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year period to 2012; this was driven mainly by codeine,
but also included tramadol and morphine, each of
which more than doubled the number of prescriptions
issued in 2012 compared with 2003.10 Other analgesic
prescribing has increased dramatically too, particularly
gabapentin.11, 12

Collaborative Quality Improvement
in General Practice Clusters
This paper is the second in a series that relates to
areas of quality and safety on which general practice clusters could usefully focus improvement
activity. Each paper summarises research, guidelines and other evidence about areas of care which
can be improved, and improvement methods and
interventions.

What evidence supports chronic pain management in primary care?
The NHS in Scotland has adopted the Scottish Service
Model for Chronic Pain (see appendix 2). This recognizes that most chronic pain that presents to the health
services is assessed and managed in primary care, but
also that patients move between primary care and specialist services (and between primary care and community services).
In 2013, the Scottish Intercollegiate Guideline Network
(SIGN) published SIGN 136 Management of Chronic
Pain.13 This was the first, and remains the only, comprehensive evidence-based guideline for managing
chronic pain in the non-specialist setting. It includes
recommendations based on systematic reviews of the
following management approaches:

Assessment and planning of care

Supported self-management

Pharmacological therapies

Psychologically-based interventions

Physical therapies

Complementary and dietary therapies

Chronic Pain
Chronic pain is a highly prevalent condition that impacts greatly on individuals, their families, and the
healthcare system – particularly primary care. Much
management in primary care tends to focus around
prescribing, but long-term use of many analgesics is
associated with harm, and there is relatively little evidence to support their long-term effectiveness. This
paper reviews the evidence behind some of the main
management options for chronic pain in primary care,
and presents approaches that are likely to improve
patients’ quality of life, making better use of primary
healthcare, while also improving the safety of the prescribing they receive. However, it also highlights the
many important areas where evidence is lacking, and
where further research is required.

The problem
Chronic pain is defined as “pain which has persisted
beyond normal tissue healing time”, generally taken to
be three months.1 Despite its recognition as a longterm condition in its own right and a clinical priority for
Scotland since 2008, it has only been since 2015 that
a specific Read Code (1M52) has existed. It is estimated that 20% of adults in Europe suffer from chronic
pain,2 and that 5.6% of the adult population have severe (i.e. intense and disabling) chronic pain,3 a prevalence similar to those of heart disease, diabetes and
major depression. Globally and in Scotland, chronic
pain conditions are by far the greatest cause of disability (measured as Years Lived with Disability).4 It is
more common and more severe in older adults,2, 3 and
the problem is therefore increasing.
Chronic pain affects all aspects of health – physical,
psychological, social – and is associated with poor
overall quality of life.3 It is one of the commonest comorbidities of other long-term conditions, including
heart and respiratory disease, cancer and diabetes.5
In particular, it is associated with depression, and this
is likely to be bi-directional with pain exacerbating depression and vice-versa. Management therefore
needs to recognize these diverse needs, and often
requires a multi-dimensional, multi-disciplinary approach. Multi-morbidity is important when considering
prescribing safety and the application of existing clinical guidelines (see SSPC Briefing Paper 001).6
There are an estimated 4.6 million GP appointments/
year for chronic pain in the UK (equivalent to 793 fulltime GPs).7 People with chronic pain consult a GP five
times more frequently than those without,8 and are
three times more likely to be hospitalised.9 In Scotland, prescribing of opioids increased 63% in the 10-

This paper will explore some of the key issues arising
from the main SIGN recommendations and from other
recent sources, to consider core elements for improvement in general practice. Readers are referred to the
full SIGN guideline for further information.

