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Introduction

Chronic pain, defined as persistent pain lasting beyond three months, can
significantly impact quality of life, affecting physical and mental wellbeing. In
Scotland, the Scottish Health Survey 2022 indicates that approximately 38% of
adults live with chronic pain. The prevalence of chronic pain is significantly higher in
areas of socioeconomic deprivation.

There is a complex interplay between the social determinants of health and chronic
pain, which require carefully considered management to achieve good outcomes.
Medication reviews, focusing on what matters to the individual using a person
centred 7-step approach, are key to supporting people manage chronic pain and
address the factors that influence their health.

With this guidance, we aim to support healthcare professionals navigating the
complexities of chronic pain management, particularly given the risks of adverse
effects, dependency and the association with polypharmacy.

Although this guidance will be used by healthcare professionals, it contains a wealth
of information that individuals, their family, friends and carers will find useful as they
navigate the chronic pain journey.
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1. Clinical foreword

The management of chronic pain is acknowledged to often be challenging, both for
the individual living with chronic pain and for the clinician. The Scottish Government
recognised chronic pain as a long-term condition in its own right in 2008.

With this guide, we aim to support clinicians managing chronic pain, particularly
given the risks of adverse effects, potential for dependency and the association with
polypharmacy, and the benefit of non-pharmacological options.

The understanding of chronic pain has moved away from the medical model and use
of the WHO pain ladder to a biopsychosocial approach, but high-quality evidence for
the effectiveness of treatments and management options is limited.

Evidence is often limited by duration (frequently less than three- or six-month
duration), limited indication, intervention used, ability to blind, outcome assessment,
bias and small numbers of participants, variation between individuals and multiple
presentations of chronic pain. However lack of evidence for an intervention does not
mean evidence of no benefit.

We have provided an indication on the strength of recommendations and guidance,
which indicates the type of evidence that the recommendation is based on. The
categories follow SIGN guidance terminology, categorising recommendations as
strong, conditional or a good practice point.

This guide builds upon the previous 2018 strategy and has been written by Scottish
Government and NHS Scotland, supported by individuals with lived experience,
patient organisations and the multidisciplinary team across primary and secondary
care.

This guide promotes the importance of good communication between individuals
living with chronic pain and the clinician, to enable an understanding of ‘what matters
to them’ in line with the 7-Steps medication review process. The guide acknowledges
that chronic pain can make communication challenging and often time is required to
establish a therapeutic relationship. However, there are benefits to the individual,
and clinician, with less reliance on medication, greater empowerment and improved
quality of life. These are highlighted throughout the guide with examples, from
individuals with lived experience and clinicians, demonstrating that a change in
practice is possible and rewarding.

There are a large range of resources available to support the management of
chronic pain, and these are included throughout the guide and collated in a separate



resource section. These resources have been identified by the experts who wrote
each section.

Though this guide focusses on chronic pain, it should be viewed in the context that
most individuals with chronic pain may have additional long-term conditions as well
and may be living with multiple long term conditions. Clinicians should consider this
document together with the recommendations in Polypharmacy Guidance 2025. The
advice is based on existing clinical guidance, in particular SIGN 136 - Management
of Chronic Pain, which should be considered a companion document to this.

We are extremely grateful to all those who contributed to the working group, the
review and development of this guide.

Alpana Mair Professor Sir Gregor Smith
Co-Chair, Head of Effective Chief Medical Officer
Prescribing and Therapeutics Scottish Government
Alison Strath Anne Armstrong
Chief Pharmaceutical Officer Interim Chief Nursing Officer
Scottish Government Scottish Government



2. Executive Summary

38% of adults reported chronic pain (pain that persisted for more than three months),
in the Scottish Health Survey (2022). Three-quarters of those with chronic pain
experience at least one other long-term condition, including mental health disorders,
heart disease and/or respiratory disease. Chronic pain can affect anyone, of any
age, from any background, with or without other apparent ill health, and is impacted
by health and social inequalities.

The medical model of treating pain, which required diagnosis of underlying cause
and identification of the appropriate medicines to effect pain relief, is insufficient to
meet the needs of practitioners and people living with long term pain. Individuals and
healthcare professionals should recognise that complete relief of chronic non-cancer
pain is often unrealistic. Even if effective analgesia can be achieved, more recent
evidence suggests that the risk of adverse effects and harm negates this.

Taking a person-centred approach to pain management is required to understand the
impact of pain on a person's life and their personal goals from treatment. The goals
of assessment and management are to minimise pain, and for people to live as well
as possible with the pain, balancing the potential harms of treatment with the
potential benefits.

Given the limitations of efficacy and the adverse effects of medication, non-
pharmacological approaches are required to support and empower individuals to
self-manage chronic pain. There is no ‘one-size fits all’ approach and individuals may
find different strategies beneficial, therefore time, understanding, trust, collaboration,
empowerment and empathy are required to support them through their pain journey.

Medication should be reviewed at point of initiation and then monitored for its
effectiveness. Those on long-term medication should be reviewed to ensure ongoing
appropriateness and minimise harm/risk of harm from adverse effects, for example,
people on 50mg or more morphine equivalent dose/day. Medication can generally be
reduced with no adverse effects, especially when an individual is still experiencing
pain despite medication, and often with an improvement in wellbeing due to reduced
adverse effects. A person-centred approach, taking time and good communication,
facilitates a gradual reduction, empowers the individual and encourages the use of
non-pharmacological measures.

The variety of resources available support pain management by
e enabling chronic pain understanding and assessment

e improving communication

¢ using non-pharmacological approaches

e assessing benefits and harms of medication


https://www.gov.scot/publications/scottish-health-survey-2022-volume-1-main-report/

e supporting tapering regimens of medication

It is possible to support and enable people with chronic pain to manage their pain
and improve their lives by using the evidence available and facilitating self-
management.

Kieran Dinwoodie

Chair

GP, NHS Lanarkshire

GP Advisor for Chronic Pain, Modernising Patient Pathway Programme, Centre for
Sustainable Delivery, NHS Scotland

Andrew Marchant

Chair

Consultant Anaesthetist, NHS Lothian

Clinical Data Advisor, Effective Prescribing and Therapeutics
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4,

4.1

Summary of recommendations

General
Utilise a person-centred approach to the management of chronic pain.
Non-pharmacological approaches should be considered as the first step to support the
management of chronic pain.
The management of chronic pain may require time to develop a therapeutic relationship
with the individual who has chronic pain.
Utilise a person-centred biopsychosocial approach which includes the context of their
background, beliefs, fears, expectations; previous experiences of pain; causes and its
treatment and other aspects of their physical and mental health
¢ Management of acute pain (outwith this guidance), especially post-surgery is
important as may influence the transition from acute to chronic pain
e Ensure good communication between clinician and the individual, and between
areas of care, e.g. post-surgery to GP practice.

4.2 Communication

Although evidence is limited in this area, practitioner experience shows that good
communication positively impacts the experience of the individual with chronic pain and
builds trust.

Acknowledge that chronic pain is a long-term condition

Acknowledge that people will be at different stages of their chronic pain journey and
utilise various tools available to support effective communication

4.3 Non-pharmacological approaches

High quality evidence for individual non-pharmacological approaches is limited, due to
the challenge of blinding interventions, variation between individuals and multiple
presentations of chronic pain. There are many good practice interventions that may
provide benefit based on practitioner and individual experience, and limited evidence.
Explore people’s preferences and choices for self-management
Clinicians should offer non-pharmacological resources and services to develop a
personalised plan, which may include pharmacological management.
Non-pharmacological approaches include:
o Effective communication (see chapter seven)
o Support empowerment and self-management through understanding of pain and
acceptance
o Physical activity should be advised as a recommended treatment for people living
with chronic pain
o Discuss possible activity interventions and support those with chronic pain to help
choose suitable activities which are based on the person’s needs and capabilities
o Acknowledge and discuss thoughts and emotions and their impact on pain
o Tailor management of stress to individual needs and preferences

14



o Consider using relaxation techniques

o Consider CBT for insomnia as an effective management strategy

o Psychological therapies (cognitive behavioural therapy (CBT) and acceptance
and commitment therapy (ACT) should be considered These should be delivered
by appropriately trained professionals.

o Support person-centred goals in management of chronic pain which are specific,
measurable, achievable, realistic and timed (SMART)

o Consider providing sleep hygiene advice and reminding individuals that changes
in sleep habits can take time to develop

o Consider provide advice on healthy eating and hydration.

o Consider offering Mindfulness based approaches to manage pain for individuals
who express a preference for this

4.4 Pharmacological management

In chronic pain efficacy is considered as a 30-50% reduction in pain intensity (dependent
on trial evidence), not elimination of pain. This should be discussed at initiation of
treatment.
Ensure individuals are aware of the risks of dependency with opioids, gabapentinoids
and antidepressants on initiation and support withdrawal of these as appropriate.
A holistic approach should be taken to manage pain, using the 7-Step medication review
process, assessing the indication, impact of medicines on not only pain levels, but also
the risks and benefits, including the effect on physical function, mental health and
emotional factors (e.g. mood, anxiety, sleep, social and sexual function).
Non-steroidal anti-inflammatory drugs (NSAID):

o Recommend using for shortest time and at lowest dose due to adverse effects
Opioids:

o Be aware there are few trials of efficacy of long-term opioid use (=three months)
in individuals with chronic non-malignant pain, particularly at doses over 50mg
morphine equivalent dose (MED), per day

o All people receiving opioid doses of >50mg MED/day should be reviewed
regularly (at least annually) to detect emerging harms and consider ongoing
effectiveness.

o Pain specialist advice or review should be sought at doses >90mg MED/day.
Inform individuals of risk of short-term and long-term harms

o Review efficacy and adverse effects within four weeks of starting opioid treatment
or sooner if required.

o Clinicians should consider prescribing naloxone for those prescribed an opioid
and who may be at risk of an opioid overdose.

Antidepressants:

o Be aware there is limited evidence for many indications.

o Ensure review after four weeks and discontinue if no improvement in pain relief,
physical function or subjective improvement.

15



¢ Anticonvulsants:
o Consider renal function (creatinine clearance) regarding maximum dosage
o Inform of significant risk of adverse effects with gabapentinoids, including
drowsiness, dizziness, nausea, weight changes (abnormal appetite), cognition,
speech problems and ataxia
o Risk of respiratory depression and foetal abnormalities.
e Other analgesics:
o Consider those identified as having low and limited clinical evidence and review
use — nefopam, lidocaine plasters, methocarbamol.

4.5 Opioid management

e Consider reduction of opioids as there is little evidence that they are helpful for long term
pain but have many side effects and known long-term harms.

e Explain the importance of reducing opioids to the individual, develop a tapering plan in
agreement with the individual, providing chronic pain education if necessary.

e Support the individual during the reduction, considering emotional impact and adverse
effects using the available tools.

¢ |In secondary care, consider opioid stewardship especially before, during and after
surgery, ensuring good communication between secondary care and primary care.

16


https://www.gov.scot/publications/achieving-value-sustainability-prescribing/pages/4/

5. Introduction

5.1 Scope of this guidance

This guide aims to provide a practical resource for practitioners helping people who live with
Chronic Pain. Communication and non-pharmacological approaches are often central to
achieving good results for patients, and these are explored in detail. Where medicines are
used there should be an optimal balance between therapeutic effects and side effects of the
medication, with an emphasis on non-pharmacological approaches.

5.2 What is chronic pain and why is it important?

Chronic pain, defined as persistent pain lasting beyond three months?, can significantly
impact quality of life, affecting physical and mental wellbeing. In Scotland, the Scottish
Health Survey (2022) indicates that approximately 38% of adults live with chronic pain. The
prevalence of chronic pain is significantly higher in areas of socioeconomic deprivation.

There is a complex interplay between the social determinants of health and chronic pain,
which require carefully considered management to achieve good outcomes. Medication
reviews, focusing on what matters to the individual using a person centred 7-Step
approach, are key to supporting people manage chronic pain and address the factors that
influence their health.

With this guidance, we aim to support prescribers navigating the complexities of chronic
pain management, particularly given the risks of adverse effects, dependency and the
association with polypharmacy.

5.3 Methodology

This guide was developed by the collaborative efforts of a multidisciplinary team of
clinicians, academics, experts by experience, patient groups and policy makers from across
Scotland, from Scottish Government and NHS Scotland.

This document is intended to support good clinical practice and it is complementary to SIGN
136.

We have provided an indication on the strength of recommendations and guidance, which

indicates the type of evidence that the recommendation is based on. The categories follow

SIGN guidance terminology, categorising recommendations as strong, conditional or a good

practice point.

e Strong: interventions that 'should/should not' be used for most people, based on evidence
of high quality.

e Conditional: interventions that should be ‘considered’, but the evidence is of low/mixed
quality, or there is a risk of harm which should be balanced against the potential benefit.
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https://www.gov.scot/publications/scottish-health-survey-2022-volume-1-main-report/

e Good practice points: generally accepted practice, therefore it is unlikely that research
would be conducted to confirm this. These good practice points are supported by the
expert writing group.

5.4 7-Steps Medication Review Process

The person-centred 7-Steps review process starts by matching therapeutic objectives to
current life priorities with the individual. This is illustrated in Figure 1 below. This initial
discussion guides decision-making in subsequent steps that consider medication need,
effectiveness, and safety before a therapeutic plan and follow-up strategy are agreed upon.

Applying the 7-Steps as part of a holistic medication review has the potential to address all
six dimensions of quality in health care: efficacy, safety, efficiency, timeliness, equity, and
acceptability?. Although the 7-Steps approach was primarily designed to be applied at the
point of medication review to correct inappropriate prescribing, its principles may equally
be applied when initiating new medicines, to prevent inappropriate prescribing, or when a
patient moves across transitions of care. This may result in reducing the dose or stopping a
medication completely, although this should not be the primary objective of a medication
review. Addressing unmet needs may include starting new medications.

The 7-Steps methodology below has been developed to reflect a review focused on chronic
pain.

18



Figure 1: The 7-Steps medicine review process
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5.5 7-Steps methodology

Process

Review diagnoses and consider:
o Therapeutic objectives of drug

therapy
1. « Management of existing health
Aims problems
« Prevention of future health
What matters to issues, including lifestyle
the individual advice
about their e Ask person to complete
condition(s)? PROMSs (questions to prepare
for my review) before their
review

Identify essential drugs (not to be
stopped without specialist advice)
e Drugs that have essential

2, replacement functions (e.g.
Need levothyroxine)
e Drugs to prevent rapid
Identify essential symptomatic decline (e.g. drugs
drug therapy for Parkinson’s disease, heart
failure)

Identify and review the continued
need for drugs

« what is medication for?

o with temporary indications

3. e with higher than usual
maintenance doses

Does the « with limited benefit/evidence for

individual take use

unnecessary drug with limited benefit in the person
therapy? under review (see Drug efficacy
& applicability (NNT) table)

Person specific issues to
address
Ensure person-centred
approach

Consider non-
pharmacological options
Discuss achievable goals and
realistic timescales

Although not classed as an
essential medicine,
prescribers should be aware
of the potential for
dependence and withdrawal
reaction with some of these
medicines

Before initiation of
antidepressants, opioids and
gabapentinoids discuss the
risk of dependency/
withdrawal reaction with use
Consider non-
pharmacological approaches
either alone or as an adjunct
to medicines (e.g. CBT)

All people receiving opioid
doses of >50mg MED/day
should be reviewed regularly
(at least annually) to detect
emerging harms and consider
ongoing effectiveness.
Identify and review medicines
of low/limited clinical value
e.g. lidocaine plasters,
nefopam
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4.
Effectiveness

Are therapeutic
objectives being
achieved?

is at risk of ADR/
Side effects?

Does the person
know what to do if]
they’re ill?

Identify the need for
adding/intensifying drug therapy to
achieve therapeutic objectives

to achieve symptom control

to achieve biochemical/clinical
targets

to prevent disease
progression/exacerbation

is there a more appropriate
medication to achieve goals?

Identify individual safety risks by
checking for

appropriate individual targets
e.g. HbA1c, BP

drug-disease interactions
drug-drug interactions (see ADR
table)

monitoring mechanisms for
high-risk drugs

risk of accidental overdosing

Identify adverse drug effects by
checking for

specific symptoms/laboratory
markers (e.g. hypokalaemia)
cumulative adverse drug effects
(see ADR table)

drugs used to treat side effects
caused by other drugs

Medication Sick Day Guidance

Ensure discussion and clear
information on which medicines
to withhold at times of
dehydrating iliness.

Total eradication of pain is
unlikely, and evidence
reviews frequently consider
an intervention effective if it
reduces pain by 30% to 50%
Consider non-
pharmacological
approaches

Taper and stop opioids in
patients who are not
benefiting from their use
Consider combinations of
high-risk medications e.g.
opioids, gabapentinoids,
benzodiazepines,
antidepressants and
antipsychotics

All people receiving opioid
doses of >50mg MED/day
should be reviewed regularly
(at least annually) to detect
emerging harms and consider
ongoing effectiveness.

