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multidisciplinary approach to
management can be developed. 

CLASSIFICATION
Chronic pain is defined as pain
continuing beyond the normal time 
for tissue healing, this is often quoted 
as > 12 weeks for study purposes.2

The  International Association for
the Study of Pain (IASP) taxonomy of
chronic pain describes more than 750
pain states.3 Presentation will therefore
vary profoundly. One study found that
across Europe back pain/low back pain
was identified as the most common
site of pain with arthritis/osteoarthritis
and disc herniation as the most
common pathological causes.1 

Pain may be broadly classified on the
basis of mechanism as neuropathic,
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patients 
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AUTHORS
Dr Daniel
Govenden
MB ChB FRCA FCAI
Pain fellow

Dr Mick Serpell 
FRCA FFPMRCA
Consultant and Senior
Lecturer

University Department 
of Anaesthesia, 
Pain Research Office,
Gartnavel General
Hospital, Glasgow, UK

»

Improving outcomes for 
chronic pain in primary care

Whatare the
treatment
options?

Whatare the key
elements to 
self-management?

CHRONIC PAIN IS A COMPLEX,
MULTIFACETED AND OFTEN
POORLY UNDERSTOOD
CONDITION THAT INFLICTS

a significant clinical, economic and
social burden on society. 

Prevalence across Europe is 19%
with 40% of patients reporting
inadequate treatment of their pain.1

The patient’s goal is often complete pain
relief. This is rarely a realistic outcome,
so the role of the physician involves
optimising pain relief as far as possible.
Careful explanation and education
may be needed to enable the focus to
shift from cure to better management
of pain, and improvement of function
and quality of life. A thorough
biopsychosocial assessment is
essential so that an individualised

» nociceptive or mixed. It can be further
grouped by site or pathology for a
more functional classification, see
table 1, p14. There may be some
overlap between pain states.

ASSESSMENT
The aims of assessment are to:
• Rule out any underlying serious
pathology or disease process that
requires treatment
• Identify the pain mechanism, its
severity, location and impact on the
patient. This is important both for
initiating the correct treatment and
also for tracking patient progress
• Identify and evaluate risk factors
that contribute to chronicity. 
This is performed in the context of a
biopsychosocial assessment.

FIGURE 1
The fear avoidance
modeldescribes
the relationship
between pain,
disability and 
fear-related
behaviours7
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HISTORY
A thorough history and focused
clinical examination form the basis of
this assessment and will inform further
investigation and management. See
box 1, p15.

Assessment tools can provide a
validated, standardised method of
establishing a baseline, identifying risk
factors for persistent pain or tracking
patient progress. Examples include
multidimensional assessment tools
such as the Brief Pain Inventory5 or
more specific assessments such as the
Keele STartBack tool for classifying
back pain patients into low-, medium-
or high-risk of chronicity, in order to
direct optimal management.6

EXAMINATION
Clinical examination of patients will
depend on the presentation. 
Evidence of any serious pathology
should always be excluded. 

It is important to establish the
patient’s range of movement and

gauge functional ability. Evidence of
abnormal pain behaviours may be
observed such as hypervigilance, and
fear avoidance. These are among the
most important risk factors for
chronicity, see figure 1, p13.

MANAGEMENT
Management plans should be entered
into with the agreement  of the patient.
Providing a summary of key points
and goals may help to engage the
patient and improve compliance.

SIGN guidance on the management
of chronic pain, published last
December, emphasises the need for a
multidisciplinary team approach to
improve outcomes, and highlights five
broad categories of care: supported

self-management, pharmacological
management, psychologically-based
interventions, physical therapies and
complementary therapies.8 

Supported self-management
programmes are structured
educational courses delivered by lay
people. They can take a range of
different formats including one-to-one
or group sessions, e-learning or posted
educational materials. They are
community based and may provide a
cost-effective means of producing
modest short-term benefits in
patients’ pain intensity and function. 

The NHS.UK website has a livewell
section that includes advice on pain,
and provides links to self-management
programmes, with information for
healthcare professionals and patients.
(www.nhs.uk/Livewell/Pain/Pages/10
painself-helptips.aspx )  

Healthcare professionals should be
proactive in introducing the concept
to patients and provide support. 

Self-care extends beyond
structured educational programmes
and can include any interaction where
a patient learns a skill and then
practises it. 

