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Why take it seriously?

• Predisposes to chronic pain and disability

• A warning of potential future trouble

• Impacts on the quality of life

• Lost days of productivity

• Huge cost of incapacity pay-outs

• Enormous burden on healthcare costs





Chronic Pain • The IASP definition of pain is: An unpleasant sensory and 
emotional experience associated with actual or potential 
tissue damage, or described in terms of such damage

• Pain that lasts for more than 3 months is known as 
chronic or persistent pain. It is common, affecting 
between 3 and 5 in every 10 people. 

• Chronic pain can be caused by an underlying condition 
(for example, arthritis or endometriosis). This is known as 
chronic secondary pain. But in many cases the cause of 

the pain is unclear; this is called chronic primary pain. 

CHRONIC PAIN



Impact of Pain on Quality of Life





Epidemiology and burden

• Chronic pain is a global problem that affects all age groups. In the UK, 
chronic pain is the second most common reason for claiming incapacity 
benefit. Lower back pain alone accounting for 11% of the total disability 
of the UK population.

• In 2007, the NHS spent £584 million on prescriptions for analgesia and 
anti-inflammatory medications. In 1998, it was estimated that back 
pain alone cost the UK £12.3 billion, i.e. 22% of UK health expenditure.

• Data from the US, collated in 2010:

Condition Annual cost

Pain $560-635 billion

Heart disease $309 billion

Cancer $243 billion

Diabetes $188 billion
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43% of the population experience chronic 
pain, with up to 14.3% living with chronic 
pain that is either moderately or severely 
disabling.

British Pain Society, June 2016
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The biopsychosocial model

This model aims to bring together the three separate elements that are 
important to the whole entity. It incorporates the pathology and 
physiology of the disease process with the psychological, social and 
cultural elements that shape the individual response.



Problems in General practice

• Short consultation time

• Difficulties in deciding 
where to send the 
patient

• Difficulties in getting a 
MRI or CT scan

• Fear that is there is 
something sinister which 
is missing the net



Investigations

X-rays: bone spurs, decreased disc height and 
facet hypertrophy

CT: more accurate and detailed picture of the 
bony anatomy – less accurate than MRI in 
estimating the degree of compromise of the 
soft tissue elements. 

MRI: "gold standard" in the evaluation of 
central stenosis, allows visualization of disc, 
neural elements, ligamentum flavum & thecal 
sac



Treatment for chronic pain has become multimodal 
and multidisciplinary, with emphasis on a range of 
strategies aimed at:

• Maximizing pain reduction

• Improving health-related quality of life, independence and 
mobility

• Enhancing psychological well-being



Assessment: 
History taking

Past history of similar symptoms, course of treatment, 
and response

Onset of current episode, mechanism of injury, and 
initial location of pain

Current location and character of pain, associated 
symptoms, and influencing factors

Pain status: improving, deteriorating, or plateaued?

Red flags (e.g. neurologic deficits, bowel or bladder 
dysfunction, systemic illness)

Physical and functional impairment due to pain



Evaluation
• Consider the physical & psychological 

aspects

• Degree of interference with desired & 
necessary activity 

• Response to past treatments

• Co-existing complaints & medical 
diseases

• Evaluation of functional capacity –
walk, stand, sit, climb stairs



Successful long-term pain management 
requires the use of a range of specialist 
approaches, including:

• Drug therapy regimen

• Psychological therapies

• Physiotherapy

• Patient education and support groups

• Interventional procedures



Examination

Posture – change in lumbar lordosis, scoliosis

Range of motion – flexion, extension, lateral flexionv 

SLR – seated & supine, sciatic nerve stretch test

Presence of paraspinal muscle spasm, trigger points

Tender areas –facets, sacro-iliac joints

Neurological deficit – – Dermatomal hypo/hyperaesthesia – Ability to rise 
from squatting position (L4),walk on heels(L5), walk on tip-toes (S1) –
Tendon reflexes – knee jerk(L4 root), ankle jerk(S1 root)



Avoid the pitfalls

• Majority of patients cannot be given a definite 
diagnosis because of the poor co-relation 
between symptoms, clinical findings and 
imaging results 

• High incidence of false negatives on imaging 

• No diagnostic lab tests that reveal the cause of 
LBP

• Outcome of treatment difficult to quantify and 
predict



Drug therapies 

• Simple analgesics e.g. Paracetamol, NSAID’s

• Weak Opioids e.g. Codeine, Dihydrocodeine, Tramadol, Tapentadol

• Opioid agonist/antagonist e.g. Buprenorphine

• Strong Opioids e.g. Morphine, Fentanyl, Oxycodone, Morphine 
equivalent dosage 80-120mg/day   

- Use of screening tool

- Opioid contract

- Little evidence for its use in chronic pain



FPM in  partnership 
with Public Health 
England
(Opioid aware)

There is a substantial increase in the risk of harm 
to the patients above the oral morphine 

equivalent doses of more than 120mg/day 

A small proportion of patients might benefit from 
long term usage provided it is used intermittently 

and the lowest possible dose is recommended.