In high risk individuals e.g.
co-morbidities such as sleep
apnoea there may be a need
for prescribing of naloxone
Consider impact of renal and
hepatic function on dosing
e.g. gabapentinoids, opioids
Consider cardiovascular risks
from NSAIDs and Cox-2
inhibitors

Reduce paracetamol dose for
those with low bodyweight
(<50kg) and risk factors for
hepatotoxicity

Consider anticholinergic
burden e.g. antidepressants
and nefopam

Consider increased risk of
adverse drug effect and drug
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Identify unnecessarily costly drug
therapy by

considering more cost-effective
alternatives, formulary choices,
safety, convenience

Consider the environmental impact
Is drug therapy [
cost-effective and [l
environmentally .
sustainable o

6.
Sustainability

Inhaler use
Single use plastics
Medicines waste
o over-ordering
o disposal
o Water pollution
Does the person understand the
outcomes of the review?
o Consider Teach back
e Involve the adult where
possible. If deemed to lack
capacity, discuss with relevant
others, e.g. welfare guardian,
power of attorney, nearest
relative if one exists. Even if
adult lacks capacity, adults with
Incapacity Act still requires that
the adult’s views are sought.
Ensure “Adults with Incapacity
Documentation” in place
Ensure drug therapy changes
are tailored to individual’s
preferences. Consider
o is the medication in a form they
can take?
« is the dosing schedule
convenient?
e what assistance is needed?
« are they able to take medicines
as intended?
Agree and communicate plan
o discuss and agree with the
individual/carer/welfare proxy
therapeutic objectives and
treatment priorities

interactions in frail
individuals

« Identify and review medicines
of low/limited clinical value
e.g. lidocaine plasters,
nefopam

Agreed plan

o Consider review period for
management of chronic pain

« If there is dosage reduction,
agree a reduction plan and
agree with individual to
prevent withdrawal

o Signpost appropriate non-
pharmacological support and
resources (e.g. Live Well
With Pain)
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 include lifestyle and holistic
management goals

e inform relevant health and
social care providers of changes
in treatments across the
transitions of care

Ask person to complete the post-

review PROMs questions after

their review

5.6 Sustainability

NHS Scotland has set a target of becoming a net zero health service by 2040 and the plans
for this are outlined in the NHS Scotland climate emergency and sustainability strategy:
2022-2026. This commitment was made in response to the recognition that climate change
is currently the greatest global health threat of this century.

The professional leadership bodies in Scotland recognise the scale and the importance of
the climate and ecological crisis, and the catastrophic effect on human health of not acting
urgently and decisively. Therefore, in June 2022, the Royal College of General Practitioners
Scotland published a joint statement with the Royal Pharmaceutical Society and the
Scottish Academy of Medical Royal Colleges and Faculties to show commitment to
reducing the environmental impact of prescribing and medicines.

Medication is by far the most common form of medical intervention for many acute and
chronic conditions with around 280,000 items prescribed every day in Scotland.
Approximately 25% of NHS carbon emissions is accounted for by the use of medicines and
this can be reduced by:

improving prescribing and medicine use, taking a value-based approach

tackling medicines waste including medication reviews

preventing ill health, and considering non-pharmacological approaches

improving infrastructure and ways of working?®

Approximately 10% of medicines are thought to be inappropriately prescribed and the
Department of Health and Social Care’s National overprescribing review report outlines the
importance of review, ensuring appropriate prescribing, to improve patient care, support the
NHS, and reduce carbon emissions.* Research estimates between 30 to 50% of
medications prescribed for long-term conditions are not taken as intended.®> Medicine taken
incorrectly, or not taken at all, is a potential risk to patients and leads to medicine wastage
and contributes to the financial and carbon burden of the NHS.

It is therefore important that what matters to the person is taken into consideration,
alongside a shared decision-making approach which takes into account their needs,
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preferences and values, to aid adherence. To ensure outcomes from medication are
optimised, and prescribing is appropriate and safe, the 7-Steps medication review process
provides a clear structure for both the initiation of new and the review of existing
treatments and places an emphasis on ‘what matters to the individual'.

In Scotland every 10 days a 10-tonne truck of medicines waste (from community and
hospital pharmacies) is transported for incineration. There are multiple associated costs
with incineration of medicines waste including the transport costs, incineration costs, the
environmental impacts and the direct costs of the unused medicines.

One in six unplanned hospital admissions are due to harm from medicines and half of these
are preventable. Environmental impact from hospital admissions includes patient and visitor
travel, medicines and use of goods and services whilst in hospital.® (see Figure 2 below).

Ensuring appropriate prescribing and initiation of medicines and undertaking regular person-
centred medication reviews can reduce waste and reduce harms associated with medicines
use. This can benefit the individual by ensuring the effective use of medicines whilst
reducing the NHS carbon footprint.

Reducing waste from medicines has a double carbon benefit by minimising:

e upstream emissions e.g. in distribution
e downstream emissions, with fewer medicines for disposal
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Figure 2: Harm from medicines — hospital admissions and the environmental impact
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Pharmaceuticals in waste water

The One Health Breakthrough Partnership highlights that medicines not only have a
significant carbon footprint but can also lead to water pollution and loss of biodiversity.
Every oral dose of a medicine is converted to a metabolite or excreted unchanged and 30-
100% enters our wastewater system which cannot effectively remove all traces. The
occurrence of pharmaceuticals in the environment is of global concern and the extent of
their risks and impacts on human health and biota is growing. There is already evidence
that they can affect aquatic wildlife, increase microbial resistance and enter the human food
chain.

Pharmaceutical residues have been found in the environment as a result of production and
formulation, patient use, use in agriculture and food production, and from improper disposal
of medicines. Everyone should be encouraged to avoid flushing medication down the toilet
or drain, and to return medicines to community pharmacies for safe disposal.

NHS health boards are responsible for providing a service whereby patients can return
unwanted and out of date medicines to community pharmacies. Through local contractual
arrangements, funded by the local board, pharmacy contractors are required to accept
returned waste medicine from patients. Each pharmacy is allocated a specific number of
waste bins and receives regular uplifts of these bins. Once collected, the health board is
responsible for ensuring its disposal by incineration.

This guidance supports reducing inappropriate prescribing by recommending:
e person-centred decision-making
e providing guidance and support
e more alternatives to medicines, such as physical and social activities and lifestyle
change
e regular 7-Steps medication review
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6. Chronic Pain in Society
6.1 Understanding chronic pain

6.1.1 Prevalence and distribution of chronic pain

38% of adults reported chronic pain (pain that persisted for more than three months), in the
Scottish Health Survey (2022). Chronic pain is more common in women, and with
increasing age. It is associated with social deprivation, and with a history of adverse
childhood experiences, among other factors®.

Chronic pain rarely occurs in isolation: 75% of people with chronic pain experienced at least
one other long-term condition, and those with pain at three or more sites had an average of
three other co-morbidities. These commonly include mental health disorders, heart disease
and/or respiratory disease. Chronic pain can affect anyone, of any age, from any
background, with or without other apparent ill health.

6.1.2 Definitions of chronic pain

Everyone experiences pain, and can describe it intuitively, but may find it challenging to
define. Pain is defined by the International Association for the Study of Pain (IASP) as “an
unpleasant sensory and emotional experience associated with, or resembling that
associated with, actual or potential tissue damage.”

Pain
Based on IASP:
e Pain is always a personal experience that is influenced to varying degrees by
biological, psychological and social factors.
e Pain and nociception are different phenomena. Pain cannot be inferred solely from
activity in sensory neurons.
e Through their life experiences, individuals learn the concept of pain.
e Aperson’s report of an experience as pain should be respected.
e Although pain usually serves an adaptive role, it may have adverse effects on
function and social and psychological well-being.
e Verbal description is only one of several behaviours to express pain; inability to
communicate does not negate the possibility that a human experiences pain.

Chronic Pain

Chronic pain is defined by the Word Health Organization (WHO) as “pain that persists or
recurs beyond three months”, this period being taken to represent ‘normal tissue healing
time"".
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Chronic pain is further categorised into:
e chronic primary pain
o chronic pain in one or more anatomical regions that is characterised by
significant emotional distress or functional disability, and that cannot be
explained by another chronic condition. Examples include fibromyalgia,
complex regional pain syndrome, non-specific low-back pain.
e chronic secondary pain,
cancer-related
post-surgical or post-traumatic
musculoskeletal
visceral
neuropathic
headache or orofacial pain

O O O O O O

Assessment and treatment must always be person-centred and appropriate to the relevant
clinical situations, though there are many commonalities between these groups.

An alternative, mechanistic, categorisation of pain that directly determines prescribing
decisions is’:
1. Nociceptive pain: Pain arising from actual or threatened damage to non-neural
tissue, and caused by activation of nociceptors
o Pain from physical damage or potential damage to the body.
2. Neuropathic pain: Pain arising as a direct consequence of a lesion or disease
affecting the somatosensory system
o Pain when an injury or medical condition damages the nervous system or
prevents it from working properly
3. Nociplastic pain: Pain arising from altered nociception despite no clear evidence of
actual or threatened tissue damage causing the activation of peripheral nociceptors
or evidence for disease or lesion of the somatosensory system causing the pain.
o Pain that arises from altered sensation in the absence of damage to tissue or
the nervous system

Note that an individual may experience two or more different types of pain, no matter how
they are categorised.

6.1.3 Acute and chronic pain

Acute pain is generally present to provide a warning of danger, or notification of injury. It
prompts us to take evasive or curative action, and is therefore healthy and life-saving. In
contrast, the definition of chronic pain implies that, as pain has persisted beyond tissue
healing time, it is a pathological condition, providing no useful purpose.
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However, longer-term pain may be providing longer-term protection, prompting more
gradual, sustained rehabilitation. Long-term pain is often associated with long-term tissue
damage, as is the case with osteoarthritis.

Characteristics of chronic pain may arise before the three-month period has passed.
Complex Regional Pain Syndrome, for example, has its onset soon after (often relatively
minor) injury and is characterised by a heightened overall response to the pain.

Recent studies have shown that how individuals respond to acute pain is important in
determining the longer-term experience. This response is influenced by:
e genetics
e other biological factors
e psychological factors, including previous experience of pain, stress, and childhood
adversity®

The way in which acute pain is managed can have an important effect on long-term
outcomes. This is clear, for example, in peri-operative care, where good, multi-modal post-
operative analgesia is associated with reduced risk of chronic post-surgical pain and
analgesia use. The postsurgical model is an important one to consider for the transition
from acute to chronic pain.

In the peri-operative period, several factors are important when providing high-quality and
effective pain relief and preventing long-term pain and analgesia use:

o Clear expectations, before surgery, of the likely extent and duration of pain can lead
to healthier experiences and responses to post-operative pain

e Long-term analgesic use after surgery is influenced by the pattern of use during
hospital care

o Clear expectations, after surgery, regarding the likely need, duration, and strength of
analgesia will set realistic expectations for the individual after discharge from hospital

e Carefully-managed reduction and cessation of analgesic prescribing after discharge
from hospital will reduce long-term use

e Placing an emphasis on functional recovery, which is facilitated by analgesia, will
reduce the expected need for analgesics, and optimise quality of life.

Good peri-operative pain relief in hospital is facilitated by appropriate staffing who
understand the factors and are person-centred; a dedicated Pain Team is an effective way
to address this need. A high-quality approach to planning, implementation and review of
peri-operative analgesia supports good analgesic management. This facilitates good use of
multimodal analgesia, including regional techniques where they are clinically indicated.

Effective and timely communication is key to successful pain management following
discharge from hospital. This supports prompt, effective and equitable practice. Plans and
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expectations for analgesic management should be made clear, and effectively
communicated to both the individual and their GP. This may be facilitated by electronic
prescribing systems which allow the expected duration of treatment to be described — e.g.
“hospital electronic prescribing and medicines administration (HEPMA) bundles ”. Once a
person has been discharged, ongoing communication between them and their care team
can help optimise their recovery and guide further support as required.

6.1.4 Causes of chronic pain

Chronic pain can arise through many causes. These include:
e back pain (most common)
e arthritis, and other musculoskeletal diagnoses
e post-surgical pain
e diabetic neuropathic pain
e headaches
o fibromyalgia
e visceral pain (for example from endometriosis)
In many cases no definitive diagnosis can be reached.

6.1.5 Impact of chronic pain

The impact of chronic pain is extensive at the individual level, influencing all aspects of life
and health®. This includes:

e physical and mental health

¢ the ability to work

e undertaking activities of daily living

e reduced physical activity

e negative effects on self-confidence, social functioning and self-identity

The relationship is often bi-directional - for example chronic pain can lead to depression,
which heightens the experience of chronic pain.

There is also adverse impact on people's families, their work, the health services, and on
society. In the United Kingdom it was estimated that primary care management of chronic
pain accounted for 4.6 million general practice appointments per year equivalent to 793
whole time general practitioners.

6.1.6 Goals of managing chronic pain

The medical model of treating pain — now considered insufficient in chronic pain— required
diagnosis of the underlying cause and identification of the appropriate medicines to effect
pain relief. The WHO Analgesic ladder was devised for treatment of cancer pain, and
although widely used, was never validated in other types of pain. At the outset of treatment
it is important that individuals with chronic pain and healthcare professionals recognise that

30



complete relief of chronic non-cancer pain is often unrealistic. This issue led to the NHS
campaign in England, Painkillers Don’t Exist. Even when effective analgesia can be
achieved, more recent evidence suggests that it is not always the best thing — for example,
anti-inflammatory medicines might actually cause chronic back pain by reducing the natural
inflammatory/immune response in the acute phase. Breakthrough pain is associated with
cancer, life-limiting conditions and end-of-life where background pain exists, and acute
episodes of more severe pain may be experienced. In non-malignant chronic pain, the
concept of breakthrough pain is poorly understood and it may not be a helpful concept to
use.

A person-centred approach to pain management considers the biopsychosocial approach.
This considers the person experiencing pain in the context of:

e Their background (family, culture, occupation, financial circumstances, etc)

e Their beliefs about pain and health

e Fears

o Expectations

¢ Previous experiences of pain

e Causes and its treatment

e Other aspects of their physical and mental health

The goals of assessment and management are to understand the impact of pain on the
person's life and for them to live as well as possible with the pain, balancing the potential
harms of treatment with the potential benefits.

This requires multi-dimensional assessment, multi-disciplinary treatment approaches, and
working in collaboration with the person in pain.

Identifying the clinical and social demographic factors associated with chronic pain may
provide opportunities for prevention or early identification of risk with a view to minimising
overall impact. This may offer limited help for individual patients, but could inform priorities
in wider society, such as promoting reduction in health inequality.

6.1.7 Potential harms associated with pain treatments

As with any medicine, adverse effects of analgesics exist, and can outweigh benefits.
Opioids are associated with a long list of potentially serious adverse effects that often limit
their use. These include drowsiness, constipation, nausea, respiratory depression, immune
dysfunction, dependency and sexual dysfunction, among many others. Both tolerance and
the paradoxical phenomenon of opioid induced hyperalgesia can lead to escalating doses
and harms while also actually making pain worse.

Opioids are associated with problematic substance use, dependency, and death, with
opioid-related deaths in Scotland rising fourfold between 2000 and 2020. Prescribing rates
of opioids are falling in Scotland (since publication of the SIGN Guideline, Management of
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Chronic Pain in 2013)- and Scottish Government Quality Prescribing Guide for Chronic Pain
2018). However, this is gradual. Opioids remain an important cause of morbidity and
mortality.

Gabapentinoids (gabapentin and pregabalin), indicated for treatment of neuropathic pain,
were initially considered relatively safe. However, side effects are increasingly being
recognised, including drowsiness or somnolence, dizziness, nausea, weight changes
(abnormal appetite), cognition speech problems, ataxia and respiratory depression. These
frequently limit their tolerability.

Pregabalin can impact foetal development, and similar considerations may apply to
gabapentin. Advice for health professionals can be found in the MHRA Pregabalin Drug
Safety Update.

These medicines can be misused and are increasingly associated with drug-related deaths
in Scotland®. Gabapentinoids are associated with serious long-term harms (including
overdose and major trauma).°

Adverse effects of analgesics can be exacerbated by:
e polypharmacy (especially with opiates, other analgesics and/or sedatives)
e alcohol use
e smoking
e problematic substance use
e mental health conditions

There are additional risks arising through the use of non-prescribed analgesia, for example
taking medicines that are prescribed for others, or sharing between family and friends or
obtaining illicit drugs. In these cases, there is no opportunity to assess risks and therefore
the likelihood of harm is greater.

All healthcare professionals should consider the risks of any prescribing, before prescribing
decisions are made, in partnership with the individual. Any decisions need to be supported
by early and ongoing review. The benefits and limitations of treating chronic pain with
medication is discussed in more detail in chapter nine.

6.2 Health inequalities in chronic pain

6.2.1 Addressing Health Inequalities

Chronic pain occurs more often among socially, economically and historically marginalised
groups'!,'2. Chronic pain prevalence in adults ranges from 50% in the most deprived
Scottish Index of Multiple Deprivation (SIMD) areas to 29% in the least deprived areas’®.
Prescribing data for medications commonly used for pain shows higher levels in areas of
deprivation, as demonstrated in Chart 1 below.
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Chart 1: Proportion of adults in Scotland receiving a prescription by class of medicine and
deprivation

Proportion of Adults in Scotland receiving a prescription; by class of
medicine and deprivation; 2024/25
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While the main drivers of health inequalities lie outwith healthcare, our services and the way
they are delivered play important roles. In this small section we raise awareness of health
and healthcare inequalities and connect to emerging evidence on effective ways of
mitigating inequalities in healthcare. This section is supported by Appendix A where fuller
explanations and literature citations are given, including the intersectional nature of health
inequalities i.e. that health inequalities can be more fully understood by exploring factors
beyond only socioeconomic deprivation.

Scotland has high levels of health inequalities'#, with poorer areas experiencing worsening
health. Health inequalities are ‘unjust and avoidable differences in people’s health across
the population and between specific population groups’'®. There are many possible reasons
why chronic pain is experienced inequitably including:

the complex nature of chronic pain

the understanding of chronic pain as a defined diagnosis

the subjective and invisible nature of pain

the relationship that pain has with distress, trauma and mental health conditions.