A recent systematic review on
complementary therapy found
evidence to support yoga and tai chi
as part of an integrated medical
approach.9

In addition to the above, signposting
to local support services should be
considered. Pain Association groups,
education classes, step out initiatives
and sensory art programmes are
among a myriad of resources that may
be available locally and form part of a
self-supported care programme. 

Acupuncture delivered by trained
practitioners is safe, and may provide
short-term relief of pain in chronic
knee pain, and osteoarthritis.10 There is
no evidence to suggest benefit from
herbal remedies.

Exercise, regardless of its type and
the source of pain, is recommended
for the management of chronic pain.
However advice alone is insufficient
and methods to aid compliance should
be employed. This includes

Table 1

Classification of chronic pain

Somatic
This could be superficial or deep pain
arising from peripheral nociceptors. 
Low back pain has many pathologies
involving several deep tissue types

Visceral
Often poorly localised with involvement 
of autonomic nervous system

Inflammatory
Primary inflammatory disorders are often 
less responsive to opioid therapy

Neuropathic
Primary disorders of dysfunction within 
the nervous system
Classically associated with symptoms 
of allodynia, hyperalgesia, hyperpathia, 
paraesthesia 

Widespread
Patients with chronic widespread pain are 
more likely to have associated psychological 
disturbance, poor sleep hygiene, bowel 
irritability and fatigue 

Headache
Can be primary or secondary. There are 
numerous causes of secondary headache. 
Common groups are listed

‘Chronic pain
and major
depressive illness 
often coexist’

• Myofascial pain
• Bone pain 
• Vascular – ischaemic limb pain
• Back pain

• Abdominal pain
• Pelvic pain
• Thoracic pain

• Rheumatoid arthritis
• Osteoarthritis

• Painful diabetic neuropathy
• Postherpetic neuralgia
• Postsurgical neuropathic 
scar pain

• Spectrum of presentations 
• Fibromyalgia/chronic fatigue
syndrome

• Tension
• Migraine
• Cluster
• Post head/neck trauma
• Analgesic withdrawal/overuse

‘There is no
evidence to
suggest benefit
from herbal
remedies’
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rubefacients containing salicylates17

and have proven benefit in reducing
pain in patients with chronic
musculoskeletal conditions, NNT= 6. 18

Topical capsaicin creams act via
activation of TRPV1 receptors  to
deplete substance P in pain
transmission pathways. They are
available in 0.025%, 0.075% and 8%
forms. There is low level evidence for
the use of the weaker creams in the
treatment of neuropathic pain.19 

However, there have been trials
showing benefit of 0.025% capsaicin in
arthritis.20 In patients with post-herpetic
neuralgia and HIV neuropathy there is
evidence to support the use of an 
8% capsaicin patch.21 This should be
administered by trained staff in specialist
clinics and should be considered only
after other therapies have failed.

Antidepressants
Tricyclic antidepressants (amitryptiline,
nortriptyline and imipramine), 
are the most effective analgesics, 
NNT= 3-4.5,22, 23 but serotonin-
noradrenaline reuptake inhibitors
(duloxetine, venlafaxine) are also
useful, NNT= 5,22 and often better
tolerated. They enhance descending
inhibitory pathways by increasing both
noradrenaline and serotonin
neurotransmitter concentration.
Selective serotonin reuptake inhibitors
(fluoxetine, paroxetine) are less
effective, NNT= 11.22

Antiepileptics
Gabapentin and pregabalin (NNT= 6-8)24

inhibit excitatory voltage-gated
calcium channels resulting in an
increased threshold for depolarisation
and reduced electrical activity.
Carbamazepine and sodium valproate
are also sometimes used and inhibit
voltage-gated sodium channels.

Combination therapy is effective in
neuropathic pain but because of the
heterogeneity between studies there
are no recommendations for specific
drug combinations.25

Opioids
Strong and weak opioids have
moderate evidence of efficacy in the
management of chronic low back pain
and osteoarthritis.26

Regular assessment of patients on
strong opioids is mandatory and
practitioners should look for evidence
of drug misuse at review. Response to
treatment and side effects will vary
and it may be necessary to rotate
between classes of opioid. 

No additional benefit is seen from

individualised exercises in small
groups, graded activity, or
supplementary educational materials.  

