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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