6.2.2 Actions on Health inequalities

In the context of undertaking medication reviews, approaches to care can be adopted to
account for some of the factors that maintain inequalities. If any service improvement
approaches are being undertaken, accounting for equitable care should be considered, and
Appendix A contains further details of supporting literature and resources to help.
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Approaches to consider in delivering care include:

Raising healthcare professional (HCP) education and awareness of health
inequalities, driving factors, impacts on individuals and the limitations of tackling
inequalities solely through healthcare

Consideration of additional support that might be needed to reduce barriers at
service interfaces e.g. support mechanisms to help attendance at specialist
appointments or care coordinators

Continuity, building relationships and trust in delivery of care is helpful in particular
for marginalised groups. Service design aspects to consider: continuity in
timetabling, personal lists and longer consultations

Improving healthcare professionals’ understanding of power imbalance —
understanding that different groups may hold different levels of power that influences
consultations, and can inhibit people asking questions that matter, leading to over-
medicalisation

Health literacy involves a functional understanding of any health condition. It
supports the ability and opportunity to implement management and to navigate
health systems. To promote health literacy within healthcare, use verbal
communication strategies, accessible information, easy-to-navigate services and
flexible care

Trauma-informed approaches to health service provision are typically service-wide

with connections to trauma treatment options. In consultations it is important to give
space to develop trust and for people to tell their stories; fostering individual choice
and control, and being sensitive and aware of cultural, historical and gender-related
issues

Welfare and financial inclusion — HCPs can routinely enquire about money worries
and signpost patients to welfare resources e.g. Citizen’s Advice Bureau
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7. Consultation conversations

7.1 Introduction

Around one in three of the population experience chronic pain in some form. It should be
acknowledged that this is a difficult area for society in general, and medicine in particular, to
manage. Individuals should be reassured that they are not alone and should be reassured
that their healthcare team will keep working for the best outcome that they can achieve.
Evidence in this area is limited, however, the recommendations in this chapter are intended
to be pragmatic suggestions based on specialist experience and current published data.

The flowchart below illustrates how primary care teams can manage and support individuals
with chronic pain.

7.1.1 Multidisciplinary team management

The process below described how primary care teams can manage and support individuals
with chronic pain. It is also available as a flow chart within the supplementary documents
associated with this guide.

First consultation

e Consider differential diagnosis (exclude red flags, assess mental health)

¢ \Validate pain and offer support

¢ Give information — explaining condition, limits of medications (for most people they are
ineffective, and for those that do benefit a 30% reduction in pain or a 30% improvement
in function is considered effective), self-management

e Consider Physio/OT support if difficultly or disruption with daily activities, roles
responsibilities

Subsequent appointments will dependent on information obtained during first consultation,
but appropriate clinicians may include:

Physio/OT (if available)

¢ |dentify functional deficits and goals

¢ Rehab approach; education, coping strategies, aids and adaptions, self-management
support

e Refer to GP (or ANP) if individual is not progressing, increasing distress, new health
issues identified

GP (or ANP)

Investigating pathology

Pre contemplative about pain being a long-term condition — ‘wanting a fix’

Multiple ongoing issues

High distress

Consider referral to OT/Pharmacist when stable as per inclusion/ exclusion criteria
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Pharmacist

Analgesic polypharmacy high dose opioids, two step 2 opioids

Medicines management

Education

Self-management support

Refer to GP (or ANP) if individual is not progressing, increasing distress, new health
issues identified

Second line options may include:

Pain team referral

Ongoing debilitating pain

Open to rehabilitation working

No improvement despite multiple reviews
Not awaiting other hospital interventions

Practice MDT/pain team advice

No improvement despite multiple reviews
Not open to rehabilitation working
Ongoing distress with pain

Harmful polypharmacy

Suspected drug seeking behaviour
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7.2 Primary care consultation model

This section offers suggested structure and phrasing. It is based on clinical experience
which incorporates the realistic medicine theme of "what matters to you?" and is informed
by the 2019 SIGN 136 Chronic Pain'® and 2021 NICE Chronic Pain guidelines'”'8, It is
important for each practitioner to discuss pain management in ways authentic to them and
sensitive to the individual’s needs. The goal is to have meaningful conversations which
build trust and develop shared decision making'®. The 10 top tips video from Dr Tim
Williams is a helpful resource.

Chronic pain is a long-term condition. It cannot be ‘fixed’ or managed in an initial 10-minute
consultation often when an individual is in crisis and distressed. To reduce clinician stress
and have a more effective consultation, it helps to instead focus on listening to the
individual’s story, validating and building trust. This approach helps to create person-
centred working with individuals becoming more receptive to education on pain and
supported self-management. Individuals often have a complex back story of emotional
suffering, trauma, loss, anger, health beliefs and feelings of being let down or not believed
by medical professionals. Trauma-informed care would encompass working to build feelings
of trust, choice, empowerment, safety and collaboration within the consultation.

7.2.1 Consultation 1: build trust, exclude differentials

1. Introduce yourself, your role and acknowledge the person in front of you, assisting
with the connection and building trust. Tread gently and reassure them that the
conversation will be centred around what matters to them and considering the 7-
Steps approach.

2. Assess for and manage red flag symptoms?°, active mental health problems and the
individual's health beliefs before focusing on pain management. ldentify any social
challenges e.g. inadequate housing, financial issues or relationship difficulties.
Questions to identify health beliefs can include: “What do you think is happening to
cause the pain? | have my own thoughts but want to check first, what were you
hoping for today?”

3. Validation — summarise their story back to them for example: “Ok | can see you are
really suffering and I'm happy to work with you. Firstly let me check I've got this right.
So X years ago you got X pain at X (part of your body). It's affected your life
especially X and you've tried X things so far. Have | got that right?”

4. Check level of awareness of current condition and what the individual expects of the

outcomes of the consultation e.g. cure seeking vs wanting a pain management plan.
This indicates whether the individual is ready for behaviour change. E.g. “Ok, before
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we go on can | check what's your understanding of persistent pain and the outcomes
you expect following today?”

5. Be open and candid about limits of medical intervention. Suggested phrases:

e Acknowledge the impact of pain on their life
“The condition you have is (e.g. osteoarthritis, nerve pain, fibromyalgia, chronic
back pain). It is a painful medical condition. Part of having a condition like this is
that the pain is persistent. The pain will vary and you may experience flare ups,
depending upon many factors, such as how well you respond to various
approaches. Most people wish that their pain could be taken away; this is
normal.”

e Acceptance of where the person is at that moment, we cannot fix it but can
improve management
‘I need to be honest here, chronic pain is a long-term condition and unfortunately
isn't curable with medication. For most people, pain medication is not effective
and even when they work well, they only give around a 30% reduction in pain and
can cause side-effects such as drowsiness, dizziness and constipation.”

e Agree aplan
“We know pain management is improved by understanding pain better
(everything that matters to you matters to your pain). The goal is to manage it so
it doesn't manage you. For example, we know that becoming more active, even
slightly, can help pain. Understanding sleep and relaxation can help pain.
Reducing worries and fears can also help manage pain. Understanding your pain
is the first step. Here are some resources that you might find helpful. | know this
is hard so can you book a follow up consultation with me once you've been
through the resources?”

“We can work together to develop a personalised plan that works for you, giving
you a package of management skills that you can use in everyday life. This is a
combination of information, treatment and support. Here are some resources that
you might find helpful. | know this is hard so can you book a follow up
consultation with me when you are ready, | suggest 4 weeks, after you've been
through the resources.”

6. Offer support, resources and continuity. Consider learning style e.g. “How do you like
to learn new information? For example are you a reader, go online, a people person
or prefer one to one? Do you need support to learn new things? “Here are some
tools that many people living with pain find helpful (NHS Inform chronic pain
resources). When we speak again it’s fine to bring someone if that would help.”
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7. Medicines management

e Be clear medication is to improve function and will be stopped if ineffective

e If significant polypharmacy or a risk of harm then ensure reauthorise function on
Vision is activated or put medication on acute on EMIS. This can help avoid
people being lost to follow up

e Once the medication is reviewed and is to be continued, place on repeat with a
limited issue allocation and set a review date. Vision has the facility to set a
minimum reorder time. For example, for 28 day prescribing a minimum reorder
time of 25 days could be set, to prevent overordering.

e |[f starting a medication, ensure that it is reviewed regularly, stating a follow up
time frame

8. Coding — use the following read codes:
o  #1M52 for diagnosis of chronic pain
e #66n for chronic pain review
e 8B31B for polypharmacy review

7.2.2 Consultation 2: pain management plan

What's the matter?

1. Follow-up on resources signposted to the individual.

2. Explore the type of pain, e.g. musculoskeletal or nerve pain. Consider using S-
LANSS questionnaire?! to determine if the pain has neuropathic pain.

3. Consider the impact on mood and life. “People living with pain often have problems
with their sleep, mood or relationships, does that happen to you?”

4. Consider baseline scores — “On average what is the impact of pain on your day to
day life over the last two weeks? Out of 10 with 0 meaning no impact and 10 being
unable to get out of bed.”

5. Discuss activity - Identify underactivity or overactivity, or cycling between the two.
Introduce pacing. “Often people can do too much then hit the wall — does that
happen to you?”

6. Medication review — “Being honest, do you think the medications make a difference
or is it hard to tell? Do you get any of these common side effects...?”

What matters to you?

7. Summarise their story, acknowledge impact on life and offer continuity. Acknowledge
pain in the context of the whole person e.g. work, family life. “Looking forward to the
next three months what things matter the most in your life? What would you like to
improve?”

Support for what matters to you

8. Review their learning style and any barriers, match to resources

9. Offer specialist support — pharmacist, physiotherapy, occupational therapy, mental
health support, community link workers, third sector
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10. Deprescribing — “If a medicine isn’t helping you then it can be harming you. Can we

work together to slowly reduce it and see if this reduces some of your symptoms, which

may be side-effects of the medicine?”

11. Offer clinician follow up and read code in EMIS/ Vision using “Chronic pain review/
#66n”

7.2.3 Consultation 3: promote self-management

1. Ask if there has been some improvement or if the person feels better — if so what has
helped? Acknowledge and reinforce strengths and efforts to help build self-efficacy.
Consider asking the individual to document changes and interventions.

2. If there is little or no improvement or if the individual is not satisfied — check that the
clinician relationship with the person is constructive, work through options for self-
management and use of medication. Consider barriers such as other causes of pain,
active mental iliness, lack of understanding, fixed health beliefs or motivation issues.

3. |If there is still no improvement after several consultations consider referral to
specialist chronic pain service. “They don’t cure pain but they are a rehab service to
help you improve your quality of life. What do you think about being referred?”

Personal reflections from general practice on a change to managing chronic pain

“To be honest, prior to our practice learning on chronic pain we did not really understand
pain. When someone presented with pain, medication was started or increased to see if it
would help.

After completing a pain course with a local pain consultant, our understanding of chronic
pain has made us aware that starting or increasing the pain meds is not the answer. It is
more complicated and often more time consuming than giving someone a prescription. The
knowledge we have gained has been invaluable and has given us the confidence to
approach the subject of chronic pain with our patients who are on medication for it,
especially if they are still in pain but on lots of pain meds.

Taking a whole team approach with support from external sources was really helpful. It
showed that as clinicians, we don’t always have the knowledge about pain and how it
affects a person, how complex it is and how much it can debilitate a person and their family.
Managing pain does require spending a bit more time listening to the individual and using a
shared decision making approach to the pain meds, but it really works. It is really gratifying
to see a person who was a shell of themselves change into a person who can function and
enjoy life to the full again.

Our next step is to send letters to those who are on pain meds to offer them an appointment
to come in and discuss their pain with a clinician, offering them support and information and
encouragement to look at their pain meds with the aim of deprescribing.”
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7.3 Pain consultation tool

The Pain Consultation Tool is designed to assist your understanding of where your patient
may be in terms of behaviour change. It is not meant to replace usual treatment, simply to
guide the timing of your interventions focused on supported self-management.

Table 1: Pain consultation tool

distressed.

intervene/change

Main theme Level 1 Level 2 Level 3 Level 4
Not aware it's LTC-aware but LTC-aware LTC-aware
a Long-Term overwhelmed but low usually
Condition confidence confident but
(LTC) having a
setback
Description Feels Knows they Knows Generally
overwhelmed. | could be self- roughly what managing well
Not aware of managing more they can do and has good
self- but doesn't yet to influence self-
management. | have knowledge pain, but not management
Consider and skills to do confident to behaviours,
trauma SO. change but set back
background, behaviour. due to
active mental stressors or
health issues life
and circumstances
problematic
substance
use
Individual’s ‘I need “I'll give it a go, ‘Il want to “I know | can
perspective something to but | don't expect | learn to do it, but |
fix it. Is there it to help” manage pain, | don't know
an underlying but | need how to get
disease?” help” past this
obstacle”
Individual’s Passive, lll-informed Frustrated, Determined
characteristic | uninformed, about factors discouraged, but
resistant, influencing pain, oscillates in discouraged
distracted. the costs of determination
May be angry, | actions and how and
defensive or to motivation
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May still be
grieving loss -
or stuck
Questions “What’s your “‘How have you “What things “Any triggers
understanding | tried to help are most that might
of pain?” manage pain? useful?” have caused
How well have this?”
these worked for
you in the longer
term, as well as
short term?”
Interventions | Relationship Support Team Pain Common
Prioritise building -Individual Management | issues (and
based on level | -Listen -Support network | Plan solutions)
-Validate -Third sector -Values - Unclear
-Educate -Practice MDT based goal goals (SMART
-Normalise setting goals)
-Signpost -Support - Lack support
emotional (support team)
wellbeing - Boom/bust
(pacing/activity
plan)
- Flares (flare
up plan)

(Adapted and reproduced with kind permission from the NHS Grampian Chronic Pain
Service)

7.4 Summary of consultation model
Below is a summary of the primary care consultation model. It can be adapted based on the

individual’'s stage of change (level one to four).

Validate- Validation is the recognition and acceptance of another person's thoughts,
feelings, sensations and behaviours as understandable.

It can be helpful to summarise what you have heard; i.e. “| understand that you feel this
pain has taken away a lot of the things you enjoyed doing.” Validation does not mean
agreeing.

Values and goals - Help individual to identify the ‘who or what’ matters to them.
Sometimes people will say things like “to get back to how | was before.” A useful response
is “do you think that is realistic?” and they will usually agree it is not realistic. This builds an
acceptance of a ‘new normal’ for the person.
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What matters most to the person? This usually starts with an initial “to feel better” but when
specified it is often practical things that matter; such as getting out more, housework,
playing a more active family role, staying in work.

Discuss appropriate goals with the individual.

Educate/normalise - Explain to the individual the difference between short and long term
pain. Tissue damage vs active nervous system.

Signposting
¢ National guide: NHS Inform Chronic Pain
e Explanation videos:
o Tame the beast
o understanding pain in less than 5 minutes
o Flippin Pain
e Condition Specific: Flippin Osteoarthritis and Flippin Fibromyalgia

Support options
¢ Relatives, Pharmacist, Physiotherapist/OT, Mental Health Liaison Nurse, Community
link worker.

e Third Sector:
o Pain Concern — 0300 123 0789
o Versus Arthritis — 0800 5200 520
o Pain Association Scotland

Pain Management Plan
e Give key messages around holistic approach and limits of medication.
e Agree prescribing e.g. trial, based on individual’s goals and review. Stop if no
improvement in function.
e Live Well with Pain 10 Footsteps for Rehabilitation Plan

Flare up plan
e NHS Inform flare plan
Clinician resources
o Live Well with Pain 10 footsteps a practitioners guide
e Primary Care MDT Toolkit — see this resource for example letters to patients

7.5 Useful phrases
Table 2 below brings together some useful phrases to use in various contexts.
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Table 2: Useful phrases

Key Point Promote Avoid
Validation Active listening “Lots of people have your
“That sounds really tough.” problem.”
“You are not alone.”
“Your pain is real.”
Partnership “I'm happy to work with you “You need to manage it yourself.”
working but we need to work in
partnership.”
Values led “What are things that are “What are your goals?” (may be
management important for you to be able to | interpreted as what am |
plan do?” expected to do)
Pain Understanding the difference “Your pain is not real —it's all in

between acute and chronic
pain

your mind.”
“There is no damage or cause for
your pain.”

Being honest
while giving hope

“l need to be honest, this is a
long-term condition. There
are lots of things that can
help but there isn’t a magic
tablet or intervention that will
cure it.”

“X medication or intervention will
cure this.”

“Nothing can help.”

Chronic pain “The evidence tells us that “There’s nothing we can do.”
management chronic pain is best managed
a bit like a jigsaw, piecing all “You have to manage it yourself.”
the right bits for you together.
This all works together to “(Just) take this medication...”
retrain your pain-sensor
system.”
What works “We know pain management Stating that there are cures

is improved by understanding
pain better - everything that
matters to you matters to your
pain.”

“Things that make a
difference to pain include:
activity, sleep, relaxation,
mental health, stress
management and emotional
well-being.”

available or conversely that
nothing works
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“‘Understanding your pain is
the first step. Here are some
resources that you might find
helpful.”

“I know this is hard so can
you book a follow up
appointment in (I suggest)
four weeks, once you have
been through the resources?”

Mood and
mindset

“Pain and mood are
connected - can | check how
you are feeling?”

Viewing pain only through a
biomedical lens

Low back pain

“Spine joints, discs and
cartilage are very strong, and
it takes a lot of force to
damage them.”

