
 

Suitable for printing to guide individual patient management but not for storage  Review Due: Sept 2023 
Page 1 of 12 

 
 

 

Chronic Pain - Full Clinical Guideline 
 

Reference No. CG-PM/2014/016 
 

Purpose 
 

This guidance is aimed towards health care professionals working with patients in the 
acute care setting, who are experiencing chronic pain. 

 

7.8 million people in the UK suffer from chronic pain at any time. This equates to 
approximately 1 in 7 of the population suffering from chronic pain (BPS 2005, Collett 
2011, Donaldson 2008). 

 
The International Association for the Study of Pain ( IASP ) defines pain as “an 
unpleasant sensory and emotional experience associated with actual or potential 
damage or described in terms of such damage…Pain is always subjective”. 
( Merskey and Bogduk, 1994 ). 

 
 

Therefore, it is very likely that many patients coming into hospital will have an existing 
pain problem, which may or may not be related to their current condition. 

 

Patients may present with: 
 Newly diagnosed chronic pain 
 Existing chronic pain, unrelated to their reason for admission 
 Exacerbation/flare-up of their existing chronic pain 
 New acute pain problem in addition to their chronic pain 

 
It should not be assumed that their symptoms are due to their chronic pain, until other 
causes have been excluded. 

 

This guidance is to help you to manage these chronic pain patients appropriately. 
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Chronic Pain Management 

AIMS OF CHRONIC PAIN MANAGEMENT 
 To identify patients with chronic pain problems. 
 To enable the patient to maintain physical function, psychological well- 

being and quality of life despite ongoing pain. 
 To have shared realistic goals in managing their chronic pain. Remember, 

management of expectations is difficult in chronic  pain  patients.  Many 
have suffered from chronic pain for many years and it is unlikely that the 
underlying chronic pain will be fully alleviated in an acute hospital stay. 

 Ensure the patient’s current level of chronic pain management is at least 
maintained. 

ASSESSMENT 
 Consider; the nature of pain; site character and duration. 
 Consider a holistic assessment, including; psychological/emotional, social, 

family and spiritual issues. 

MANAGEMENT OPTIONS 
Pharmacological 

 Maintain normal medication, if effective 
 Treat acute exacerbations 
 Consider WHO analgesic ladder 
 Consider adjuvant analgesics: tricyclics, anticonvulsants, muscle 

relaxants. 

Non-Pharmacological and Coping Techniques 
 Positioning of patient 
 T.E.N.S. 
 Heat / cold therapy 
 Gentle low impact exercise, pacing activities 
 Relaxation & Distraction 

Psychological 
 Acknowledge the impact of pain on psychological well being 
 Information, education and importantly empathy & support 
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KEY POINTS 
 

 Chronic pain is common and by definition long lived, persisting beyond expected 
healing time 

 

 Chronic pain differs in its nature to acute pain. 
 

 Its management should be approached in a similar manner to all chronic health 
problems. 

 

 It should however also be assessed at regular intervals. 
 

 Its management requires realistic outcomes and goals, acknowledging the 
limitations of therapy. 

 

 Its management often requires a multi modal approach to therapy and a 
partnership between patients and carers. 

 
 It is often associated with nerve injury (neuropathic) or inflammation. 

 

 It does not always fit into a recognisable pattern and may seem erratic, as its 
severity fluctuates with frequent exacerbations. 

 

 Chronic pain patients adapt to their experience of pain over time and may not 
display signs of pain ( e.g, sweating, and tachycardia ) which are often  
associated with acute pain.  However, this does not indicate absence of pain. 

 

 Note: absence of a clear diagnosis or identifiable pathology does not 
indicate absence of pain. 

 

 There are changes in the central nervous system, making chronic pain difficult to 
treat with conventional approaches. 

 

 Chronic pain is commonly associated with emotional and social problems, which 
need to be recognised, e.g, depression, guilt, and grief, loss of role, loss of 
employment, social isolation and financial anxieties. 