Core elements for quality improvement
Assessment and planning of care
Although many formal questionnaires are available for
measuring the severity and impact of chronic pain,
there is little evidence that any of these directly affect
clinical outcomes when compared with standard care.
There is, however, consensus that early assessment of
pain type (i.e. neuropathic or non-neuropathic) is important for guiding treatment from the start: many
drugs that are specifically effective in neuropathic pain
are ineffective in other pain types, and vice-versa.14
Screening tools such as the S-LANSS and DN4 are
brief, simple to use, can identify neuropathic pain reliably,15 and have been shown to be feasible to apply in
primary care.16 They cannot replace a standard history
and examination, though they might provide a framework to guide this (e.g. identifying relevant pain characteristics). Evidence-based pathways are available to
guide pharmacological treatment of neuropathic pain in
primary care.13, 17, 18
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As well as distinguishing pain type, it is important to
elicit details of the pain history (duration, intensity, location) and impact, associated features (red flags, yellow flags), co-morbidities and relevant biopsychosocial
factors. These will guide approaches to treatment, and
also provide baseline information against which progress can be compared. A new questionnaire, the
STarTBack tool, stratifies patients with back pain into
low, medium and high risk of poor outcomes.19 In an
RCT, those at medium risk were referred for physiotherapy, and those at high risk received psychologically augmented physiotherapy. After four months this led
to a small but significant difference in disability scores
compared to those who had not been stratified, and
this remained at 12 months.19 The StaRT tool is being
trialled in other chronic pain conditions.
Recording this information is also important to facilitate
person-centred care. It is likely that other healthcare
practitioners will find the information helpful, both in
understanding the patients’ needs and in gauging response to treatment. It is not uncommon to find an
individual, who is receiving long-term analgesic prescribing, to have little or no specific/obvious information in the primary care medical records to explain
the reason for this. As previously highlighted, there is a
new Read code for chronic pain (1M52) and one relatively simple clinical improvement would be to develop
primary care chronic pain registers by adding this
Read code to the records of affected individuals. This
will allow audit and review, and begin the process of
implementing and measuring other improvements.

scope of this paper. As highlighted above, we have
seen recent substantial rises in rates of analgesic prescribing Scotland, including weak and strong opioids,
gabapentin and topical agents. However, there is little
evidence to determine whether this prescribing represents increasing or decreasing quality, a combination
of both, or increasing need. There is undoubtedly, because of the ageing population, an increase in the
prevalence of chronic pain, but it is unlikely that this
fully explains the increases in prescribing.8 Further
research is required, but meanwhile several areas for
potential improvement, monitoring and audit are important:13, 17
 Any drug initiated for chronic pain should be subjected to early, frequent and recorded review with
the patient, titrated up to maximum tolerated effective dose, and stopped if found to be ineffective or if
adverse effects outweigh benefits. This particularly
applies to drugs with common serious adverse effects or abuse potential (e.g. strong opioids and
gabapentinoids), and/or that are expensive to prescribe (e.g. lidocaine patches). Once the dose is
stable and effectiveness has been established, regular recorded review should occur at least every six
to twelve months, and more frequently if needed.
This review should: (1) confirm ongoing need for
and effectiveness of medication; (2) screen for side
effects; and (3) adjust dose or discontinue prescription as appropriate.13 See also the ‘7-steps’ approach to medicines review in polypharmacy
(Appendix 3).20
 Some of the drugs that are effective in one type of
pain have little or no evidence of effect in other
types, and may cause harm.14, 17 For example,
gabapentin and pregabalin should not generally be
used for pain that is not neuropathic. (and there
has been a recommendation that they be re-listed
as controlled drugs). Similarly, NSAIDs have no
evidence of effectiveness in neuropathic pain.
These drugs, when prescribed, should be associated with a recorded diagnosis to match their indication.
 Although effective in short-term pain relief, there is
little or no evidence for the effectiveness of longterm use of strong opioids in chronic pain, and
these should only be initiated with caution. Guidelines from the British Pain Society (in collaboration
with RCGP and other Royal Colleges)21 and the
Faculty of Pain Medicine (Royal College of Anaesthetists)22 recommend, among other things: (1) only
initiating strong opioids after a discussion about
realistic treatment goals and after informed discussion around the potential side effects and longer
term risks (including loss of effectiveness over
time); (2) assessing risk of addiction and misuse
before prescribing; and (3) referring to a pain specialist if daily doses of >120mg morphine equivalent
are required.