“Pain is due to severe damage or
crumbling bones” — causes a fear
response and heightens pain
signals

Imaging

“Scans show normal age-
related changes.”

“Your joints are showing
signs of normal ageing.”

“The body continuously wears
and repairs throughout life.
Just like wrinkles on the skin,
joints also show wrinkles over
time.”

“There is damage.”

“There is wear and tear.”

Medication

“Medication may have a role
but only as part of a wider
management plan. The most
effective medication is one
that helps at the lowest
effective dose with minimal
side effects. We can try a
medication but if it's
ineffective then we’ll stop it.”

“This tablet will fix it.”

Avoid prescribing without it being
part of a plan.

Movement

“Physical activity is important
to maintain strength and
flexibility, and this helps you
with your everyday activities.

“You need to exercise.”

“Hurt causes harm.”
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It helps you feel better as it
releases the body’s own feel-
good chemicals.”

“Let's work together to find
safe ways for you to move
again.”

“Let’s find something you
enjoy doing.”

7.6 Recognising and responding to drug seeking behaviour

Opioids and gabapentinoids have a limited role in managing chronic pain and are known to
be dependence forming medications (DFM). Dependence in this case is defined as the
need to continue taking a medicine to maintain a state of normality and avoid symptoms of
withdrawal.??

Harm from prescribed DFMs is increasing in Scotland?3, which includes death from
overdose. Healthcare professionals should be aware of behaviours that may indicate drug
seeking, and that drug seeking behaviour may not be obvious?*. Prescribers should be
mindful of the risk of diversion of opioids and other DFMs and consider the implications of
prescribing.

Safety must be the first consideration. Refer to the checklist below to help identify common
features of drug seeking behaviour.

Checklist of common features relating to drug seeking behaviour:

e Specific request for an opioid or a gabapentinoid

e Request for a prescription for a drug of dependency or prone to problematic use
(gabapentinoids, benzodiazepines, z-drugs and combinations thereof)

e Previous episodes of drug seeking documented in patient notes, special notes or
system warnings

¢ Unwillingness to try simple analgesia

e Unexpectedly high doses of analgesia required (primarily opioid but may include
gabapentinoids)

e Vague intolerances of alternative or simpler analgesia

e Demanding or aggressive behaviour

e Drug seeking suspected by a colleague

e Inconsistent history and examination findings

¢ Multiple presentations with the same complaint at primary or acute sites or services
including Out of Hours
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e Differing history given to different staff members or services (account given to NHS24
may differ to that of the triaging clinician, which may then also be different from the
account given if seen face to face)

The MDDUS (Medical and Dental Defence Union Scotland) have provided helpful advice on
prescribing controlled drugs.

There should be respectful, non-stigmatising approaches to assessment which takes into
account the person’s circumstances including?>:

Physical and mental health

Personal, social, educational or employment circumstances

Any drug use

Safety of person being assessed

Offer clear information on DFMs and their effects, including risks and benefits. Provide
information and signposting to support individuals to make a shared decision. Useful
prescriber tools and information include:

Opioid side effect lottery

Opioids aware

Opioid thermometer tool

Dealing with drug seeking behaviour webinar

Set ground rules around prescribing DFMs and schedule regular reviews. Watch out for
polypharmacy and co-morbidities. Support individuals to reduce or stop if the medicines are
not wanted, needed or working. Tapering DFMs requires careful planning and collaboration
and should not be done abruptly. Tapering of opioids is explored in Chapter 10: Opioid
management general principles and detailed in Appendix F.

Be alert to signs of drug seeking behaviour and emerging dependence or addiction.
Consider professional responsibilities for any prescribing, so that any prescription is safe
and appropriate for that individual. Operate within guidance on prescribing, including private
prescribing, and refer to local formularies and guidance. Consider a practice-wide system
and process for DFMs and apply this consistently. There is an example of a practice
protocol in Appendix D, which can be adapted for local practice, cluster or board use. Some
practices use a ‘patient contract’ which sets out expected behaviours and agreements for
both parties when starting to prescribe a DFM.

Useful phrases that can help in conflict situations
‘Thanks for being honest about what you want. | will be honest too. These medications are

not recommended for long term pain management. They are often harmful for people, and
we are responsible for safe prescribing. If you want a second opinion you can speak to
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another clinician in the practice. I'm happy to work with you on managing this better but
need to be honest.’

If the individual persists with their request, and ends up in a circular conversation, a useful
approach is to say, ‘we've discussed this already, is there anything else you want to talk
about’. If they persist, then say ‘the answer is no.’

An alternative approach may be to say, ‘I'm not able to prescribe that but if you want, | can
discuss with one of the senior staff and then phone you back.” This helps to defuse a
potentially heated situation and let the individual phone back later which can be safer in a
conflict situation.

Areas of concern:

e ‘Medicines are not working’ — review and stop them, as with other medication

¢ Underlying condition resolved, but individual still taking medication

e High doses (e.g. over 90g morphine equivalent dose), especially when co-prescribed
with other DFMs (gabapentin, pregabalin, benzodiazepines, z-drugs)

e Has the individual's condition changed? For example, intercurrent iliness, getting
older, renal or hepatic function compromised — a dose reduction will be needed to
avoid toxicity

Be aware of information on local substance use services and where to find local advice and
support for dependence on prescribed medicines.

Tools for prescribers:
DIRE score for opioid treatment - predicts compliance with opioid treatment for non-cancer

pain. DIRE score of 7 — 13 indicates that the individual is not a suitable candidate for long
term opioid analgesia, 14 — 21 indicates a good candidate.

Opioid Risk Tool (ORT) — may help identify those at high risk of problematic substance use
and who might benefit from other modalities of pain control besides opioids. Questions
assume some knowledge of medical history.
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7.7 Framing a pain consultation
The following are acronyms that may help frame a pain consultation:

HOPES

H: Hear the story - active listening with empathy for impact on life

O: Other causes considered - assess for organic pathology and active mental health
problems

P: Plain explanation - that chronic pain is a long-term condition, it's not 'fixable' but goal is
improved function and quality of life. Be honest about the roles and limits of medications
and other interventions

E: Engage - by asking what matters most in their lives, what they want to do? Integrate a
medication review if appropriate

S: Supported self-management plan - using online resources, support network, third
sector, primary care MDT and other NHS resources

SUGAR

S: Self-management and social prescribing - Link with local groups or activities to help
reduce social isolation, improve mood, increase physical activity and so improve quality of
life. Also direct individuals to self-management resources.

U: Understanding pain and the individual - Discuss what chronic pain is to help people
improve their understanding of chronic pain and how it can be managed. This is reassuring
for individuals and helps them to understand that chronic pain can exist without serious
underlying cause, while still being a very real pain. Communication and listening are key to
finding out what is important to people and how chronic pain affects their daily life.

G: Goal setting - Discuss and agree achievable realistic goals to engage people in their
treatment and to help them assess their progress.

A: Acceptance — Assist people to accept that chronic pain is a long-term medical condition.
Emphasise that further investigations or surgeries may not be useful. Accepting that they
can make changes to their lives to help manage their pain is important. This helps them to
take control of their lives again.

R: Relationship, reducing medication and review - Build rapport and trust before
attempting to reduce medication. The decision to reduce medication should be a joint one,
with a plan agreed between clinician and individual. Regular review and support is
essential.
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8. Non-pharmacological approaches to manage chronic pain

8.1 Introduction

Self-management is fundamental to improving an individual’s chronic pain experience.
People’s preferences and choices should be explored, and clinicians should offer non-
pharmacological resources and services to develop a personalised plan. Non-
pharmacological approaches to pain management involve a wide range of lifestyle factors
including activity, mental health, stress, sleep, social connection and nutrition. These
methods can be used alone or to complement pharmacological management.

Chronic pain can affect every aspect of daily life. The pain management jigsaw (Figure 3
below) illustrates different approaches proven to be helpful in improving pain management.
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8.2 Communication

Communication within a chronic pain consultation can be challenging.
Relationship between pain and communication

« Chronic pain can make communication difficult as an individual may find it challenging to
express what they are feeling and the impact it has, e.g. less able to complete usual
activities.

e Individuals can withdraw from communication, especially if they do not feel listened to.

o Communication can be challenging due to:

o limited time for appointments

o limitations of practitioner training in management of chronic pain

o varied consistency of advice (limitations of understanding of chronic pain due to
evolving evidence)

o the experience of the individual that the impact of their pain has not been
recognised

Potential strategies:

o See Chapter 7: Consultation conversations

« Use active listening to encourage behaviour change, demonstrate empathy and validate
a person’s individual experience of pain.

e Schedule a longer appointment or make a specific appointment to address issues
related to pain. Assessment and management are part of an ongoing relationship, and
discussion may need to extend over several appointments.

e Use resources which help the individual to understand and express their situation so
that they have the information and resources to be well-prepared for each appointment,
such as use of PROMs

Resources

e Helping Others Understand Chronic Pain

e How to support a loved one with chronic pain
« What is chronic pain? | Turas | Learn

8.3 Understanding of pain - acceptance and empowerment

Acceptance enables the individual to acknowledge that pain exists in their life and that they
can adapt and redefine what is now ‘normal’.

« Research indicates that greater acceptance of chronic pain is associated with better
physical function, mental well-being, social function and overall quality of life26

« Pain acceptance involves the willingness to experience pain associated discomfort
/distress and actively pursuing meaningful life activities despite the pain, thus
enhancing quality of life and reducing suffering27.
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« Supporting individuals to understand their pain and the factors influencing it, can support
pain willingness and activity engagement and help individuals manage their pain more
effectively

Relationship between pain and understanding of pain and acceptance

o Acceptance of chronic pain can be difficult as individuals often require contemplation of
a lifestyle/life plan different to one before a diagnosis of chronic pain.
« In the management of chronic disease in general, World Health Organisation (WHO)
recognise four components of empowerment:
1. Patient participation: involving people in their own care.
2. Patient knowledge: enhancing patients' understanding of their health and treatment
options.
3. Patient skills: developing patients' ability to manage their health and make informed
decisions.
4. Creating a facilitating environment: providing support and resources to enable
people to take control of their health.

Potential strategies:

e Support someone around acceptance of their pain condition to allow them to move
forward and recover aspects of their life that matter to them.

e Support people to self-manage their condition and be empowered and supported. See
HIS resource on Gathering views on chronic pain | HIS Engage

Resource:
e Consultation conversations
e Video discussing the impact of pain on life

8.4 Thoughts and Emotions

Living with chronic pain can be a challenging experience and very different to the
experience of living with acute pain. Many people report feeling more pain when they are
feeling down or more anxious or worried.

Relationship between pain, thoughts and emotions

e Pain and emotion are closely linked. It is almost impossible to have pain without there
being an emotional impact.

e Recognising the emotional impact of chronic pain can be a first step towards being able
to manage both pain and emotions better.

e Emotions people experience when they feel pain include: sadness, anxiety, frustration,
anger, guilt, disappointment, shame, stress, a sense of loss

e These emotions can affect how someone thinks and feels.
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https://www.hisengage.scot/chronic-pain
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Figure 4: Relationship between pain, thoughts and emotions

Emotions: sad,
anxious, scared,
depressed, angry,

frustrated

Potential strategies:
Acknowledge that the experience of living with chronic pain is different from acute

pain.

Thoughts: this
will never get
better, | can't

cope any longer,

other people don't
understand

Physical
sensations: pain,
soreness,
exhaustion, not
sleeping,
stiffness,
tightness in chest

o Acute pain:

Medication relieves pain

Short-term disruption to usual routine and activities
May bring short-term frustration and stress
Expectation of return to normal in weeks or months
Family and friends often provide support
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o Chronic pain:
» Limited benefit from medication
» Lasting changes to activities, routines and roles
= May feel low, exhausted, overwhelmed
= Likely to feel uncertain about the future, hopeless
» Family and friends may not understand and may become frustrated
e |tis vital to spend time and actively listen to the whole person’s experience, with
genuine warmth and empathy. This validates the individual's experience
e Emotional reactions to pain (and other everyday life events) are normal and don’t
necessarily mean that people are developing or have a mental health condition.
Although normal, these reactions should be acknowledged and considered when
we look to help those with chronic pain
e |[f able, it may be helpful for individuals to discuss their emotions with an
appropriate clinician.
e Consider other aspects of the pain management jigsaw which can support
negative thoughts/emotions, e.g. activity, communication, social
connection/relationships, mindfulness/relaxation

Resources:

Chronic pain learning toolkit (practice level 2) on Turas

Managing emotions with chronic pain

Ten footsteps to living well with pain

Discussing emotions can be challenging for both the individual and the clinician, and
resources to support this include e-learning modules for clinicians:

o Emotion Matters e-learning module on Turas Learn(opens in a new
tab) which supports healthcare professionals to consider how to evaluate and
assist with the emotional impact of a person's long term condition, such as
chronic pain.

o Building a shared understanding e-learning module(opens in a new tab) on
Turas Learn which helps develop cognitive behaviourally informed principles
to help those with pain manage it effectively.

o Mental health improvement, and prevention of self-harm and suicide learning
resources on Turas Learn(opens in a new tab) can improve confidence and
ability to support and signpost for the appropriate assistance.

Psychological therapies

Psychological therapies (cognitive behavioural therapy (CBT) and acceptance and
commitment therapy (ACT) should be considered for adults experiencing chronic pain,
depending on individual preference?®. These should be delivered by appropriately trained
professionals?®.
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https://learn.nes.nhs.scot/77452
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All GP practices in Scotland can refer patients to Silvercloud CBT for chronic pain: Get help
with your mental health and wellbeing | NHS inform.

8.5 Stress and relaxation

Living with chronic pain can in itself be stressful. Stress and anxiety trigger our ‘fight or
flight’ system. Pain is linked to this threat system.

Relationship between pain and stress

Activation of the fight or flight system releases hormones such as adrenaline and cortisol.
These hormones increase the sensitivity of the nervous system and can amplify the
perception of pain. Prolonged stress increases muscle tension which can further increases
pain.

Relaxation techniques are a way of reversing the ‘fight or flight’ system and activating the
body’s own relaxation, or ‘self-soothing’ system. Relaxation techniques are intended to help
people to be more in control over their body’s response to stressful situations, thoughts or
feelings and can be helpful in managing chronic pain.

Potential strategies:

e Consider relaxation techniques to support management of the interconnection between
stress and pain,

¢ Highlight to individuals that techniques, such as relaxation, may not change pain levels
but can change the body’s response to pain and improve feelings of wellbeing.

e Tailor interventions to individual needs and preferences

e Consistent practice is a critical factor in influencing effectiveness

e Consider other aspects of the pain management jigsaw which can support negative
thoughts/emotions, e.g. activity, communication, social connection/relationships,
mindfulness/relaxation

Examples of relaxation techniques include:

o Soothing Rhythm Breathing - is a breathing exercise which has been shown to
promote calmness by activating the parasympathetic nervous system and increase
the ability to self soothe.

e Progressive Relaxation - when each muscle group is tensed, then relaxed
progressively throughout the body.

e Guided Imagery - guided imagery involves visualizing positive, peaceful setting like a
beach or a meadow.
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https://www.nhsinform.scot/healthy-living/mental-wellbeing/get-help-with-your-mental-health/
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Resources:

e TURAS contains a module about how relaxation benefits people experiencing
chronic pain: Chronic pain skilled (level 2) : Non-pharmacological management |

Turas | Learn

8.6 Mindfulness

Mindfulness in pain

Mindfulness involves paying attention to our thoughts, feelings and bodily sensations so
that we can become more aware of them, less enmeshed in them, and better able to
manage them. Mindfulness skills allow people with pain to explore what they are
actually experiencing and noticing physically in the present moment. It allows people to
recognise feelings associated with their pain, with open, non-judgemental, kind and
compassionate acceptance.

Mindfulness can assist people’s understanding of self-management of pain, providing
options beyond medication and additional wellbeing benefits, including stress, anxiety,
insomnia and pain3°,

Mindfulness techniques are taught as a way of managing chronic pain, not eradicating
pain.

Consider offering Mindfulness based approaches to manage pain for individuals who
express a preference for this3'.

Resources:

Self-directed courses are available, for example, Mindfulness for Health by Vidyamala
Burch and Danny Penman,.

A free app and resources are available to guide individuals with mindfulness Insight
Timer — #1 Free Meditation App
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Mindfulness and connection

A 54-year-old woman was referred for a chronic pain review by the community
pharmacist. She expressed her frustration at the lack of pain control despite high doses
of multiple pain medicines. She was diagnosed with fibromyalgia 11 years ago and has
had depressive episodes. She was unemployed, rarely left her house, did minimal
physical activity and lived with her teenager, with whom she had a difficult relationship.

The practice pharmacist reviewed her medication and suggested an initial plan for de-
prescribing her opioids in a stepwise fashion. They recommended a ‘Mindfulness for
pain’ small group course which was run online by a local pharmacist using NHS Near
Me.

The mindfulness course was well received, with the individual able to acknowledge the
contribution of emotional issues such as loneliness and relationship difficulties to her
experience of chronic pain. She reported that she felt more in control of her pain after
practicing mindful meditation regularly. Referral to the community link worker at the
practice helped her identify volunteering opportunities which she subsequently took up,
including a local food bank and a youth group.

Connection with others through mindfulness and volunteering has assisted with her
ongoing management of chronic pain and successful de-prescribing of the maijority of
her opioids. The relationship with her teenager has improved and she is feeling much
better and more hopeful. The community pharmacist still sees her regularly and noted
that she now looks like a different person.

