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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