In chronic low back pain exercise
therapy can improve strength and
range of motion across joints,
cardiorespiratory fitness and sense of
wellbeing. High quality trial data is
lacking but randomised controlled
trials have suggested improvements in
pain and function extending from
medium to long term.11,12 The key
factors in improved effectiveness of
exercise are duration, and frequency.
This appears consistent regardless of
the type of exercise performed.13 

In fibromyalgia patients, aerobic
exercise has shown a reduction in pain,
fatigue and depression and
improvement in health-related quality
of life and physical fitness.14,15

There is evidence that yoga and tai

chi help to improve pain and disability
in chronic arthritis.9

PHARMACOLOGICAL THERAPY
General principles
• Variation between individuals in
pharmacokinetics, pharmacodynamics
and pharmacogenetics leads to
unpredictable responses to drug
therapies. Hence it is reasonable to
consider alternative agents from the
same class of drugs if patients fail to
tolerate, or have inadequate analgesia
from, a prescribed drug
• An understanding of treatment
response times will aid patient
compliance and provide a realistic
time frame to allow adequate dose
titration
• In nociceptive pain states follow the
WHO 3 Step analgesic ladder

Paracetamol 
Paracetamol shows most appreciable
benefits in combination with tramadol
or codeine for chronic low back pain. 
It has a favourable side effect profile
compared with NSAIDs.

NSAIDs
NSAIDs form the mainstay of pain
control for many conditions with an
inflammatory component e.g. arthritis,
and have modest benefits in nociceptive
non-specific low back pain,16 however
GI upset, renal failure or cardiovascular
complications may limit their use in
certain patient populations. Consider
PPI cover for long-term use and high-
risk patients. 

Topical agents
Lidocaine patches are licensed for post-
herpetic neuralgia but can be useful
for other neuropathic pain conditions
such as peripheral neuropathies or
overlying a surgical scar site.

Topical NSAIDs are superior to

‘In chronic low
back pain
exercise improves
strength and
range of motion 
across joints,
cardiorespiratory
fitness and sense
of wellbeing’

Box 1

Key elements of the patient’s history
Pain history: Ask about site, onset, radiation, character,
distribution, aggravating/relieving factors, intensity,
associated symptoms, duration and progression

A general systemic enquiry should follow this

Functional impact of pain: Activities of daily living, work,
relationships, hobbies, exercise 

Past medical history: Previous diagnoses and their current
course, severity and treatment

Psychological history: Chronic pain and major depressive
illness frequently coexist. Significant depression in patients
with persistent pain is associated with decreased function,
poorer treatment response and increased healthcare costs.4

Enquire about pre-existing mental illness including depression,
anxiety and psychosis

Medication history: All current medication and all previous
medication and therapies used to manage pain. e.g. TENS,
acupuncture, osteopathy etc

Occupational history: Current work status, disability
allowance, relationship with employers, physical demands 
of the job

Relationships: Marital status and relationships with family are
important. Family history of illness. Support networks

Housing: This should include current residence, ability to
perform activities of daily living and access to local amenities
and the need for carers. Outstanding legal complaints

Risk factors for chronicity: Severe pain, multiple pain
episodes, job dissatisfaction, abnormal pain behaviour and
beliefs (catastrophisation, fear avoidance, hypervigilance),
pre-existing mental health problems and poor support
structure
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short-acting opioids in elderly patients
on long-acting opioids. 

The potential for adverse effects
should be discussed with patients
along with an agreed period for a trial
of opioids.

PSYCHOLOGICAL AND
PHYSICAL THERAPIES
These range in complexity from simple
explanation, reassurance, and advice
from the doctor or nurse, to short
group-based education classes, 
one-on-one clinical psychology input,
culminating in pain management
programmes (PMP).

Progressive relaxation therapy and
mindfulness meditation are useful as

part of a holistic treatment approach 
in chronic pain. Despite low quality
evidence these interventions promote
self-efficacy, are safe and relatively low
in cost. 

Pain management programmes
PMP are multidisciplinary resources
that introduce patients to a range of
coping strategies over an 8-12 week
period in group-based sessions. They
include psychology, physiotherapy,
medical therapy and patient education.
These outpatient programmes require
commitment and ability to travel.
Patients undergo a thorough
assessment for suitability by PMP
practitioners.

The programmes reduce anxiety
and depressive symptoms, increase
function and improve mood. PMP may
be considered in the following  cases: 
• Poor functional capacity
• Pain-related social and occupational
problems
• Failure of other management
strategies

Other therapies
Individual psychological assessment,
encompassing a range of psychological
therapies including acceptance and
commitment therapy, cognitive
behaviour therapy and solution
focussed therapy are available but
often only accessible via secondary
care services. These are helpful for
patients who are struggling to cope
with their pain and are not adjusting to
life with chronic pain.