8.7 Relationships
People living with pain often report loss of social roles, family disruption and conflict at
home and work.

Pain and relationships

Living with chronic pain can be an isolating and lonely experience. People living with
chronic pain consider improved social outcomes as a high priority.

Social support is associated with better pain outcomes and less emotional distress3?
To understand more about values based goals, you can access the following resource
on Turas: Finding a way through

Potential strategies:

Consider utilising local social prescribing and community resources to develop social
networks and connections
Signposting to online resources e.g. NHS Inform
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e Discuss values-based goals using a “what matters to me” or Realistic Medicine
approach

8.8 Sleep

Sleep is essential for maintenance of good health. Chronic poor sleep is associated with
increased all-cause mortality, cardiovascular disease, diabetes, obesity, long term pain,
depression and anxiety and is associated with reduced cognition.

Relationship between pain and sleep

e Sleep and pain are bi-directional, poor sleep affects pain and pain can disrupt sleep.
Poor sleep is a greater predictor of pain than pain is of poor sleep33

e Between 67% and 88% of individuals with chronic pain experience sleep disruption and
insomnia, and at least 50% of people with insomnia report chronic pain.

e There is a dose dependent association between poor sleep and pain3

Potential strategies:
e Ask the individual about their sleep quality and sleep routine
e Consider CBT for insomnia as an effective management strategy3°:
o CBT Insomnia (CBT-i): The Sleepio App is an app based on CBT-i. It is available
free of charge to individuals in Scotland. Quick Guide for Accessing Sleepio -
National Wellbeing Hub
Consider providing sleep hygiene advice and reassure individuals that changing sleep
habits can take time so they should persist with the strategies:
o Five tips for better sleep
e How to sleep well with pain

8.9 Activity

Chronic pain can have a significant impact on activity levels as individuals may consider
ongoing pain to be an indication of further injury or damage.

Relationship between pain and activity management

e Chronic pain can make some people fearful of “exercise” as they associate this with
pain. The terms “movement” and “physical activity” are more supportive.

e Recognising unhelpful activity patterns such as ‘Boom and Bust’ (over and under
activity) is a useful step in enabling individuals to adopt a more consistent approach to
activity.
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https://wellbeinghub.scot/resource/quick-guide-for-accessing-sleepio/
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Figure 5: Overactivity cycle
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Figure 6: Underactivity cycle

Harder to do
activity/movement

Lose more fitness

Potential strategies:

Tailor management approaches to the individual’s activity patterns, e.g. behavioural
activation if underactive, pacing if overactive

Physical activity is a recommended treatment for people living with chronic pain.'® The
benefits of exercise are summarized in Figure 7 below.

Based on the individual's needs, preferences and capabilities discuss possible activity
interventions and choices regarding suitable activities3®

Activity management interventions delivered by psychologically-informed clinicians and
underpinned by a values-based approach and pain science education may encourage
greater activity engagement, improving person-centred outcomes.

The following approaches should be used to improve adherence to activity and exercise
interventions®:

supervised exercise sessions

individualised exercises in group sessions

addition of supplementary material

provision of a combined group and home exercise programme

Reassure the individual that pain can be thought of as a protective system rather than
an indicator of damage.

Establishing barriers to activity or movement is important and addressing these will lead
to improved outcomes.

@)
@)
@)
@)
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e Acknowledge it can take practice to regulate activity and find a balance between over
and under activity.
o Prioritise activity - prioritise what activities matter most
o Plan activity - plan what do and when. Consider the activity and what is required.
Break up activity into manageable steps
o Proceed with activity - carry out the plan and be prepared to adapt it.
Acknowledge you might not be able to complete it as initially planned and have
different options to fall back on
e Pacing can gradually help someone manage daily activities in a way that’s right for
them, while reducing the risk of flare ups. Pacing can help because it allows someone to
do things within their limits. This can help re-train the nervous system to be less
protective.

Figure 7: The Benefits of exercise
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Resources:

¢ Avideo from Dr. Tim Williams on Pacing Skills: Developing patients' pacing skills - Live
Well with Pain

e The Pain Toolkit includes lots of information about Chronic Pain. Within the ‘tools’
section there are further videos on pacing and rest.

e A step by step guide to pacing and goal setting can be found here: Pacing and goal
setting

e \ersus Arthritis has various information leaflets and links to exercise for people with
arthritis.

¢ Additional resource: Pacing from a lived experience perspective

8.10 Goals

Goals can help people living with chronic pain to regain the confidence to move towards
doing more of their valued activities.

Relationship between pain and goals

e Goals provide milestones on the journey which can help with motivation and
achievement.

e Some people may struggle to set goals as they can initially be difficult to identify.

Potential strategies:

e Person Centred - Goals need to be person centred to be more effective and should be
generated by the person working towards the goal

e Values based - Choose goals or targets related to what is important to the person

e SMART (IES) - Specific, Measurable, Achievable, Realistic and Timed (Independent,
Enjoyable/or Satisfying)

e Action - Goals should target an action rather than a result e.g. being fitter is a result,
walking to the shop and back is an action.

e Create an action plan - A series of goals put together to reach a longer term/ bigger goal

e Break down - Break down goals into achievable steps

e Easy start - Start with the easiest step

e Reward - Identify meaningful rewards that can be used

e Reassess - Regular reassessment of goals to modify when required to make more
achievable or more of a challenge.

Resources:

e Pain management and goal setting

e Setting goals and getting active - Live Well with Pain

e Pacing and Goal Setting - Pain Management - painHEALTH (uwa.edu.au)
e Healthtalk

e 12 Quick Tips for Setting Goals with Chronic Pain — Northern Pain Centre
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Re-engaging with meaningful activity

Martin, a 50-year-old male, presented with widespread pain. He was prescribed liquid
morphine, co-codamol and amitriptyline with limited benefit. A recent MRI scan of the whole
spine and pelvis was normal for age. On assessment, he presented with significant health
anxiety on a background of previous trauma. He was experiencing significant social stress
including past bereavement, terminal illness within the family and job insecurity. Pain had a
significant impact on quality of life, sleep and relationships with family and friends.

Discussion and guided reflection (through pain education) helped develop an understanding
of the connection between current life experiences, stress, distress and heightened
sensitivity of the pain system. This reduced the belief that pain meant injury to the body thus
reducing health related anxiety.

Support focussed on activities that mattered to him, including time with his children and re-
engaging in hobbies, in combination with pacing, self-care, sleep hygiene and relaxation.

To address the significant psychological distress and anxiety, an interdisciplinary team
approach was implemented. A review of his case with the Psychological Therapies team,
resulted in mental health support being tailored to his individual needs. Face-to-face
sessions were arranged as he did not feel comfortable with group or telephone
consultations. Third sector social support was also offered.

The outcome was that he re-engaged with valued activities and had greater understanding
of the multifactorial nature of his pain. He was no longer seeking a medical diagnosis, and
felt a significant reduction in health anxiety. Over time, he stopped his pain medication and
engaged with mental health services.

Practitioner reflection

In individuals experiencing nociplastic pain, who have high psychological distress or
previous trauma and low support/resilience, then caution is advised when prescribing
opioids and other dependence forming medications, due to the risk of tolerance,
dependency and addiction.

8.11 Nutrition

A healthy diet, focusing on the quality and variety of foods eaten, ensures the body gets the
essential nutrients it needs to function at its best.

Relationship between pain and nutrition:

e For people living with pain, nutrient-rich foods can support overall health and may also
play a role in managing pain levels®’.

e Limited/reduced mobility and functional strength can affect a person’s ability to shop,
cook and prepare meals

e Comfort eating and/or lack of meaning around mealtimes can lead to low quality diet

e Lack of sleep can result in irregular eating habits
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Potential strategies:

Consider providing advice for healthy eating.

o Incorporate fruit and vegetables into the daily food intake to support overall
health. These can be fresh, dried, tinned, or frozen as all offer nutritional
benefits.

o Include good quality fats in die such as omega-3 fats from oily fish, e.g. salmon or
mackerel, to meals, or plant-based sources like walnuts, chia seeds, flax seeds or
edamame. Extra virgin olive oil can be used for cooking and salad dressings.

o Reduce ultra-processed foods which are typically high in salt, sugar and
saturated fat. Try to cut back on highly processed foods like chips, sugary
snhacks, fast food and ready meals.

o Include plenty of fibre in diet - fibre keeps the digestive system healthy and
supports gut health. Fibre helps to prevent constipation which is a common side
effect of medicines commonly prescribed for pain, including opioids. Increase
fibre intake by consuming more vegetables, wholegrain options and legumes
such as lentils, beans and pulses

Stay hydrated - dehydration can cause constipation, and affect wound healing. Aim for
six to eight glasses of water a day, and try to drink regularly, not just when feeling thirsty
There is insufficient evidence of benefit from dietary supplements in chronic pain, such
as vitamin D, glucosamine or chondroitin'6:38

Resources:

Nutrition and Chronic Pain - International Association for the Study of Pain (IASP)
Nutrition and pain - Live Well with Pain

8.12 Flare-ups

A flare up is a temporary increase in pain intensity. They can last a few days, weeks or
sometimes longer.

Relationship between pain and flare-ups

Flare-ups can occur without warning, often with no set pattern and can feel worrying,
overwhelming and difficult to cope with.

They are temporary, and it may not always be possible to identify the cause.

They are a common experience in persistent pain and are multifactorial, often due to
changes in sensitivity of the nervous system and not necessarily an indication that
things are getting worse.

Potential strategies:

Each of the non-pharmacological management strategies may be utilised to reduce the
impact of a flare up and promote recovery.
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e Personalise advice / strategies to determine the most appropriate approach for the
individual.
e Provide flare up top tips:

Actively listen and validate the individual’'s experience.

Provide reassurance that flare-ups are common, manageable and will settle.
Encourage the individual to be prepared. Creating a flare-up plan when pain levels
are manageable can help build confidence at times when pain is more severe.
Encourage movement, activity and rest.

o Increases in pain may increase fear and avoidance of movement so reduce
levels of activity. However, maintain gentle movement during a flare up and
gradually return to usual activities as pain subsides

Encourage as much independence as possible (e.g. dressing, getting food
shopping), but encourage the individual to seek support or help if needed.
Support self-care and self-kindness.

o Make space and time for things that they find relaxing, provide enjoyment and
happiness.

o Consider use of relaxation or mindfulness

Consider thoughts and emotions: Flare ups often generate negative or unhelpful
thoughts. Feeling low, anxious, frustrated and overwhelmed are common. Helpful
strategies in managing thoughts and emotions can be found in the links below and in
our section on Thoughts and Emotions

Resources:
e NHS Inform: Coping with a flare up of chronic pain
e Livewell with pain

e Recovering from a persistent pain 'flare' - Living Well with Pain

e Pain Toolkit

8.13 Maedication

Please see Chapter 9: Benefits and limitations of treatment with medication

8.14 Group consultations for chronic pain

Group consultations are a way to bring together individuals for support with long-term
conditions, helping them to better manage their own health and share their experiences and
learning.

Peer support interventions should be considered as part of the holistic and individualised
management for people with chronic pain.3°
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While a traditional medical consultation is approximately 10 minutes, group consultations
can run for around 90 minutes and allow up to 12 participants to spend more time with their
healthcare team — and each other. The sessions are generally led by a facilitator, who could
be any member of the practice team, with medical or therapeutic input from the appropriate
clinicians or allied health professionals.

They foster a sense of community between the individual and their care team, allowing
everyone to learn from each other in a safe and secure setting.

Why would group consultations be suitable for chronic pain?
e Short consultations often lead to short term solutions such as firefighting, ineffective
medications and inappropriate polypharmacy.
e Group consultations allow more time with individuals which can create the space to:
= Validate their experience
= Give people time to feel heard
» Participants share their experiences and feel less alone
Deliver pain neuroscience education
e Group consultations consider the whole person including non-pharmacological
options.
¢ Allocate time to share techniques that can improve their experience of pain including
breathing techniques, mindfulness and safe movement.

Table 3: Summary of recommendations: Non-pharmacological approaches to manage pain

Our recommendations Strength of
recommendation
Explore people’s preferences and choices for self- Good Practice Point

management, due to the importance of this in managing
chronic pain’®.

Clinicians should offer non-pharmacological resources and |Good Practice Point
services to develop a personalised plan, which may include
pharmacological management

Physical activity should be advised as a recommended Strong
treatment for people living with chronic pain®

The following approaches should be used to improve Strong
adherence to activity and exercise interventions®:
o supervised exercise sessions
o individualised exercises in group sessions
o addition of supplementary material
o provision of a combined group and home exercise
programme
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Consider CBT for insomnia as an effective management
strategy3®

Good Practice Point

Consider providing sleep hygiene advice and reminding
individuals that changes in sleep habits can take time to
develop

Good Practice Point

Support person-centred goals in management of chronic pain
which are specific, measurable, achievable, realistic and
timed (SMART)

Good Practice Point

Consider providing advice for healthy eating and hydration?’.

Good Practice Point

Psychological therapies (cognitive behavioural therapy (CBT)
and acceptance and commitment therapy (ACT) should be
considered for adults experiencing chronic pain, depending
on individual preference?®. These should be delivered by
appropriately trained professionals?®.

Strong

Consider offering Mindfulness based approaches to manage [Strong
pain for individuals who express a preference for this3'.
Peer support interventions should be considered as part of Strong

the holistic and individualised management for people with
chronic pain®.

Consider utilising local social prescribing and community
resources to develop social networks and connections

Good Practice Point
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9. Benefits and limitations of treatment with medication

9.1 Introduction

Jennifer’s account of living with and managing chronic pain

“I have been suffering from chronic pain since 2014. | had an operation on my back about
ten years ago, as | had benign tumours on my hips and neck. Five years ago, | had a spinal
leakage, and then had sepsis and meningitis and was in and out of hospital many times. |
was in chronic pain all throughout my illness, which includes fibromyalgia, and was on
constant painkillers. For almost three years | was taking high dose opioids.

It feels like | actually lost three years of my life as | was spending up to 19 hours a day in
bed. | lost interest in everything and just couldn’t do anything. | was in constant pain, even
with the pain medicines, and | wasn'’t able to go out.

| was referred to the Pain Team and they greatly helped me to manage and reduce my
medication. | feel now that | am getting part of my life back. | am still in pain, but | was also
in pain when | was on the high doses of opioids. If | have a bad day now, | will rest but when
| feel a bit better, | try to get dressed and go out.

| take pride in my appearance again. | now feel better in myself as | was very low in spirit,
when | was very ill and on the maximum pain medicines. | feel as though | am part of my old
self again and look forward to making things better.

| am still not free from chronic pain, but | feel very grateful for the help of the doctor and
Pain Team to help me feel as well as | can possibly be. It took a lot of determination to
reach this point, but | feel a lot better now that | have reduced my medication. | am less tired
and have more energy. | feel like a new person now.”

How our understanding of medicine use in chronic pain is changing
The use of analgesics in chronic pain is changing, as more evidence is available:

e about longer term risks and harms
e what groups of medicines can be used for different indications/conditions
¢ the benefits of non-pharmacological treatments

A summary of treatment options and indications is included alongside this guide as a
supporting document (based on that of NHS Fife).

Numbers Needed to Treat (NNT)

This guide intends to be a practical tool to help prescribers decide when it is appropriate to
initiate and continue medicines for people with chronic pain. In some circumstances it may
be appropriate to discontinue treatments. Presentation of the number needed to treat (NNT)
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for a range of medicines is a tool that prescribers may use to aid discussions with
individuals

The NNT is defined as the expected number of people who need to receive the intervention
(be it a medicine, treatment, change) rather than the comparator intervention for one person
to either incur or avoid an event in each time frame. An NNT of 10 can be interpreted that
one additional (or less) person will incur an event for every 10 participants receiving the
experimental intervention rather than control over a given time frame. This is referred to as
the NNT to benefit.

For more information on NNTs please see Appendix I.

9.2 Important benefits and risks of treatment

General

Numbers needed to treat (NNTs) in the management of chronic pain may appear
relatively low, e.g. NNT for gabapentin for managing fibromyalgia is 5.4. However, this
means that for every one person with reduced pain intensity, there are four to five
people who receive no benefit, with increased risk of adverse effects. Ineffective
medication should be safely stopped.