 

Examples of conditions that cause chronic pain include: 
 Musculo-skeletal neck and back pain 
 Osteo-arthritis 
 Rheumatoid arthritis 
 Fibromyalgia 
 Post-Herpetic neuralgia 
 Refractory angina. 

 
 

Chronic pain has many significant influences on physical, psychological and social 
factors. It is well recognised that a BIOPSYCHOSOCIAL approach is required for 
effective long-term management. That is, you need to appreciate the biological, 
psychological and social issues as well as the pain. 
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Reference 
 

A biopsychosocial model. ( Waddell, 1999 ) 

Social Environment 

 

 
Illness behaviour 

 

 
Psychological distress 

 
 
 

Attitudes & beliefs 

 
 

 
Pain 
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ASSESSMENT: 
 

Chronic pain can be defined as any pain lasting longer than 3 months in duration or 
beyond the expected time of healing ( IASP 1994 ). Comprehensive assessment of 
chronic pain is important and clarification of diagnosis may be required from the medical 
team involved. However, initial and continual assessment of the person with  chronic 
pain can be completed by nurses / allied professionals. This can follow simple steps and 
include the following; 

 

Pain description 
 

Consider: 
 Site of pain 
 Intensity 
 Patients’ description of the character of their pain, e.g, sharp, burning, shooting. 

 
Psychological / Attitudes & Beliefs 

 

Consider: 
 Patients’ emotions and their behavioural responses to their pain. 
 Recognising the emotional aspects of patients living with chronic pain. 
 Patient’s understanding and interpretation of the cause of their pain. 
 Many patients with chronic pain report the problem of pain being invisible, that  

we can not see their pain, and in turn feel others may not believe them. 
 Past/current history of psychological / mental health problems and what relevant 

professional support is in place. 
 Past/current suicidal ideation. 

 
Impact of pain 

 

Consider: 
 How chronic pain may influence how people behave, within their personal, 

professional and family roles. 
 It may also influence how people interact with others. 
 How it may limit function / range of movement / independence. 

 
 

Social 
 

Consider: 
 Consider social factors including impact on daily activities of living, employment, 

family. 
 What impact pain is having on their personal life? 
 What support do they have? 
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Assessing Patients’ Pain 
 

 Talking to patients about their pain will give a better understanding of their 
problems and expectations. 

 
 Without asking patients, documenting “no complaints of pain” is not an adequate 

assessment of pain and is based on a subjective assumption. 

 
 Chronic pain needs a multi-professional approach and partnership with the 

patient. 

 
 Using a bio-psychosocial approach to manage chronic pain, it is important to 

explore different ways of helping patients. 
 

 All patients with chronic pain should have their pain assessed on a regular basis 
and documented. Full documentation of pain assessment, on the observation 
chart, is essential to help monitor improvement. 

 
 A number of pain assessment scales may assist in measuring chronic pain 

severity. These incl. Visual Analogue Scales ( VAS ): 0 – 10; or Verbal Analogue 
Scales: None-Mild-Moderate-Severe. Simple pain scales, including a number in 
multiple languages can be accessed on-line via the British Pain Society   website 
– publications ( www.britishpainsociety.org ) 

 

 To assist in assessing patients unable to verbalise their pain, the Abbey Pain 
Scale is available on the Trust intranet (local clinical guidelines ). 

 
 

TREATMENT APPROACHES 
 

 Effective chronic pain management involves the multi-professional team. 
 It is also vital that the patient is involved in exploring their expectations and 

preferred choices of treatment/management of their chronic pain. 

 
 

Analgesia: 
 

 All patients with chronic pain should be considered for regular analgesia, 
appropriate to their needs. 

 

 You may wish to consider a stepped approach to analgesia - The World Health 
Organisation Analgesic Ladder: www.who.int/cancer/palliative/painladder/eu/ 

 

 In addition there are a range of analgesic adjuncts used in chronic pain, including 
antidepressants and anticonvulsants, which are particularly useful in neuropathic 
pain. www.bnf.org.uk. These need to be used in conjunction with the Trust 
Formulary. Further guidance is available from: NICE Neuropathic Pain Clinical 
Guidelines or JAPC guidelines. 

