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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’