Clinicians should have honest conversations with people at the onset of prescribing
about the limitation of medication in the management of chronic pain

Opioids, gabapentinoids and antidepressants are associated with a risk of
dependency.*?,4! Individuals should be made aware of these risks on initiation and
supported to withdraw these medicines as appropriate

Clinicians should be aware of the possibility that some individuals may present with
‘drug seeking behaviour’, due to the potential for addiction and withdrawal reactions
from gabapentinoids, opioids and antidepressants

There are potentially fatal interactions between medicines that cause central nervous
system (CNS) depression, particularly opioids, gabapentinoids and benzodiazepines

Medication effectiveness

Total eradication of pain is unlikely, and evidence reviews frequently consider an
intervention effective if it reduces pain by 30%° to 50%.42

There is a high placebo effect, highlighting that biopsychosocial effects are contributory
factors in pain management. For example, a Cochrane review showed pregabalin
300mg daily reduced pain intensity by 30% in 47% of patients, but the placebo was
similarly effective in 42% of patients.*

It is important to not only assess the impact of medication on pain levels, but also
consider their effect on physical function, mental health and emotional factors (e.g.
mood, anxiety, sleep, social and sexual function).
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9.3 Paracetamol

Indications and effectiveness

Efficacy is clear in acute situations with an NNT of 3.8 for 50% pain relief with a single

1000mg dose. It is less clear in chronic pain depending on the condition.

e Clinicians should be aware that paracetamol does not significantly improve pain or
function in osteoarthritis in short term (three to six months) or intermediate term (more
than six months)*

e Current guidance notes paracetamol should not be used as sole therapy for chronic
backpain'®.17:43 sciatica (lumbar radiculopathy)'’43 or osteoarthritis** but may be
considered in conjunction with NSAIDs

e Evidence showed showed that it has no additional benefit in improving osteoarthritis
pain, quality of life or physical function compared with placebo*S. However, it is
recognised that some people cannot use NSAIDS. Therefore it was noted there were
some circumstances where it may be used as a sole agent.

e There are unlikely to be new large-scale trials with paracetamol. It is widely available

over the counter (OTC) and as such individuals can be dismissive of its benefits before

trialling. Pragmatically, for longer term pain conditions it may be worth trialling and

assessing impact on pain relief and/or function. There are no strong recommendations

for regular or ‘as required’ dosing and this should be assessed at individual level of
benefit. Similarly, whilst there is no specific evidence to support, it may help minimise
opioid load and could be prescribed alongside opioids either in combination or as
individual products.

e Good Practice Points:

¢ |n persistent pain a two-to-four-week trial of regular paracetamol dosing three to four

times daily can be used to assess efficacy

¢ Individuals can determine whether regular use or when required use suits their pain

management most.
e Regular use may support reduced use of opioids.

Risks and harms

e Paracetamol is generally safe in appropriate doses although adverse reactions such as
gastrointestinal (Gl) bleeds and decreased renal function have been identified, linked to

possible prostacyclin mode of action*6. More research is needed.

e Standard dosing of a healthy average weight adult in the UK is 500-1000mg every four

to six hours (4 grams per 24 hours)

o Dosing should be reduced in people with low body weight (>33kg to <50kg) and

in those over 50 kg with risk factors for hepatotoxicity
o Risk factors include:

e excess alcohol consumption

e concomitant medicines that induce liver enzymes (e.g. carbamazepine, St

John’s Wort)
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o those likely to have reduced glutathione levels (eating disorders/cystic
fibrosis/HIV)

o the frail and/or elderly - some clinicians prefer to limit dose per
administration in the frail elderly over 75 years to 500mg as a single dose
and a maximum of 2g daily. Check your local guidance.

Individuals should be aware that other medicinal products may contain paracetamol and
lead to inadvertent excess dosing e.g. cough and cold preparations. The total daily dose of
paracetamol across all products should not exceed 4g.

Table 4: Summary of recommendations: paracetamol

Our recommendations Strength of recommendation

There is no evidence to support the use of Strong
paracetamol in osteoarthritis, chronic back pain
or sciatica (lumbar radiculopathy)'6:17.43:45,

Paracetamol could be considered in Conditional
osteoarthritis with an NSAID, recognising that
some people cannot use NSAIDs and therefore
sole use could be considered*®

A two-to-four-week trial of regular paracetamol | Good practice point
could be considered in chronic pain to assess
efficacy

Paracetamol dosing should be reduced in Strong
people with low body weight (>33kg to <50kg)
and in those over 50 kg with risk factors for
hepatotoxicity*’

9.4

Non-steroidal anti-inflammatory drugs (NSAIDs)

Indications and effectiveness
Oral NSAIDs
e Generally

60% of people will respond to any NSAID. Others will respond to one NSAID more
than another

Analgesic effect starts with the first dose and full analgesic effect occurs after one
week, whereas anti-inflammatory effect is evident after three weeks.

If there is no response within the expected timeframe, there should be a change of
NSAID#,

NNTs vary from 2.4 (ibuprofen 400mg) to 3.0 (naproxen 550mg) -to obtain 50% pain
relief in acute pain, based on dental abscess pain*®, over 4-6 hours

Fibromyalgia®: NSAIDs cannot be considered as useful in the management of
fibromyalgia due to very low-quality evidence.
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¢ NSAIDs (non-selective and selective) should be considered for short term (less than six
months) use in those with osteoarthritis and inflammatory arthritis*4.

e Osteoarthritis: NSAIDs should be considered in the management of pain in individuals
with hip or knee osteoarthritis with paracetamol (1,000-4,000mg/day) in addition to non-
pharmacological treatments.*5,5

e Low back pain and sciatica (lumbar radiculopathy):

e SIGN 2025 notes that evidence for the use of NSAIDs for chronic lower back pain is
inconsistent and the certainty of evidence was insufficient and therefore could not
make a recommendation for or against use of NSAIDs in chronic low back pain*4.

e There is low certainty of evidence that NSAIDs may provide small effect on chronic
low back pain®2.

¢ NICE states there is insufficient evidence for and against the use of NSAIDs in
sciatica (lumbar radiculopathy), but there is increased risk of harm43

¢ Neuropathic pain (including post herpetic neuralgia): NSAIDs should not be used

Topical NSAIDs
e There was no difference in efficacy in a direct comparison of a topical NSAID with an
oral NSAID®3,
Topical NSAIDs could be considered in chronic musculoskeletal conditions, particularly
in individuals who cannot tolerate oral NSAIDs.
Osteoarthritis:

o Offer a topical NSAID to people with knee osteoarthritis*4,' and hand

osteoarthritis®® although evidence is limited to six to 12 weeks follow up.
o Consider a topical NSAID for people with osteoarthritis that affects other joints*®.

Risks and harms of oral NSAIDs
Gastrointestinal (Gl):
o There are risks associated with long-term use
o These effects are systemic rather than local. Therefore, use of enteric-coated
preparations are generally not beneficial*®
o Gl adverse effects are variable between different NSAIDs:
» highest risk: piroxicam, ketoprofen
» intermediate risk: indomethacin, diclofenac, naproxen
lowest risk: ibuprofen4?
o COX-2 inhibitors (e.g. etoricoxib, celecoxib) have lower risk of upper Gl events,
but these are negated if low dose aspirin is taken
o If NSAIDs are required in those at risk (e.g. history of peptic ulcer disease or
gastrointestinal bleeding, aged over 65 years, dual antiplatelet, with
concurrent corticosteroids, combination with selective serotonin reuptake
inhibitors (SSRI)) Gl protection should be considered
e Renal impairment: NSAIDs should be avoided as the risk of renal failure is highest in
those with existing renal impairment®4. If necessary, use with caution for the shortest
time period and at the lowest effective dose. Note that the risk is higher when individuals
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are prescribed any three of metformin, NSAIDs, ACE inhibitors/ angiotensin-Il receptor
blocker (ARB), or diuretics (triple whammy).

e Bleeding

o high-risk combinations — gastrointestinal bleeding concomitant use of NSAIDs
and SSRlIs
o high-risk combinations - Use of combination antiplatelets/anticoagulants

Cardiovascular Risk

Individuals treated with COX-2 inhibitors may be at an increased risk cardiovascular issues,
such as angina pectoris, myocardial infarction, cerebral infarction, embolism and
thrombosis. COX-2 inhibitors are estimated to be associated with approximately three
additional thrombotic events per 1000 individuals per year in the general population.

Diclofenac is associated with cardiovascular risks that are higher than the other non-
selective NSAIDs and are similar to the selective COX-2 inhibitors.

Naproxen and low-dose ibuprofen (less than 2400mg daily) are considered to have the
most favourable cardiovascular safety profiles of all non-selective NSAIDs.

Do not prescribe COX-2 inhibitors, diclofenac, aceclofenac, or high-dose ibuprofen
(more than 2400mg daily) to individuals with:

o Ischaemic heart disease.

o Congestive heart failure (New York Heart Association [NYHA] classification

[-IV).

o Cerebrovascular disease.

o Peripheral arterial disease.

o Inflammatory bowel disease (COX-2 inhibitors only).

¢ Do not prescribe etoricoxib or high-dose ibuprofen to individuals with uncontrolled
hypertension (persistently above 140/90 mmHg).

Prescribe NSAIDs with caution to people with:

(0]

(0]

o O O O

cardiac impairment, or heart failure

impaired renal function

cerebrovascular disease

hypertension — NSAIDs may impair renal function

ischaemic heart disease

peripheral arterial disease

risk factors for cardiovascular events — for example, hypertension, hyperlipidaemia,
diabetes mellitus, and smoking

e Elderly/frailty: avoid use of NSAIDs wherever possible due to increased risks of adverse
effects®
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e NSAIDs are cautioned or contra-indicated in people with asthma, depending on their
previous history of NSAID use, as they may worsen asthma symptoms®5.

Risks and harms of topical NSAIDs

e Local adverse effects (mostly mild skin reactions) were more common with topical
NSAIDs compared with placebo or oral NSAIDs. There was no increase in serious
adverse events.

e Gl adverse effects with topical NSAIDs did not differ from placebo but were less frequent
than with oral NSAIDs53.

e Topical NSAIDs can be used in renal impairment, although deterioration of renal function
has been reported after topical use.

Table 5: Summary of recommendations: NSAIDs

Our recommendations Strength of
recommendation
NSAIDs (non-selective and selective) should be considered | Conditional

for less than six months use in people with osteoarthritis and
inflammatory arthritis*4.

Assessment of risk of gastrointestinal bleeding and Strong
cardiovascular issues should be undertaken before initiating
NSAIDs (both non-selective and selective)*?

Consider offering a topical NSAID to those with knee and Conditional
hand osteoarthritis (and other joints affected by
osteoarthritis)®?

9.5 Opioids

Indications and effectiveness
Summary:

e Opioids should not be considered routinely for people with chronic non-malignant
pain. In carefully selected individuals, when other therapies have been fully explored,
opioids can be considered for short-term treatment (up to three months), if it is
considered that the potential benefits outweigh the risks of serious harms such as
addiction, overdose and death®: 51,56, 57, 58, 59, 60, 61, 62,

e The benefits of opioids in chronic pain are limited to lower doses for short to medium-
term treatment (less than three months).

Generally:

e Prescribers should consider the risks and harms against the benefits of taking opioids59
¢ Individual review is recommended within four weeks of starting opioid treatment or
sooner if required63.
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Individuals should be informed that if pain remains severe despite opioid treatment, this
indicates that the opioid is not working and should be stopped, even if no other
treatment is available®*.
The frequency of review once the opioid regimen is established depends on individual
factors, but should be at least, annually®® to identify possible harms and consider the
effectiveness of treatment
All people on an opioid should have a review of their treatment, prioritising individuals
prescribed more than 50mg morphine equivalent dose (MED), who should be reviewed
at least annually to consider ongoing effectiveness and potential harms, due to lack of
evidence to support long-term use®36566 See Appendix C for dose equivalence table.
Higher doses of opioids have a greater risk of serious harm with no additional benefit:

o 50-100mg MED, has a four times higher risk than less than 50mg MED

o Greater than 100mg MED has a nine times higher risk

o Serious harms include inappropriate opioid use, overdose and death, increased

risk for falls and major trauma, and increased likelihood of road accidents®3

Due to tolerance developing, the analgesic effect of opioids lessens over time and
individuals require higher doses to maintain the same level of pain relief67.63.68
If a change from one opioid to another is required, the relative potency should be
accounted for and dose equivalence charts used (see Appendix C). Particular caution is
required with fentanyl due to its high potency.
There is some evidence for intermittent use of weaker opioids on a when required basis,
especially if a particular activity/scenario causes a flare-up of pain. Note that this should
not include regular prescribing of preparations such as co-codamol 30/500 with
directions of two tablets four times daily when required.

Morphine:

Individuals should be considered as opioid non-responsive if 20mg of immediate-release
morphine does not reduce pain intensity

As there is no evidence of difference in pain control between opioids, morphine is the
preferred cost-effective option'”

As more evidence is available, the accepted upper dosage limits are being reviewed
and reduced. Current recommendations indicate the upper dosage levels should be less
than 50mg to minimise longer term risks and adverse effects, and previous upper limits
of 90mg to 120mg should be reviewed

It is good practice to not prescribe more than 90mg/day MED without seeking advice
from prescriber specialising in pain

It is good practice to use extreme caution when prescribing more than 120mg/day MED
due to the risk of harm substantially increasing at these doses®3 Please note this does
not apply when prescribed in palliative care and post-operative care

76



Tramadol:

Has high potential for drug interactions. A MHRA Drug Safety Update highlighted the risk
of increased International Normalised Ratio (INR) when warfarin and tramadol are used
together, with a risk of major bruising and bleeding which could be life-threatening.

It is good practice not to combine with other opioids for mild to moderate pain

One study considered tramadol as suitable for neuropathic pain®, however another
found no significant difference between it and placebo®’

Tramadol and paracetamol combination product are not recommended by the SMC for
use within Scotland for the symptomatic treatment of moderate to severe pain.

Other opioids

Transdermal buprenorphine or fentanyl could be an option for treatment when there are
reasons prohibiting oral administration.

Fentanyl:

other analgesics and other opioids for non-malignant pain should be trialled before
prescribing fentanyl patches

due to the potency of fentanyl the use of transdermal patches is contra-indicated in
opioid-naive individuals

the use of immediate release fentanyl is not recommended as it is restricted for use for
the management of breakthrough pain in adults using opioid therapy for chronic cancer
pain, when other short-acting opioids are unsuitable

is suitable in renal impairment and use with caution70

Buprenorphine:

is an alternative for those with renal dysfunction (even severe)

patches are available in several brands. They are available in different strengths and are
not all interchangeable therefore buprenorphine patches should be prescribed by brand
name

patches are not appropriate for individuals with acute pain and those who need rapid
dose escalation

Seven-day transdermal patches (5 to 20 micrograms) should be prescribed in line with
SMC restriction: For use in elderly individuals (over 65 years) for the treatment of non-
malignant pain of moderate intensity when an opioid is necessary for obtaining
adequate analgesia

Oxycodone:

requires dose adjustment in renal impairment
oxycodone and naloxone combination prolonged released tablets are not recommended
by SMC
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Risks and harms
¢ Risks can be categorised by the timescale on which they may be seen, although some
can occur in any timeframe.
o Short-term:

drowsiness, dizziness, confusion
constipation, nausea/vomiting
respiratory depression

o Long-term:

dependence and addiction, even at therapeutic doses, following prolonged
use (longer than three months)*°

may adversely affect the immune system (immunosuppression)”’

increased risk of myocardial infarction and cardiovascular revascularisation”"
hyperalgesia’® — which is increased pain sensitivity

adrenal insufficiency

sexual dysfunction, fatigue and decreased levels of testosterone (in men and
in women)73.74

o Additional factors to consider during any timeframe:

risk of overdose, problematic substance use, dependence, diversion
interactions with other CNS depressant (such as anticonvulsants,
benzodiazepines, gabapentinoids), with increased risk of respiratory
depression and overdose’>76. 77

Increased fracture risk

¢ Individuals who require particular consideration to minimise the risk of harm include:

History of problem substance use
Renal impairment

Recently discharged following surgery
Older/frail

e The risks of dependence are increased in individuals with current or history of problem
substance use (including alcohol) or mental health conditions (for example, major
depression). Additional support and monitoring may be necessary when prescribing for
individuals at risk of inappropriate opioid use.*°

In 2014, the Medicines and Healthcare products Regulatory Agency (MHRA) highlighted the
risk of inadvertent exposure to fentanyl patches, emphasising the need for providing
information to patients and caregivers regarding the safe handling of patches and safe
disposal of used and unused patches.

Prescribers should consider the adverse effects against the limited long-term benefits, as
there are few trials examining the efficacy of long-term opioid use (=3 months) in those with
chronic pain. There are limited numbers of studies of variable quality which demonstrate
long-term efficacy®°:63.65,
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Mitigation of harms and reduction of known adverse effects

Laxatives:

e Constipation is common even with low dose weak opioids. Laxatives should be
considered when initially prescribing opioids, with a stimulant and softener being first
choice, and continued if necessary on a regular basis.

Naloxone:

e Respiratory depression can occur, either with acute higher doses, or lower doses in at
risk individuals. Naloxone is commonly used in substitution therapy, however its use to
mitigate against respiratory depression in general medicine is an emerging area of
understanding

e Prior to prescribing naloxone, other means to reduce the risk of respiratory depression
should be employed. This may include medication review, to reduce opioid dose or
deprescribing of other medications which contribute to the risk (see polypharmacy triple
whammy section later)

¢ Clinicians should consider prescribing naloxone for those prescribed an opioid and who
may be at risk of an opioid overdose’®.: Take-Home Naloxone Programme is available
across all boards in Scotland.

Table 6: Summary of recommendations: opioids
Our recommendations Strength of
recommendation
Opioids should not be considered routinely for people with Strong

chronic non-malignant pain. In carefully selected individuals,
when other therapies have been fully explored, opioids can
be considered for short-term treatment (up to three months),
if it is considered that the potential benefits outweigh the

risks of serious harms such as addiction, overdose and
death16.5156,57,58,59,60,61,62

Prescribers should consider the adverse effects against the | Strong
limited long-term benefits, as there are few trials examining
the efficacy of long-term opioid use (=3 months) in those
with chronic pain®.96.

Individual review is recommended within four weeks of Conditional
starting opioid treatment or sooner if required. The
frequency of review once the opioid regimen is established
depends on individual factors, but should be at least
annually to identify possible harms and consider the
effectiveness of treatment3.

All people on an opioid should have a review of their Conditional
treatment, prioritising individuals prescribed more than 50mg
morphine equivalent dose (MED), who should be reviewed
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at least annually to consider ongoing effectiveness and

potential harms, due to lack of evidence to support long-
term use'6:5156.57,58,59,60,61,62,65,66

Do not prescribe more than 90mg/day MED without seeking | Good practice point
advice from a prescriber specialising in pain management.