Supported self-management
‘Self-management’ has a wide range of definitions,
and an equally wide range of evidence to support its
effectiveness. At its most basic, it is management of
or by oneself and/or the taking of responsibility for
one's own behaviour and well-being, and this is important to support any other interventions in chronic
pain – therefore signposting to and application of selfmanagement resources at an early stage in chronic
pain is one of the nine Key Recommendations in the
SIGN guideline. Several useful, basic resources are
available for patient use, including the Pain Toolkit
(www.paintoolkit.org) and Moodjuice (http://
www.moodjuice.scot.nhs.uk/ChronicPain.asp), a Scottish Government site that includes a valuable patientcentred PDF. Other resources are highlighted in the
SIGN guideline and at www.chronicpainscotland.org,
and an area for improvement is to share one or more
of these with patients, and to record having done so.
Formal self-management programmes can be lay-led,
professionally-led or internet-based. These will often
not be available for direct referral from primary care,
but Pain Association Scotland runs monthly educational meetings in many areas (to which patients may selfrefer) and more intensive 5-week self-management
courses (to which GPs or specialists may refer) – see
http://www.painassociation.com/.
Prescribing
There are many quality-related aspects of prescribing
in chronic pain, and these are generally beyond the
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presenting with pain, who are at greatest risk of chronicity or problematic pain. The British Pain Society in
collaboration with the Faculty of Pain Medicine (Royal
College of Anaesthetists) is trialling the use of two
screening questions to facilitate a brief assessment,
including in primary care:27

Psychological based therapies
Although there is reasonable evidence for the effectiveness of some psychological therapies in chronic pain, it
is recognized that these are often difficult to access
from primary care. Brief education about chronic pain
was shown to reduce sick leave and disability,23 and
the beneficial role of education supported in a recent
systematic review.24 An awareness of psychological
needs is important, and referral for psychological therapies, for example via specialist pain services, should
be considered where appropriate. These include cognitive behavioural therapy (CBT), and multi-disciplinary
pain management programmes. There is insufficient
evidence currently to recommend approaches such as
mindfulness and online-CBT, but these continue to be
investigated.
There is good evidence that, in patients who have comorbid depression and chronic pain, effective treatment of depression leads to improved pain outcomes.25
Recording an assessment, even brief, of psychological
health in patient with chronic pain is therefore likely to
lead to improved overall management and outcomes,
and could be subjected to audit and review.

1.

2.

In the past month has your pain been bad
enough to stop you doing many of your day-today activities?
In the past month has this pain been bad
enough to make you feel worried or low in
mood?

A positive response to either of these could prompt, at
the least, the recognition of the need for a fuller assessment or review. It may be that, at first, all that is
required is signposting to some of the selfmanagement and/or physical activity information highlighted above. Recording the responses and any resources provided will allow future consultations to be
better informed.
Similarly, the pressures on prescribing are wellrecognized, and influenced by many factors. Our recent research suggests that, while there is great variability in opioid prescribing rates between practices,
much of this can be accounted for by factors beyond
the practice’s control – relative deprivation, urban/rural
location, and practice list size.8 Nonetheless, it is likely
that many practices can consider approaches to improving their frequency of review of long-term analgesic prescribing (particularly in the initial stages of a new
drug), and the recording of relevant indications.
It is expected that improvements in these areas will
lead to the requirement for fewer primary care appointments, as well as in clinical outcomes, and this is
backed to some extent by available evidence. However, evidence is generally lacking, and this is partly due
to the lack of routine recording of chronic pain as a
clinical diagnosis.