 

 If a strong opioid for chronic non-malignant pain is believed appropriate, regular 
review of effectiveness and side effects are vital. A timely review is advised early 
following discharge, either with patient’s General Practitioner or the specialist 
team who have commenced the opioid. Please refer to; “Opioids for Persistent 

http://www.britishpainsociety.org/
http://www.who.int/cancer/palliative/painladder
http://www.bnf.org.uk/
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Pain – 2010, British Pain Society”. Doses greater than 120 mg equivalent of 
morphine in a 24 hour period are considered to be worrisome and specialist 
referral advised. 

 
 When considering analgesia, please take into consideration their existing 

analgesic regime. Be aware that patients’ General Practitioners may have  
already tried various analgesics and that they have reached their optimum 
treatment. 

 

 It may be necessary to confirm with the patient's GP their current prescribed  
dose of analgesia, when they were last seen and last collected a prescription. 
This will help clarify the patient’s analgesic intake, especially opioids. 

 
 Promote steps to ensure patients are able to continue on their routine analgesic 

regimes, i.e., patients bringing in their analgesia, self medication. 

 
 Changes to patients’ physiological condition may affect their ability to metabolize 

and excrete their analgesia. 
 

 If patients are unable to take their analgesia via their usual route, please consider 
an alternative route, preparation. 

 

 It is important to review patients’ analgesia regularly as appropriate, or if their 
pain changes or if current analgesia is ineffective. 

 

 Further advice on patient’s analgesia; please consider liaising with your 
pharmacist, relevant specialist team (which may require a referral to the Chronic 
Pain Team ( referral details below ). 

 

 
Non-Drug Therapies 

 

 A number of non-drug therapies are used in chronic pain including; 
Transcutaneous Electrical Nerve Stimulation ( TENS ) and acupuncture. 

 

 Patients can purchase their own TENS machines through local chemists  or 
online companies. 

 

 Patients may also wish to explore acupuncture, which is no longer available 
within the trust. 

 

 
Pain Management Approach 

 

Self help coping skills are a vital part of managing chronic pain. Such skills include: 
 Regular low impact exercise 
 Pacing activities 
 Relaxation techniques 
 Setting realistic/achievable goals 
 Distraction techniques 

During assessment it is important to acknowledge what self help techniques patients  
are already using and to encourage this aspect of pain management. 
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The Chronic Pain Service runs a Pain Management Programme ( PMP ) to develop 
patients’ self management approach. Access to the PMP is only through referral from 
the patient’s General Practitioner or Consultant to the Chronic Pain Service. This then 
follows an assessment  to the patient’s suitability for the PMP. 

 
Interventional approaches to pain management: 

 

Interventional approaches may be available for some specific pain conditions following 
consultation with a pain specialist. 

 
 

Psychology 
 

Acknowledging the emotional impact chronic pain has on patients and vice versa, it is 
vital that they feel supported, listened to and believed. The provision of relevant 
information can also help emotionally. 

 

 Patients may access appropriate support through their General Practitioners, in 
the form of counselling or specialised therapy. 

 
 Patients can self-refer and access a number of appropriate resources, e.g, 

“Talking Mental Health Derbyshire” , Cruse Bereavement Care” 
 

 Staff can access advice with regards to patients’ mental health issues from the 
Trust Liaison Team x87780. 

 
 Patients with suicidal ideation, staff may access advice / input from the Trust 

Liaison Team (x87780), and refer to the Trust clinical guidelines on Managing 
Self-harm and Suicide Risk (intranet). The patient’s medical/surgical team are 
also advised to liaise closely with patient’s General Practitioner, as the Crisis 
Team may be required to follow the patient up after discharge. 