Use extreme caution when prescribing more than Good practice point
120mg/day MED due to the risk of harm substantially
increasing at these doses (excluding palliative care)

Exercise caution when changing from one opioid to another, | Good practice point
especially fentanyl due to its high potency.

Clinicians should consider prescribing naloxone for those Good practice point
prescribed an opioid and who may be at risk of an opioid
overdose.

9.6

Antidepressants

Indications and effectiveness

Recent SIGN evidence review only notes evidence for duloxetine’® 89, as the small study
sizes for other antidepressants do not provide sufficient evidence to make an analysis of
the outcomes. A lack of unbiased, high-quality evidence does not necessarily indicate
evidence of no benefit.

Duloxetine

Clinicians may consider a trial of duloxetine 60mg in people with chronic primary pain
(including fibromyalgia, neuropathic pain and musculoskeletal) which is not
adequately managed by analgesics, 798081 noting that:

o the licensed indication is diabetic neuropathic pain’®.8°

o other guidelines consider it appropriate to try/consider unlicensed use in non-

specific and neuropathic symptoms in lower back pain and fibromyalgia

To minimise the risk of side effects, especially nausea, it is good practice to start
duloxetine at a lower dose of 30mg daily for two to four weeks before increasing to
60mg
Review effectiveness and tolerability of duloxetine at four weeks and discontinue if
there is no improvement in pain relief, physical function or subjective improvement. It
is good practice to gradually reduce.

Table 7: NNT/ NNH for use of antidepressants in chronic pain

Medication Indication NNT NNH"
Duloxetine (50% pain | Chronic primary 71 7
intensity reduction pain

with 60mg daily)
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Tricyclic antidepressants (TCA)

e Recent evidence review is not conclusive for or against the use of TCAs in chronic
pain’®,

e Other guidelines do consider the use of TCAs in chronic neuropathic pain, and clinicians
should consider each person and their individual circumstances and chronic pain
experience'7.6981,

e Taking TCAs at evening mealtime rather than bedtime might address the problem of
people being unable to initiate sleep and reduce fatigue the following morning??

e Due to risk of side effects, especially sedation, it is good practice to start amitriptyline at
a lower dose of 10mg daily and an alternative TCA could be considered to reduce side
effects

e TCAs should be used with caution in the older adult or in frailty due to anticholinergic
effects and risk of falls®?

e TCAs should not be used for the treatment of lower back pain8183

Selective Serotonin Reuptake Inhibitors (SSRI)

e There is no high-quality evidence to support the use of other antidepressants (such as
fluoxetine, paroxetine and citalopram) in the management of chronic pain. Historically
they have been used, although unlicensed’”.

e There are potentially serious side effects of prescribing tramadol with an SSRI, such as
serotonin syndrome.

Concomitant depression

Optimise antidepressant medication where possible in those with concomitant chronic pain
and depression, rather than prescribe additional antidepressant medication8. Combinations
(e.g. SSRI with mirtazapine or trazodone, or SSRI and TCA) should be considered carefully
(see Quality prescribing for antidepressants: a guide for improvement 2024 to 2027) to
mitigate against the risk of adverse drug effects and should prompt consideration for
specialist review.

Antidepressant good practice points

When an antidepressant is used to manage chronic pain, the individual should understand
that these medicines may help with quality of life, pain, sleep, psychological distress, even
in the absence of a diagnosis of depression.

Risks and harms
e Suicidality with increased risk of suicidal thoughts and acts, particularly in adolescents
and young adults 18-21 years®®
e Suicide and self-harm rates tend to be higher when antidepressants are started or
stopped
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¢ Individuals should be warned of this potential adverse effect during the early weeks

of treatment and know how to seek help if required

e Switching antidepressants may be a marker of increased risk of suicidal behaviours

in those aged 75 years and over8®
e QT prolongation
e Serotonin syndrome
¢ Increased anticholinergic burden, particularly TCAs
¢ Inhibition of cytochrome enzymes — pharmacokinetic interactions

Table 8: Summary of recommendations: antidepressants

Our recommendations Strength of
recommendation

A trial of duloxetine 60mg may be considered in people with | Conditional
chronic primary pain (including fibromyalgia, neuropathic
pain and musculoskeletal) which is not adequately managed
by analgesics’®,2°, noting that
¢ the licensed indication is diabetic neuropathic pain
¢ side-effects can be reduced by starting at lower dose
of 30mg
e other guidelines consider it appropriate to try/consider
unlicensed use in non-specific and neuropathic
symptoms in lower back pain and fibromyalgia

Review effectiveness of duloxetine after four weeks and Good practice point
discontinue if there is no improvement in pain relief, physical
function or subjective improvement. It is good practice to
reduce gradually.

SIGN 2025 evidence review is not conclusive for or against | Good practice point
the use of TCAs in chronic pain’®,

Other guidelines do consider the use of TCAs in chronic
neuropathic pain, and clinicians should consider each
person and their individual circumstances and chronic pain
experience.

TCAs should not be used for the treatment of lower back Good practice point
pain

There is no high-quality evidence to support the use of other | Good practice point
antidepressants (such as fluoxetine, paroxetine and
citalopram) in the management of chronic pain. Historically
they have had a place in management, although unlicensed.

Optimise antidepressant medication where possible in those | Good practice point
with concomitant chronic pain and depression, rather than
prescribe additional antidepressant medication.
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9.7 Anticonvulsants

Indications and effectiveness

Anticonvulsants could be considered to manage neuropathic pain (see Table 9)

Much of the trial data for the effectiveness of gabapentinoids is limited to 12-16 weeks
duration#?

Gabapentinoids should not be used in low back pain, sciatica (lumbar radiculopathy)
and spinal stenosis®®

Gabapentin or pregabalin could be considered for individuals with the specific conditions
of post herpetic neuralgia or painful diabetic neuropathy4244.

Gabapentin or pregabalin could be considered for individuals with fibromyalgia, although
this is unlicensed*4.

Good practice point: Evidence indicates maximal dose of pregabalin 600mg
daily/gabapentin 3600mg daily to achieve 30-50% pain intensity reduction)?*?,88 but if
tolerated, minimum effective dose should be used

Carbamazepine could be considered for trigeminal neuralgia, but individuals should be
advised of adverse drug effects and interactions87

Review effectiveness of gabapentinoids or carbamazepine after 4-6 weeks of therapy
and discontinue if ineffective

Good practice point: there is limited place in chronic pain therapy for other
anticonvulsants and they should not be started in non-specialist settings

To minimise the risk of side effects with gabapentin and pregabalin, it is good practice to
start at lower doses and titrate to lowest effective dose

It is good practice that, prior to commencement, agreement is established between the
individual and clinician that prescribing is a trial and that if treatment is ineffective (or no
improvement in function), it will not be continued.
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Table 9: Numbers needed to treat and harm for gabapentinoids with 50% pain intensity
reduction (based on trial evidence)

Medication Indication NNT NNH
Gabapentin? Post herpetic neuralgia 842 8.6%2
doses up to 3600mg

daily®®

Gabapentin Painful diabetic neuropathy 5.942 8.642
doses up to 3600mg

daily®®

Gabapentin maximum Fibromyalgia 5.4 8.6

2400mg daily®®

Pregabalin Post herpetic neuralgia 3.9 »
600mg daily+?
Pregabalin Painful diabetic neuropathy 7.8 11
600mg daily+?
Pregabalin Central neuropathic pain 9.8 13.9
600mg daily4?
Pregabalin Fibromyalgia 11 11
600mg daily+?
Carbamazepine?89 Trigeminal neuralgia 1.7 2.1

(50% pain reduction)

Risks and harms

Prescribers and individuals should be aware there is a significant risk of adverse effects
with gabapentinoids, including drowsiness, dizziness, nausea, weight changes
(abnormal appetite), cognition, speech problems and ataxia®!,8
Adverse events lead to cessation of therapy in 18-28% of people*?81.86
Reduced renal function- requires dose reduction of gabapentinoids to reduce risk of
toxicity and side effects
o eGFRis frequently used to quantify the degree of renal impairment and is readily
available on laboratory results and clinical systems. However, the licenses for
gabapentin and pregabalin are based on creatinine clearance (CrClI) which
usually relies on manual calculation
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o Clinical calculators are available to support calculation for example,
MedicinesComplete — Calculators

Table 10: Maximum recommended dose for gabapentin based on renal function

CrCl ml/min’ Maximum recommended dose |Additional Info
(BNF)
50-79 600-1800mg daily in 3 divided
doses
30-49 300-900mg daily in 3 divided
doses
15-29 150-600mg daily in 3 divided 150mg dose to be given as
doses 300mg in 3 divided doses on
alternate days
<15 150-300mg daily in 3 divided 150mg dose to be given as
doses 300mg in 3 divided doses on
alternate days

‘Doses based on Creatinine Clearance (CrCl) and not eGFR

Table 11: Maximum recommended dose for pregabalin based on renal function

CrCl ml/min’ Maximum recommended dose (BNF)

30-60 Initially 75mg daily and maximum 300mg daily in 2-3 divided
doses

15-30 Initially 25-50mg daily and maximum 150mg daily in 1-2 divided
doses

<15 Initially 25mg once daily and maximum 75mg once daily

"‘Doses based on Creatinine Clearance (CrCl) and not eGFR

e Respiratory depression

Risk of severe respiratory depression noted with both gabapentin and pregabalin?®.77
¢ Individuals at higher risk who may require adjustments in dose or dosing regimen

include:

o compromised respiratory function, respiratory or neurological disease
o renal impairment

o those using concomitant central nervous system (CNS) depressants e.g. opioids,

benzodiazepines
o people older than 65 years
e Risk of foetal abnormalities

o MHRA noted findings from a study that showed that pregabalin, like some other

antiseizure medications, is associated with a slight increased risk of major
congenital malformations® if used in the first trimester.
o Advice for health professionals can be found here:

More research is required to define the pregnancy safety profile of gabapentln
Pregnant women and women of childbearing potential should be made aware of
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the lack of data for most pregnancy outcomes. Gabapentin should only be used
during pregnancy where benefits of treatment are considered to outweigh any
potential risks

Table 12: Summary of recommendations: anticonvulsants

Our recommendations Strength of
recommendation
Gabapentin or pregabalin could be considered for Conditional

individuals with the specific conditions of post herpetic
neuralgia or painful diabetic neuropathy*?,44.

Evidence indicates maximal dose of pregabalin 600mg Good practice point
daily/gabapentin 3600mg daily to achieve 30-50% pain
intensity reduction), but if tolerated, minimum effective dose
should be used*?,88,

Gabapentin or pregabalin could be considered for Conditional
individuals with fibromyalgia, although this is unlicensed*4.

Prescribers and individuals should be aware there is a Strong
significant risk of adverse effects with gabapentinoids,
including drowsiness, dizziness, nausea, weight changes
(abnormal appetite), cognition, speech problems and
ataxia®,%6.

Gabapentinoids should not be used in lower back pain, Strong
sciatica (lumbar radiculopathy) and spinal stenosis*3,8¢

Carbamazepine could be considered for trigeminal Conditional
neuralgia, but individuals should be advised of adverse drug
effects and interactions®”

Review effectiveness of any gabapentinoid/carbamazepine | Good practice point
after 4-6 weeks of therapy and discontinue if ineffective

86



High risk individual due to high dose opioid, polypharmacy and multiple co-
morbidities

A 55-year-old woman with complex regional pain syndrome, multiple co-morbidities and
with polypharmacy was identified for review by the Scottish Therapeutics Utility (STU) high
dose opiate search and the mental health ‘triple whammy’ search. She has asthma, sleep
apnoea, type 2 diabetes, ischaemic heart disease, depression and obesity (BMI 50kg/m?).
She is at high risk of opiate toxicity as she is prescribed 300mg of morphine daily and is
also prescribed a benzodiazepine, a Z-drug, gabapentin and pregabalin, two
antidepressants and an antipsychotic.

She has poor engagement with services and frequently does not attend appointments or
reviews. Following multiple attempts, she agreed to come in for a pharmacist medication
review. Her pain was assessed using the brief pain inventory and her pain scores and
functional impact scores were high. She was unsure if her pain medication was effective
and recognised that many symptoms that she was experiencing were due to side-effects of
medication.

Discussion was had regarding maximum recommended dose of morphine, the cumulative
effects of central nervous system medications and the risk of toxicity due to polypharmacy
and sleep apnoea. She was signposted to self-help resources and acknowledged the
importance of self-management in chronic pain.

Following this consultation she agreed to slowly withdraw her pregabalin. With the support
of the pharmacist this has now stopped. She has agreed a tapering plan for her morphine
and has currently reduced her total daily morphine dose by 60mg, to 240mg daily, and
plans to continue to reduce this. She has built a good rapport with the practice pharmacist
and is now engaging with the practice nurse to address other co-morbidities, including
control of her asthma and diabetes.

9.8 Other analgesics

Topicals

There are a number of topical agents including rubefacients and capsaicin products. They
may previously have had a role in therapy, but there is limited evidence for their clinical
value.

Topical Rubefacients

Indications and effectiveness

¢ Many rubefacients or counter irritants have been identified as items of low clinical value
and should not be prescribed on the NHS.
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Rubefacients are topical preparations that may contain nicotinate compounds, salicylate
compounds, essential oils, and camphor. They cause irritation and reddening of the skin
due to increased blood flow.

They have been used to relieve pain in musculoskeletal conditions, however this is not
supported by the most recent published evidence.

Menthol e.g. menthol in aqueous cream can give additional benefit, cooling the skin for
several hours. This is available in a variety of strengths.

Individuals can be signposted to non-pharmacological heat and cold therapies, such as
hot water bottles, microwavable wheat bags and reusable gel warmers, icepacks and
cooling gel packs.

Risks and harms

Adverse effects are usually limited to localised reactions such as dry skin, reddening,
burning sensations and contact dermatitis. Individuals may be advised to test on a small
area of skin first.

Capsaicin
Indications and effectiveness

Capsaicin products have a limited place in therapy®'. See licensed indications in Table
13.

Capsaicin reduces pain messaging to the spinal cord and to the brain, by desensitising
sensory (nociceptive) nerve fibres

Capsaicin is available as a cream or as a cutaneous patch (see Table 13 for licensed
indications).

Patch use is generally reserved to specialist clinics as there are specific application and
monitoring requirements.

Individuals may or may not feel the warming sensation on application and should be
advised this is not linked to efficacy of the product.

Table 13: Licensed Indications for use of capsaicin

Product Indication Dose NNT

0.025% Cream | Osteoarthritis Apply three to four | Not known

times daily not
more often than
every four hours

0.075% Cream | - Post herpetic neuralgia | Apply three to four | Not known

- Painful diabetic times daily not
neuropathy more often than
every four hours
8% cutaneous | - Peripheral neuropathic | Applied under 11-1292
patch pain specialist
supervision
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Risks and harms
With creams:
¢ Individuals should be advised to wash hands immediately after use and avoid hot
showers or baths just before application.
e Localised burning sensation if too much applied or applied too frequently.
e Some people report increased cough and they should be advised to report any
exacerbation of pre-existing asthma conditions.

Nefopam

Indications and effectiveness

e Nefopam is a non-opioid, centrally-acting analgesic. The mechanism of action is not well
understood. It is known to inhibit the re-uptake of neurotransmitters including serotonin,
noradrenaline and dopamine

e There is limited clinical evidence available for the effectiveness of nefopam in the
treatment of chronic pain as outlined in Scottish Government guidance on medicines of
low and limited clinical value

e Nefopam may be considered for specific individuals®3, when choice of alternative
analgesia is limited due to other co-morbidities e.g. people with renal failure.

o Particular caution should be used in adults who would be at elevated risk of
anticholinergic side effects e.g. older adults or in cognitive impairment.

e There is no evidence that nefopam is more potent than non-steroidal anti-inflammatory
drugs (NSAIDs), but is commonly associated with adverse drug reactions and is toxic in
overdose?3%4,

Risks and harms
e Common side-effects include: confusion, nausea, nervousness, urinary retention, dry
mouth, light-headedness. It is toxic in overdose.
¢ Nefopam scores two on the anticholinergic burden scale (ACB) therefore
sympathomimetic and antimuscarinic side-effects may be troublesome.
o Confusion and urinary retention are a particular problem in the elderly.
The side effects of nefopam can be cumulative with other anticholinergic medications see
Scottish Government Polypharmacy Quality Prescribing Guide [open for consultation from
30 June 2025 to 22 September 2025]).

Lidocaine plasters

Indications and effectiveness

e Lidocaine plaster use should be limited to licensed indications for pain relief.

e This is symptomatic relief of neuropathic pain associated with previous herpes zoster
infection (post herpetic neuralgia) in adults (see Scottish Medicines Consortium advice).
Its use is restricted to individuals who are intolerant of first-line systemic therapies or
where these therapies have been ineffective.
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e The place in therapy of lidocaine medicated plasters is currently unclear. Evidence
supporting both their licensed use in post herpetic neuralgia and in other unlicensed
indications is limited.

¢ NICE guidance on chronic pain does not recommend lidocaine plasters for treating
neuropathic pain.

Risks and harms

e Caution in use in severe renal impairment.

Medicinal cannabis

Indications and effectiveness

Cannabis-based medicinal products (CBMP) should not be prescribed for chronic pain due
to the low numbers of NNH (6) and the high number of NNT (24) %.

CBMPs have been shown in some systematic reviews to have a low to moderate effect on
chronic pain9%97. 98,99, 100,101,102,103,104. However, the studies included in these reviews have
often been considered low quality and the effect shown has not been considered clinically
important.