Opioids are very good analgesics for acute pain 
and pain at the end of life but there is a little 

evidence for its use in chronic pain.



Psychological treatments

• Targets disability and distress, aiming to improve 
functioning and quality of life despite the presence of 
chronic pain.

• ’Three waves' of major developments of psychological 
therapy for chronic pain

- First wave “Behaviour therapy”

- Second wave “Cognitive behaviour therapy”

- Third wave “Acceptance Commitment therapy”



Chronic pain (primary and secondary) in over 16s: assessment of 
all chronic pain and management of chronic primary pain
NICE guideline [NG193]Published: 07 April 2021

Non-pharmacological management of chronic primary pain:

Exercise programmes and physical activity
Psychological therapy
Acupuncture

Pharmacological management of chronic primary pain:

Antidepressant: Amitriptyline, Citalopram, Duloxetine, Fluoxetine, 
Paroxetine or Sertraline, after a full discussion of the benefits and 
harms.



Opioids should be stopped if it is 
not working even if no other 

treatment is available.

Chronic pain is very complex and 
if patients have refractory and 

disabling symptoms, particularly if 
they are on high doses of opioids, 
a very detailed assessment of the 

many emotional influences on 
their pain experience is essential.



Physical & Alternative therapy

• Physiotherapy

• Hydrotherapy

• Acupuncture

• TENS

• Massage



Interventional procedures

• Diagnostic Medial branch blocks

• Sacroiliac joint injections

• Epidurals– Caudal, Transforaminal

• Selective Nerve root block

• Peripheral nerve blocks

• Sympathetic blocks

• Articular branch blocks

• Intraarticular injections

• Botox injections



Neuropathic pain

Trigeminal Neuralgia  –

Carbamazepine

Any other type including painful Diabetic neuropathy –

Amitriptyline, Nortriptyline, Duloxetine, Venlafaxine

Localized neuropathic pain  –

Capsaicin cream 0.075%) cream

Consider Tramadol for short term only

NICE, Neuropathic pain - drug treatment, Last revised in May 2019



Timing of 
Physiotherapy

• Before referral to the Pain 
Management

• Continuation 

• After 2-4 weeks of Pain 
intervention



• Ultrasound guidance

• Fluoroscopic guided

• Mainly diagnostic injections

• Therapeutic component

• Mixture of LA & Steroids

• Assessment on the day of procedure

• Day case procedures



Definitive procedures

• Pulsed Radiofrequency

• Radiofrequency denervation

• Intrathecal drug delivery system

• Percutaneous procedures- Discectomy, kyphoplasty,

Vertebroplasty

• Spinal cord stimulators 



Self-management

Self-management is about giving people living with long-
term conditions the tools, skills and support they need to 
improve their own wellbeing.



Links

• The International Association for the Study of Pain.

• The British Pain Society. 

• Faculty of Pain Medicine.

• The Cochrane library.

• NICE guidelines.



• Day case procedures

• Under conscious sedation or LA 

• Spinal cord stimulators are 2 stage procedures

• MDT assessment for suitability of SCS



Pain Management Programme

• Interdisciplinary team rehabilitative treatment

• Aims to improve the physical, emotional and social 
dimensions of health and functioning for individuals with 
chronic pain, to improve their participation in daily activities 
and enhance their quality of life.

• The main goal of treatment is improvement in function. 
Although improvements in pain are often reported, it is not a 
primary aim of treatment.



Thanks for listening. 

Any questions?

www.painspecialistuk.com



Surgical management

• Spinal decompression- non-surgical treatment has not improved 
pain or function and their radiological findings are consistent with 
sciatic symptom

• Do not offer spinal fusion for people with low back pain unless as 
part of a randomised controlled trial.

• Do not offer disc replacement in people with low back pain.

NICE[NG59]
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