Physical therapies form a key
component in patient rehabilitation.
Structured programmes aim to
reinforce positive messages around
pacing and graded exercise, and 
improve strength and function. 

Physiotherapists are trained in
manual therapy as well as stabilisation
exercises and movement facilitation
which are recommended therapies in
chronic neck and back pain.8 Specialist
chronic pain physiotherapy services
are available through secondary care.

Low level laser therapy (LLLT) is
subject to conflicting evidence with
systematic reviews giving inconsistent
findings.27, 28 It has a good safety profile
and may provide benefit in neck and
knee pain. LLLT should be considered
where other therapies have failed.

Despite a lack of strong evidence for
the use of TENS it is accepted that
side-effects of treatment are rare 29

and it may provide benefit in chronic
pain and painful diabetic neuropathy.30

The short-term benefits may improve
patients’ pain and mobility and allow
them to engage with other therapies.

CARE PATHWAYS
The British Pain Society has developed
five evidenced-based care pathways
or maps,31 allowing individualised
patient care for:
• Initial assessment and early
management of pain
• Low back and radicular pain
• Chronic pelvic pain
• Chronic widespread pain (including
fibromyalgia) 
• Neuropathic pain 

The maps can also form the basis for
educational and commissioning
materials. SIGN has produced

Table 2

Drug therapy for chronic pain, adapted from SIGN 1369

Drug
Antiepileptics
Gabapentin

Pregabalin

Carbamazepine

Antidepressants

Amitriptyline

Serotonin-noradrenaline
reuptake inhibitors
Duloxetine

* Bashir U, Colvin LA. The place of pharmacological treatment in chronic pain. Anaesthesia and Intensive Care Medicine2013;14(12):528-32 

Recommendation

Should be considered for the treatment of
neuropathic pain
Titrated up to 300 mg daily should be 
considered as treatment for neuropathic 
pain where other first- and second-line 
therapies have failed

Recommended for the treatment of patients
with fibromyalgia
Should be considered for the treatment of 
patients with neuropathic pain

Tricyclic antidepressants should not be used 
for the management of chronic low back pain

Should be considered for the treatment of 
fibromyalgia and neuropathic pain (excluding 
HIV-related neuropathic pain)

60 mg/day should be considered for the
treatment of patients with diabetic 
neuropathic pain if first- or second-line 
pharmacological therapies have failed

Should be considered for the treatment 
of patients with fibromyalgia or osteoarthritis

Adverse clinical effects *

Sedation, dizziness, oedema,
weight gain, blurred vision
See gabapentin above

Rash, hepatotoxicity,
thrombocytopenia, leukopenia,
hyponatraemia, somnolence,
dizziness, headache, ataxia,
nystagmus, diplopia, blurred vision. 

Contraindicated in: AV block,
concomitant use of MAO inhibitors

Cardiac conduction block, sedation,
confusion, anticholinergic effects
(dry mouth, constipation, urinary
retention, blurred vision), orthostatic
hypotension, weight gain

Contraindicated in: recovery phase
post-MI, arrhythmias, concomitant
use of MAO inhibitors

Nausea, anorexia, constipation, 
dry mouth, hyperhidrosis, anxiety 

Contraindicated in: concomitant
use of MAO inhibitors, uncontrolled
hypertension
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pathways for: chronic pain assessment,
early management and care planning;
neuropathic pain; and strong opioid
prescription.8

REFERRAL
National guidelines suggest the
following key criteria for referral to
secondary care:8

• Treatment failure after a trial of four
drugs for neuropathic pain
• Opioid dose greater than 180 mg
per day or oral morphine equivalent
• Inadequate response to
nonspecialist management

Referral to specialist pain services
should occur when patients are
experiencing significant pain and
distress despite adherence to
guidelines and a multidisciplinary
team approach.

CONCLUSION
Chronic pain is a complex problem
that represents a major burden to
primary care services. Successful
management will only be achieved
with a multidisciplinary approach
based on a thorough biopsychosocial
assessment. Because of the complexity
of these cases it is recommended this
takes place over several consultations. 

There should be emphasis on
supported care pathways and 
non-medical management. 
Regular assessment is mandatory. 

New national guidance and care
pathways should aid in the
development of individualised care
plans and onward referral criteria.
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