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implementation?
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What is chronic pain?

Defines as pain that persists beyond normal tissue
healing time which is assumed to be three months

Pain may be:-
Nociceptive (caused by activation of ‘pain’ receptors) -
> dull, aching, poorly localised

Neuropathic (caused by damage to or malfunction of
the nervous system) -> burning, tingling, pins and
needles

Mixed



y do we need chronic pain
guidelines?

* Increasing use of opioids...

Trends in Prescribing of Opioid Analgesics in m
General Practice in England
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Why do we need chronic pain
guidelines...

Management of pain is in the realm of the GP...

Potential deskilling in the management of pain due to
QOF?

Expert opinion is changing

Chronic pain patients are likely to be regular attendees at
the GP surgery

Need to monitor opioid usage as part of accountable
officer responsibilities

Significant public health concern around long term opioid
use

New drugs (e.g. tapentadol)
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Principles of the guidance...

Designed around an algorithm
Need for initial baseline assessment and review

Recognition that pharmacological treatment forms a
small part of the overall management of pain

Safe use of opioid drugs

When to refer...?



How were the guidelines
developed?

A long process...!

Recognition that old guidelines did not reflect the

opinions and practice of pain management
consultants

Initial draft -> local consultation -> KOL consultation
-> BNSSG Drugs and therapeutics Committee...
...repeat... ad nauseum!



Does the patient have chronic pain? Refer to

appropriate

(Pain continuing after healing or in
the absence of injury)

Specialist Service

Is there serious medical pathology?
(Red Flags)

Commence full assessment of symptoms related to pain

1. Assess presence of co-existing mental health problems (e.g. depression using PHQ-9 score)
and psychosocial factors (yvellow flags)

2. Assess how pain limits enjoyable activities e.g. gardening/vwalking

3. Discuss patient’s expectations of treatment for chronic pain

4. Discuss non-pharmacological methods of pain management with patient and refer where
appropriate e.g. physiotherapy, acupuncture, TEMNS

5. Consider the use of a pain scale, such as the Brief Pain Inventory to quantify level of pain and
pProvide a baseline

See
Is there a component of neuropathic pain? Neuropathic
(Use PainDETECT questionnaire) Pain
Giuideline

Commence a trial of regular medication
Paracetamol 1g gqds regularly +/~ NSAID™* +/- weak opioid (e.g. codeine or dinydrocodeine).
Consider the use of topical NSAID preparation.

=If ower 45 prescribe PPl in conjunction with NSAID. Review after two weeks. Stop if no bensfit seen.

Monitor renal function if NSAID is to continue.
Has pain settled to a Cor_‘lsu:ler trial of
reasonable level? reduction of analgesia
N a step wise fashion

to evaluate continued
effectiveness
Is patient compliant with of medication
medication regime"7

See prescribing notes to
enhance concordance

Check Psychosocial Consider exercise
factors again program to maintain
rellow flags) fitness/flexibility and

reducese flare ups

Has pain settled to a
reasonable level?

If appropriate use of
prharmacological methods
stated in the guideline do

not improve pain management,
consider early referral to
Pain Clinic

Consider trial of
reduction of analgesia

inmn a step wise fashion
o evaluate
continuing
efficacy




Assessment of pain...

Ask how pain limits enjoyable activities

Discuss patient’s expectation of treatment for pain

Consider use of a pain scale to provide a baseline
Brief Pain Inventory

PainDETECT
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Assessment of pain...

Red Flags?

Indicators of possible more serious underlying conditions.
Possible fracture

Possible tumour

Possible significant neurological deficit

Biopsychosocial issues related to chronic pain
Depression/ anxiety

Attitude/ beliefs to pain

Catastrophisation



P —

Management of Chronic Pain

IMPORTANT

Rarely are we able to ‘cure’ pain

The aim of treatment is to allow the patient to do activities
which are currently limited by the presence of pain

Patients expectations of treatment should be managed
early on

Medicines play a minor part in managing persistent pain

Non-pharmacological methods of pain relief include TENS,
acupuncture, physiotherapy, psychology

The management of pain is multidisciplinary!



Opioids in chronic pain




g

Managing opioids

The aim of therapy is to modify pain with the lowest possible dose
of opioid.

Review the patient regularly (at least monthly, and more often if
there are any concerns) and ensure that requests for dose increases
are evaluated carefully. DO NOT increase the dose (or give extra
medication) without seeing the patient.

If pain has not settled and ceiling for opioid prescribing is reached
(12omg/day morphine or equivalent), TAPER DOSE AND STOP.

It is unlik%lcly that an alternative opioid will work where morphine
has not. Efficacy and adverse events are similar for all opioids.

Seek specialist advice if the opioid trial fails and patients
request further input in order to help manage their pain.

Review prescribing regularly.
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Transdermal opioids: Approximate equivalence with oral morphine*

Oral morphine equivalent (mg/24 hrs) |10 |15 |30 |45 |60 |90 |120 {180 |270 |360
Transdermal buprenorphine (ug/hr) 5 10 (20 35 [525]70

Transdermal fentanyl (ug/hr) 12 25 50 |75 |100

Other opioids

Oxycodone: Twice as potent as morphine
Tramadol: at max dose (400mg/d) = 4gomg morphine

A quick note about doses...
- BNF doses are misleading. They should not and do not

apply to the doses used in chronic pain




APPROPRIATE

INAPPROPRIATE

Patients with significant psychiatric
co-morbidity

Back pain (musculoskeletal pain)

Upper/ | ower limb musculoskeletal

Refer to Pain clinic for

assessment

Referral to CMHT as
appropriate prior to
Pain Clinic referral

Refer to MATS team for
assessment

Refer for neurology
assessment

Refer for rneumatology
assessment

Refer to appropriate
specialist
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Implementation of guidance...

Changing practice takes time!
Imbedded practice/ opinion
Dissemination

GPs, nurses, pharmacists

Help from pharma

Monitor

Prescribing data (ePACT, Eclipse)
Accountable Officer reports
Challenge

Medicines Management teams
Practice pharmacists

You!
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Community Pharmacy...

Can you think of patients that you see who have
chronic pain?

Average of 10 patients per practice on >12omg/d
morphine equivalent

What can YOU do?
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