where there is a multidisciplinary approach where there weren’t big barriers for 
people to access things. So if the person had pain. we’d be able to get them into a physio without them having to pay huge 
amounts of money. 

A pain specialist suggested that through empowering and equipping general practitioners with resources to oversee the 
tapering regimen would prove to be a cost-effective measure.

Power differentials between specialists and GPs also exist, especially when specialists initiated opioid prescriptions. 
In such cases, GPs may feel the need to obtain further support from specialists for the tapering process. Specialists, 
especially those in private practice, may operate in isolation, potentially neglecting the multidisciplinary team approach 
in the management of chronic pain and opioid tapering.

Discussion
This qualitative study explored Aotearoa NZ clinicians’ experiences of opioid tapering for people with chronic non- 
cancer pain. The results suggest successful opioid tapering is an individualised journey, and it relies on understanding the 
patient’s life situation in a sociopsychobiomedical framework. Clinicians need to address patients’ fears, establish trust, 
and gradually reduce the opioid dosage in a way that empowers the patient to feel in control and that is intrinsically 
meaningful to them. While opioid tapering is a complex process for all patients, clinicians identified unique considera
tions for people living in rural areas especially for Māori and Pasifika patients and their whānau acknowledging their 
social determinants of health. There were overwhelming accounts of clinician distress from all participants especially for 
rural GPs due to the lack of support, conflicting practices, limited resourcing, and time constraints. Participants aspired 
for a systemic overhaul that would acknowledge this complexity through a collaborative, multidisciplinary approach.

Our findings add to the current understanding of complexity and nuances of opioid tapering practices in chronic non- 
cancer pain management not only in Aotearoa NZ but globally. Previous research has demonstrated that although long- 
term opioid use is associated with significant risks, opioid tapering is a challenging and stressful process for patients and 
poses significant harm. Magnan et al showed that opioid tapering was linked to increased emergency department visits 
and hospitalisations, fewer primary care visits, and decreased adherence to antihypertensive and antidiabetic 
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medications.18 Furthermore, abrupt discontinuation of opioids was also associated with overdose on heroin.19 Increase in 
heroin use was also correlated with reduction in opioid prescribing following changes to opioid prescribing regulation in 
Australia.20 The conundrum of opioid tapering is further complicated by the development of complex persistent 
dependence in patients within the grey zone between opioid dependence and addiction, where opioid tapering can lead 
to worsening of pain and psychiatric dysfunction.21 Altogether these studies highlight opioid tapering is complex and can 
be problematic if done abruptly and without considering the risks and benefits in the context of sociopsychobiomedical 
framework.

While data on opioid prescription and tapering for people with chronic non-cancer pain in Aotearoa NZ is unavailable, 
the National Pain Survey conducted by Chronic Pain Australia in 2023 showed 1 in 5 respondents were forced to reduce 
their opioids.22 The crux of opioid tapering is knowing when and how to taper. As one of our participants emphatically 
stated that we should all be “avoiding arm twisting”. The overarching goal of opioid tapering is to mitigate the harms caused 
by inappropriate opioid use, while recognising the important role opioids play in managing acute pain and in exceptional 
circumstances for some patients with chronic non-cancer pain.23 The objective is not simply to taper opioid use for the sake 
of tapering, but rather to minimise harm and enhance patient function. This is grounded on the principles of mutual trust, 
understanding and empowerment as expressed by the clinicians in our study.

The negative impact of opioid tapering practices on clinicians’ wellbeing was evident from our participants’ discourse 
and narratives shared. A similar finding by a qualitative study of GPs from Australia also highlighted the challenges in 
opioid tapering practices due to variations in prescribing practices amongst GPs and limited support from the public 
health system.8 Our findings suggest the opioid tapering process is time and resource consuming. It requires a tailored 
approach considering the sociopsychobiomedical factors driving the patient’s opioid use. From a clinician’s perspective 
the process was often perceived as unrewarding and lacking clear success metrics. Clinicians themselves may feel 
underprepared in dealing with these challenging consults. This is especially difficult when opioid tapering is not without 
potential harms.18,20,24 The difficulties were further exacerbated by confrontational nature of the consultations and 
resource limitations to access multidisciplinary pain management services.

Challenges to accessing multidisciplinary, specialised pain services were more pronounced in our interviews from 
GPs working in rural settings. The Royal New Zealand college of General Practitioners’ workforce survey showed that of 
more than 3400 GPs (48%) reported high levels of burnout. This trend is more pronounced in rural areas.25 Additionally, 
the correlation between rurality and increased prescription rates of potent opioids is evident in the report by the Health 
Quality and Safety Commission of NZ.26 This data is personified by the stories shared by our participants of the lone GPs 
practicing in rural NZ, feeling unsupported, on the brink of burnout and when faced with ongoing demands for pain relief 
from patients where the default option was to repeat the prescription. A finding that aligns with a qualitative study 
conducted in the US, experiencing emotional burden to primary healthcare practitioners with opioid tapering due to 
resource constraints and limited training.9

Our findings call for pro-equity approaches to opioid tapering considering intersectional disadvantages for people 
living in rural areas, Māori and Pasifika patients. In Aotearoa NZ, Māori are disproportionately affected by rurality, 
poverty, and poorer health outcomes in addition to higher burden of chronic pain.27,28 In Australia, the Pennington 
Institute report in Australia underscores the disproportionate representation of First Nations people in the growing toll of 
unintentional overdoses.29 A similar trend was observed in Aotearoa NZ where Māori were approximately three times 
more likely to die of an overdose when compared to Pākehā/European.30 This calls for the need of culturally informed, 
strengths-based approaches from a te ao Māori (Māori worldview) perspective when approaching opioid tapering. Recent 
recommendations to ensure pain services meet the needs of Māori include focusing on the multidimensional aspects of 
pain, incorporating tikanga (cultural protocols) to provide respectful care, and supporting tino rangatiratanga or 
autonomy for self-management.31 These recommendations are highly relevant for opioid tapering in the context of 
chronic pain in Aotearoa NZ.

Strengths and Limitations
A unique strength of our study is our qualitative exploration drawing from the collective experiences of pain specialists, 
addiction medicine specialists, and GPs from Aotearoa NZ, which could be applicable to other contexts with public 
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health funding systems. Further exploration is needed from the patient’s perspective to identify the enablers and 
challenges of tapering opioids in the context of Aotearoa NZ. Next, the co-ordination of tertiary and primary care 
providers could be further explored to support rural GPs with opioid tapering. The use of online delivered pain 
management consultations, online pain management programmes,32 and community-based pain management initiatives 
complementary to support opioid tapering could be further investigated. Our findings showed the unique challenges faced 
by rural GPs in supporting Māori patients and their families. Further research could explore rural primary care practices 
and Māori community providers’ views on supporting patients in rural areas with opioid tapering.

Conclusion
This is the first study to explore Aotearoa NZ clinicians’ experiences of opioid tapering for people with chronic non- 
cancer pain. Successful opioid tapering for people with chronic non-cancer pain relies on understanding the patient in 
a sociopsychobiomedical framework. While opioid tapering is a complex process for all patients, there are unique 
considerations for supporting people living in rural areas – Māori and Pasifika and their whānau addressing social 
determinants of health. There were overwhelming accounts of clinician distress especially for rural GPs calling for 
a collaborative, multidisciplinary approach to opioid tapering practices.
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