 
 The Chronic Pain Team includes a Clinical Psychologist, who if  

appropriate, can assess patients, who are under care of the Chronic Pain 
Service. This is only through referral within the context of Chronic Pain 
Service and is NOT appropriate for primary chronic mental health 
difficulties, including unresolved trauma, abuse and risk to self/others. The 
Clinical Psychologist is unable to accept direct in-patient referrals. They 
require to be referred and assessed by the Pain Consultant first. 

 

 Patients may also wish to access information, advice and support from the local 
support group, “Coping – Derbyshire Chronic Pain Support Group” or national 
support groups via The British Pain Society. 
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REFERRAL TO CHRONIC PAIN SERVICE 
 

The Chronic Pain Service is a multi-professional team, including; Consultants, Nurse 
Specialists, Clinical Psychologist, Senior Physiotherapist, HCA and secretarial support. 

 
Clinical Team 
Consultants in Anaesthesia and Pain Management 
Dr John Williams 
Dr Mohammed Kashif 
Dr Madan Thirugnanam 

 

Chronic Pain - Nurse Specialists 
Katrina Coulson, Charlotte Hall 

 
Health Care Assistant 
Dawn Clarke 

 

Clinical Psychologist 
Dr Caroline Scott 

 
Senior Physiotherapist 
Jenny Wyatt 

 
Referrals 

 Inpatients requiring a referral: the patient’s medical/surgical team are required to 
complete a referral form ( Trust intranet > documents & forms > intra-referral 
forms ) and email to: dhft.painclinic@nhs.net 
Telephone number: (7) 86086 – for advice regarding referrals. 

 
 The referral is triaged to arrange assessment around the patient’s needs. 

 
 Patients with malignant disease will be given priority. 

 
 In some cases the pain team may contact the patient’s GP for further information. 

 
 If the referral is made on the patient’s discharge, then the patient may be invited 

back as an outpatient. 
 

 Medical/surgical teams considering referral may wish to phone the Chronic Pain 
Team, to clarify if a referral is appropriate. 

 
 If the patient has previously been or currently is known to the Chronic Pain 

Team, it is advised to check the patient’s pain clinic letters/documentation 
( yellow ) in the medical notes, before seeking advice. 

 
Patients most likely to benefit from referral include those in which: 

The patient supports the referral 

The patient understands that pain is a long term problem 

The patient will engage in holistic self-management 

The patient has realistic expectations 

mailto:dhft.painclinic@nhs.net
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Inclusion Criteria 
 

Uncontrolled cancer pain - please contact for urgent assessment 
CRPS - please contact for urgent assessment 
Severe chronic neuropathic pain, e.g, trigeminal neuralgia, post-stroke, phantom 
limb pain, Post herpetic neuralgia, persistent sciatica. 
Where pain is causing significant disability, distress, loss of function or work 
Degenerative disease where surgery is inappropriate, e.g, widespread 
osteoarthritis or disc disease, or prevented due to medical problems 

 
Exclusion Criteria 

 

The following conditions are normally considered inappropriate for initial referral: 
 New neurological symptoms or signs, except unilateral sciatica. CaudaEquina 

syndrome is a Surgical emergency 
 Recent trauma (except if CRPS or acute neuropathic pain suspected). 
 Inflammatory conditions, such as connective tissue disorders, polyarthropathies 

or ankylosing spondylitis (initial referral to Rheumatology) 
 Headache disorder (initial referral to Neurology) 
 Pain problems where treatable pathology has not been adequately assessed and 

excluded (consider initial referral to appropriate specialist) 
 Primary/pre-existing unstable/unmanaged Psychiatric conditions with moderate 

to severe risk to themselves or others (initial referral to adult recovery team) 
 Primary substance/alcohol misuse with drug-seeking behaviour 

If there is a previous clear statement by a Pain Clinician that there are no further 
reasonable therapeutic options, other than for a rehabilitative approach, the 
patient should not be re-referred with the same pain problem, unless there is 
reasonable belief of potential new treatment options. 
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