Physical activity
There is strong evidence for the benefits of physical
exercise and activity as part of the management of
chronic pain. The quality of evidence varies between
different exercise formats, but a systematic review of
Cochrane Reviews of exercise-based interventions for
chronic pain found 414 titles and concluded (1) that
exercise caused no harm; and (2) that exercise resulted in improved pain intensity, physical function, psychological function and quality of life.26 However, advice alone to remain active is insufficient, and the following have been shown to improve adherence and
outcomes:13 supervised exercise sessions; individualised exercises in group settings; addition of supplementary material; and combined group/home exercise
programmes. This is a cheap and potentially costeffective intervention that should be considered and
recorded in primary care. Many exercise referral initiatives are available in primary care, and extension of the
PARCS Project (a patient-centred approach to activities for people with chronic illness) to include chronic
pain is under consideration.

Implication for collaborative quality improvement in general practice clusters
Chronic pain is common, complex and demanding on
primary care services. Many patients with chronic pain
have responded unsatisfactorily to management, and
present with very long-term distress and disability. Any
improvements in their management, or in the prevention of this long-term distress will reduce healthcare
use and increase overall quality of life. This paper has
presented some potential improvements that can be
implemented in individual practices, and discussed in
clusters, perhaps with a view to collaborative approaches to monitoring and evaluation. The available
evidence is insufficient to stipulate specific measures,
but we hope that these suggestions (Appendix 1) will
provide material for discussion, audit and, eventually,
improvement.

Implementation in real-life NHS practice
With a condition as common and complex as chronic
pain, it is, of course, impossible to provide full multidimensional assessment and management to every
patient presenting to primary care, at every consultation. This is well-recognized. The focus for improvement should be on those activities that are relatively
simple to conduct, and empower patients to be involved in their own care, while optimising safety and
effectiveness. This could begin by identifying those in
the practice who have chronic pain, now made easier
with the advent of the new Read code – this will facilitate future audit and evaluation of improvements, as
well as allowing an understanding of each practice’s
chronic pain population.
One important step is to identify those, from the many
4
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Chronic pain would be a suitable topic for early implementation of general practice clusters because it is a
topic which matters to NHS Scotland, to Health Boards
and to GPs caring for patients with a distressing condition. There are a number of indicators, which can be
measured in PRISMS and in GP clinical IT systems,
and for which the focusing of professional attention on
clinical assessment, pharmacological therapy and information provision would lead to potentially large reductions in high-risk prescribing with some evidence
that associated healthcare use is reduced.

Appendix 2. Scottish Service Model for Chronic
Pain

Further reading


Scottish Intercollegiate Guideline Network
Guideline Development Group. 136: Management of Chronic Pain. A National Clinical Guideline. Edinburgh: SIGN, 2013. www.sign.ac.uk/
guidelines/fulltext/136/index.html



Mills SE, Torrance N, Smith BH. Identification
and management of chronic pain in primary
care: a review. Current Psychiatry Reports 2016
18 22. http://link.springer.com/article/10.1007%
2Fs11920-015-0659-9 (Open Access).



Level 1 – Most people will be able to manage pain with
simple pain killers, gently increasing activity, relaxation
and using techniques such as a TENS machine, heat
or cold. Voluntary organisations such as Pain Association Scotland, Pain Concern or Arthritis Care can be
very helpful. There is also good advice available at
chronicpainscotland.org or from pharmacists.

www.chronicpainscotland.org

Appendix 1. Proposed quality improvement
activities for chronic pain in general practice

Level 2 – Primary Care – A GP or physiotherapist will
be able to assess pain and help with medication, advice or an exercise programme. Some specialist pain
management services have clinics in Primary care.

1. Establish recording of the diagnosis of chronic pain,
using the new Read code – this can be done retrospectively (e.g. from prescribing records) and prospectively, and will form the basis for other audit and improvement activities.
2. Carry out and record an appropriate assessment of
patients presenting with chronic pain. This may or
may not involve the use of formal assessment tools,
but should include some of the basics highlighted
above – pain type, duration, cause (if known), site,
impact and relevant complicating factors.
3. Develop a basic, easily-accessible resource kit for
providing patients with information to support education, self-management and physical activity. This
might include some or all of the resources highlighted
above. Record when these have been provided.
4. Prescribing reviews. Identify specific drugs or drug
classes for which special attention is merited (e.g.
strong opioids, gabapentinoids), and identify patients
prescribed these long-term. Establish and record periodic (e.g. annual) reviews of these patients, including
the dose, effectiveness, adverse effects, and recorded
relevant indication(s). Record changes in prescribing
that arise.
5. Identify patients with co-morbid chronic pain and depression, and review management of each condition
with view to improving the outcomes of the both.

Level 3 – Secondary Care – Hospital Pain Clinics are
run in every Health Board in Scotland. They may be
able to advise further about treatments that are already
being used, or to suggest other treatments. Details of
each service can be found in the Service Improvement
Groups section of the national website.
Level 4 – These are very specialised services, such as
the National Residential Pain Management Programme, in Glasgow or Spinal Cord Stimulation services in Aberdeen, Dundee, Edinburgh and Glasgow.

Appendix 3. The ‘7-steps’ approach to medication review20
Step 1: Identify aims and objectives of drug therapy. Before embarking on a clinical medication review, it
is helpful to establish the aims and objectives of drug
therapy on the basis of the information available, i.e.
patient demographics, medical and drug history, laboratory markers, social situation. Based on this information, likely treatment objectives can often be identified, and will require agreement with the patient (see
step 7).
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References

Appendix 3. (continued)
Step 2: Identify essential drug therapy. A rational
first step of the medication review is to separate the list
of drugs the patient is currently taking into those that
are essential and should usually not be stopped from
those that could potentially be stopped. Essential
drugs in this respect are those that have a replacement
function or may cause rapid symptomatic decline or
loss of disease control if stopped.

1.

2.

3.

4.

Step 3: Does the patient take unnecessary drug
therapy? For the remaining drugs, it should be verified
that each has a function in achieving the above defined
therapeutic objectives and whether their use is supported by a sufficient up to date evidence base. In addition to stopping drug therapy with expired indications,
the continued need for prophylactic treatments in patients with a short life expectancy should be considered.

5.

6.

7.

Step 4: Are therapeutic objectives being achieved?
The next step is to check whether the remaining drugs
are the most effective for the indication they are used
for and whether they are actually achieving what they
are intended to achieve. If this is not the case, the possibility of patient non-adherence should be investigated
as a potential explanation. Otherwise, the need for intensifying doses or adding or replacing drugs may also
be considered.

8.
9.
10.

11.

Step 5: Is the patient at risk of ADRs or suffering
actual ADRs? The presence of ADRs can sometimes
be identified from laboratory data (e.g. hypokalaemia
from diuretic use), or the patient reports such symptoms. However, ADR identification often requires a
more proactive approach of identifying ADR risks
(including drug-drug and drug-disease interactions, but
also the patient’s ability to self-medicate) and asking
the patient specific questions (e.g. about the presence
of anticholinergic symptoms, dizziness or drowsiness).

12.

13.

14.

Step 6: Is drug therapy cost-effective? Opportunities
for cost minimisation should be explored, but changing
drugs for cost reasons should only be considered if
effectiveness, safety or adherence are not comprised.

15.

16.

Step 7: Is the patient willing and able to take drug
therapy as intended? Assessment of adherence has
been mentioned in steps 4 and 5 as a way to explain
drug therapy failure or identify drug therapy risks, but
this step aims at optimising the drug regimen so that
adherence is as easy as possible. In order to maximise
their involvement and cooperation, patients should be
explicitly asked what they hope to achieve from drug
therapy and be empowered to make decisions regarding effectiveness versus safety as well as symptom
control versus longevity
http://www.sign.ac.uk/pdf/polypharmacy_guidance.pdf

17.

18.
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