Risks and harms

Participants receiving CBMPs were more likely to experience side effects compared with
placebo. These included anxiety, attention disorder or deficit, confusion, delusions,
depression, suicidal thoughts, disorientation, dizziness, euphoria, falls, hallucinations,
mania, memory impairment, nausea, paranoia, sedation, diarrhoea and vomiting.

Although trials of CBMPs in pain have shown limited serious adverse effects the trials are
usually of short duration. High-quality harms data from long-term controlled studies for
chronic non-cancer pain are lacking.

Methocarbamol

Indications and effectiveness

e |tis licensed for short term symptomatic treatment of acute painful muscular tension,
especially in the lower back in adults.

e Methocarbamol is a centrally acting muscle relaxant which does not directly relax tense
skeletal muscles.

e There are few high-quality studies and no meta-analyses comparing methocarbamol to
placebo or alternative agents for muscle spasms.

e ltis less suitable for prescribing due to clinical efficacy not being well established
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Risks and harms
Side effects include: confusion, convulsions, drowsiness, restlessness, anxiety,
hypotension, vertigo, nausea and vomiting.
¢ |If methocarbamol is used concomitantly with centrally acting drugs such as
barbiturates, opioids and appetite suppressants, the effects can be mutually
enhanced
e The consumption of alcohol during treatment with methocarbamol can increase the
effect.

e The effects of anticholinergics, such as atropine and some psychotropic drugs, may

be potentiated by methocarbamol

e Methocarbamol may reduce the effect of pyridostigmine bromide. Therefore,
methocarbamol should not be used by people with myasthenia gravis, particularly
those being treated with pyridostigmine

Benzodiazepines
Indications and effectiveness
e There is no indication in chronic pain, specifically:
o Sciatica (lumbar radiculopathy): benzodiazepines should not be used
o chronic primary pain in people aged 16 years and over: NICE recommends ‘do
not initiate benzodiazepines to manage this’

Risks and harms

e Adverse events are considered as cognitive (memory loss, confusion, disorientation),
psychomotor (reports of dizziness, loss of balance, or falls); and morning hangover
effects (residual morning sedation).

e The number needed to harm for any adverse event is 6

¢ Older adults and frail people are more susceptible to adverse effects and harms

¢ Increased risk of respiratory depression if prescribed with an opioid.

e Consider the total benzodiazepine-type medicine load prescribed per day — as
benzodiazepines, z-drugs and gabapentinoids provide synergistic effects such as
sedation and respiratory depression.

91



Table 14: Summary of recommendations: other analgesics

Our recommendations Strength of
recommendation
Topical rubefacients and counter irritants should not be Strong

prescribed on the NHS, having been identified as items of
low clinical value.

Nefopam may be considered for specific individuals, when Good practice point
choice of alternative analgesia is limited due to other co-
morbidities e.g. those with renal failure, accounting for
elevated risk of adverse effects, especially anticholinergic.
Lidocaine plaster use should be limited to licensed indication | Strong
of previous herpes zoster infection (post herpetic neuralgia)
in those who are intolerant of first-line systemic therapies or
where these therapies have been ineffective, as it has been
identified as an item of limited clinical effectiveness.
Medicinal cannabis-based products are not recommended Conditional
for routine use in the management of chronic pain, due to
very limited evidence of clinically significant improvements in

pain or wider impact and the consistent evidence of adverse
effects/ harm395,96,97,98,99,100,101,102,103,104,105.

Methocarbamol should not be used in the management of Conditional
chronic pain - it is considered less suitable for prescribing
due to lack of clinical efficacy and increased risk of adverse
effects and interactions.

Benzodiazepines should not be used in chronic (primary) Strong
pain'’

9.9 How medications should be stopped

Reduction of therapy should be controlled, not sudden, to manage the risk of withdrawal
symptoms.

Successful reduction requires shared decision-making and a person-centred review that
assesses risk and benefit before reducing or stopping medication.

9.10 Safety - specific medication safety issues to highlight

Opioid use is receiving increasing attention, with opioid deaths in Scotland and the USA a
major cause of public concern:
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« Media coverage may raise specific concern about drugs which are in everyday use,
such as fentanyl
« Individuals prescribed opioid medication should understand that many of these
deaths are associated with unregulated products (with potentially very high doses of
drug) and illicit drug use — and should understand their own situation in context
« National Records of Scotland shows that there were 1,172 deaths due to problematic
drug use in Scotland in 2023'% Of these deaths, medication implicated included
e opiates/opioids (such as heroin/morphine and methadone): 937 deaths (80%)
e benzodiazepines (such as diazepam and bromazolam): 678 deaths (58%)
e gabapentin and/or pregabalin — 450 deaths (38%)
Generally:
e Potentially fatal interactions between medicines that cause CNS depression,
particularly opioids, gabapentinoids and benzodiazepines

9.11 Specific areas/situations where medication may need to be
introduced or increased

¢ |If the presenting pain condition changes or symptoms worsen, undertake a further pain
assessment, considering potential cause of flare-up and consider appropriate
management (which may include rest, heat packs, pacing, use of short-term NSAID),
dependent on the cause of the presenting pain.

¢ Antidepressants:

o Before starting or continuing treatment with an antidepressant, ensure that all
suitable management options, including non-pharmacological approaches and
watchful waiting, have been discussed and offered. Explain and discuss the risk
of dependence and the factors that may increase this risk.

o If treatment is reviewed and the individual has noticed an improvement in their
quality of life, pain, sleep or psychological distress since the antidepressant was
initiated, then a joint decision with the individual should be made whether
continued treatment is needed. Always ensure ongoing review is in place to
determine the benefits of continued prescribing.

e Consider delaying prescribing if the person needs more time to think about their options
or the prescriber needs to consult with other members of the healthcare team. If
prescribing is delayed, ensure that a follow-up appointment and timeframe is agreed
and arranged.

9.12 Polypharmacy in chronic pain

Polypharmacy is common in those with chronic pain due to other co-morbidities. A person-
centred approach should be considered, utilising the 7-Steps medication review process.
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Figure 8: The 7-Steps medicine review process
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A high-risk combination which increases the risk of sedation, falls and the potential for
dependency is three or more of:

e oOpioid

e antidepressant

e gabapentinoid

e benzodiazepine/z-drug
e antipsychotic

Prescribers should consider the total benzodiazepine-type drug load prescribed per day.
Benzodiazepines, z-drugs and gabapentinoids have similar adverse effects such as
sedation and respiratory depression. Along with this, an individual’'s comorbidities may
make them more susceptible to medicine-related harms e.g. increased breathlessness,
fatigue and respiratory depression, which can be potentially fatal.
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Reduction should be gradual. Stopping any of these medicines abruptly can cause
discontinuation/withdrawal symptoms, such as dizziness, drowsiness, insomnia, irritability,
headache, nausea and vomiting.

9.13 Specific situations to consider

Pregnancy and pre-conception advice

e Medication can affect both conception and foetal development.

e For most medication, the effects on conception and foetal development are not well
understood. It is crucial to have open discussions with women of childbearing age
before initiating or prescribing medication and weigh the benefits against the risks.
Preconception planning should include a medication review for those on long-term pain
medication.

e Pregabalin can impact foetal development®, and similar considerations may apply to
gabapentin.

For additional guidance, refer to:
o British National Formulary (BNF)
o UK Teratology Information Service (UKTIS)
o Bumps - Best use of medicines in pregnancy

Menopause and Hormone Replacement Therapy (HRT)

e Muscle aches and pains are common during perimenopause and menopause '’

¢ |Inwomen aged 45 — 60 years presenting with new musculoskeletal pain consider
perimenopause/ menopause as the cause and whether a trial of HRT is appropriate’”.

Renal and Hepatic Function

e Pain medication is metabolised either by the kidneys or the liver. Some medicines, such
as codeine, are prodrugs that require metabolic conversion to an active form to be
effective. Impaired renal or liver function can increase the risk of toxicity or reduce the
effectiveness of certain pain medication.

e NSAIDs, gabapentinoids and opioids may need adjustment of their doses or may be
contraindicated in cases of significant renal or hepatic dysfunction.

e check whether dosage adjustments are based on estimated glomerular filtration rate
(eGFR) or creatinine clearance, for example gabapentin (see licence). For severe
impairments, seek specialist advice.

Older adults and frailty

e Older adults often have multiple co-morbidities, higher levels of polypharmacy and
increased sensitivity to commonly used medicines. This increases the risk of drug
interactions as well as adverse effects.

e Older adults may have weight loss and/or weigh less than 50kg, affecting prescribed
dosages.
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Older adults may be impacted by impaired renal or hepatic function, or medicines
affecting the central nervous system. This can lead to increased risk of toxicity and
adverse effects such as falls.

Use of medication with strong or very strong anticholinergic effects increases the risk of
adverse effects, both cognitively as delirium, or in the peripheral effects such as blurred
vision, urinary retention. Multiple medications compound this problem.

General guidance for prescribing in older adults is in the BNF- Prescribing in the elderly.
Scottish Government Polypharmacy Quality Prescribing Guide (open for consultation
from 30 June 2025 to 22 September 2025) also contains detailed sections on
prescribing in frailty and for older adults.

Recommended actions:
o Simplify regimens
o Rationalise medication as appropriate
o Reduce dose in line with hepatic or renal function
o Minimise anticholinergic burden using calculators such as mARS calculator

Problematic substance use

Many individuals with problematic substance use may also suffer from chronic pain and
require treatment with pain medication.

The Faculty of Pain Medicine provides guidance for acute pain management®4.

Shared decision-making is crucial when standard analgesics are insufficient and
medication with dependency risks is being considered

Establish clear treatment goals and develop a strategy for discontinuation if clinical
benefits are not realised.

Non-pharmacological strategies should be discussed.

Be aware of the risks associated with not prescribing, such as individuals obtaining illicit
substances to manage their pain, which may increase the risk of accidental overdose.
Seek advice from specialist services, including addiction services.

Consider prescribing naloxone (see section on naloxone).
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9.14 Practitioner experience

Practitioner’s experience — Moving from novice to expert

“| started running a pain clinic two days a week approximately two years ago. | felt
apprehensive about taking on this role for many reasons. Chronic pain is a complex
condition to manage, there is rarely a cure and the symptoms are unpleasant. | felt that
consultations were often going to involve difficult conversations, and individuals might not
be willing to engage with me. Medication changes could worsen pain when | want to make
people feel better, not worse. Did | have enough knowledge in the area to take on this
patient cohort?

Often these people feel isolated, not listened to, unbelieved and unsupported. | was
pleasantly surprised by how appreciative they were of my reviews. Feedback included:

‘Nobody has taken time to talk me about my condition and medication like this before’
‘Coming off pregabalin has changed my life; | wish | met you years ago’,
‘Thanks for listening and giving me the confidence to trial changing my medication’

and the most commonly heard phrase:
‘| feel more like me again, now that | have reduced my medication’.

Most people feel anxious at the prospect of reducing their medication. However, | always
give them full control of any changes, going at their pace, pausing if needed and increasing
the dose back to the previous dose if pain worsens (but this has only happened a few
times). | remind the individual that if they never trial any changes then they will never know
if they could manage on a lower dose or even without the medication completely.

The majority of people with chronic pain have received little or no information on self-
management — you don’t need to be a specialist in this area to provide them with
resources.

Helping them to reduce the impact of pain on their quality of life by optimising medication
and introducing self-management strategies is extremely rewarding.”
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10. Opioid management general principles

Reducing long-term opioids can be difficult and individuals may be concerned about
withdrawal symptoms and increased pain. Engagement is essential, so give individuals as
much control over the process as possible. Poorly managed opioid reduction has the
potential to result in negative consequences. Many people with chronic pain taking long-
term opioids have anxiety and depression. These may temporarily worsen during opioid
reduction, so safety-netting is essential.

10.1 Key reasons for considering opioid reduction/ withdrawal in
people with chronic non cancer pain

Opioids are appropriate analgesics for acute pain and for pain at the end of life but there is
little evidence that they are helpful for long term pain. There are many side effects and
known long term harms associated with opioids. The risk of harm increases substantially at
doses above an oral morphine equivalent dose (MED) of 120mg/day, with no increased
benefit. If an individual has pain that remains severe despite opioid treatment, the
medication is not effective and should be stopped, even if no other treatment is available®.

10.2 Identifying people who would most benefit from a review of their
opioid medication and a discussion around tapering/ stopping opioids

Consider inviting individuals on long-term opioids or combinations, such as opioids and
benzodiazepines, for a medication review. All people on an opioid should have a review of
their treatment, prioritising individuals prescribed more than 50mg morphine equivalent
dose (MED), who should be reviewed at least annually to consider ongoing effectiveness
and potential harms, due to lack of evidence to support long-term use.

In primary care, searches for specific medications or combinations can be carried out using
the Scottish Therapeutics Utility (STU) or GP practice computer systems.

Other individuals who may benefit from a review of their opioid medication would be those
with a mental health diagnosis, frailty, drug seeking behaviors, conditions such as sleep
apnoea or in people who don’t have a clear, defined diagnosis to support their prescription.

See Appendix E for example letters to patients.

10.3 Deprescribing top tips
Deprescribing of opioids can be challenging for both prescribers and individuals living with
chronic pain. It can often be a lengthy time-consuming process. It can be perceived as an
area which is too difficult to tackle and difficult to achieve. However, there are many useful
resources and websites with guidance on how best to approach the deprescribing of
opioids such as:

e NHS Nottinghamshire prescribing committee opioid deprescribing guidance
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The Oxford University Hospitals guidance for reduction of opioids in primary care
NHS Doncaster Clinical Commissioning Group position statement on opioid
prescribing

An effective practice wide deprescribing strategy can be achieved by:

Adopting a whole team approach to ensure a unified effort.

Including administration staff in briefings and communicating with local community
pharmacies to let them know practice plans.

Having a meeting with the multidisciplinary team (MDT) highlighting chronic pain
management resources such as Live Well With Pain Ten Footsteps- practitioner
quide

Discussing chronic pain management guidelines such as Scottish Government,
NICE and SIGN guidelines

Discussing local and Board level opioid prescribing and deprescribing protocols such
as NHS GGC Guideline- Medication safety in opioid prescribing for chronic non
malignant pain

Develop a practice protocol for opioids to include guidance on starting, prescribing,
reviewing and stopping opioids. See example protocol in Appendix D.

10.4 Practical steps to reduce high dose opioids

Five practical steps to reduce high dose opioids are'%:

1.
2.

il

Education: explain the importance of reducing opioids to the individual
Engagement and building rapport: give the individual as much choice as possible
around how to reduce their opioids

Develop a tapering plan

Emotional impact: manage anxiety and depression

Expectations: ensure the individual understands that this can be difficult, and that
they may need support

See Appendix F for detailed information on each of the five steps.
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Adverse effects of medication and increased functioning once medication stopped
Mary, 59 years old, has longstanding joint pain, fibromyalgia, non-Hodgkin’s lymphoma,
three basilar tip aneurysms with coiling undertaken and micro-osteoporotic fractures of the
pelvis.

Mary came to see her GP and despite all the medication she was on (dihydrocodeine, a
fentanyl patch, pregabalin, solifenacin, metoclopramide, duloxetine), her pain score was still
8/10, with side effects of nausea, grey pallor, no energy and daily headaches. She had
given up on work and external activities, stopped going on holiday and her eyes were
glazed, dull and she looked drowsy. Previous medication had included celecoxib,
amitriptyline, co-codamol 8/500, tramadol, gabapentin, oxybutynin, mebeverine, hyoscine,
naproxen and a buprenorphine patch.

After a long chat about the effect of chronic pain and with the offer of our support, she
agreed to decrease her medication and review how she felt.

Initially the fentanyl patch was changed to co-codamol 30/500 with a review one week later.
Although she had no withdrawal symptoms from stopping the patch, she did not feel the co-
codamol helped so that was changed to dihydrocodeine 30mg twice a day, and at next
review her pain score was down to 5/10. Her headaches had disappeared, she was looking
better, her eyes were clearer and Mary was feeling so much better in herself.

Having watched a documentary on the TV about pregabalin, Mary was scared about the
effect of pregabalin on her mind and body, and wanted to reduce it down slowly. At her next
review her pain was down to 4/10, and with still no headaches she was much brighter in
herself and keen to reduce pregabalin down more. She had also returned to work and was
talking about organising a holiday abroad.

Unfortunately the headaches recurred, but chronic pain was discussed with her again. As a
smoker she was advised to try stopping smoking, and smoking cessation advice and
support was given. She was still keen to reduce the pregabalin again and review was set
for two weeks. Mary had no ill effects at all from reducing pregabalin, and wished to stop it
altogether, because she had no pain during the day and any headaches at night were
helped by one dihydrocodeine tablet.

Following the success of reducing these medicines, Mary wished to try reducing her
duloxetine next. She did not manage to reduce duloxetine and had to go back up to usual
dose. However, she feels very well and her whole demeanour has changed, with good
colour, more energy, minimal pain and feels much better in herself. She was working more
and by then had a holiday booked.
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Over a period of four months, Mary’s medication was reviewed and reduced to duloxetine
60mg daily and dihydrocodeine 30mg at night as required, with a vast difference in her
physical, mental and emotional functioning.
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10.5 Opioid reduction decision aid

The information below is also available as a flow chart within the supplementary documents
associated with this guide.

First step: start with the individual, not the medicine

e Pain Consultation Model and Practice MDT Toolkit

¢ Inform individual of limits and harms of opioids — consider Opioid Side Effect Lottery
leaflet and More Harm than Good leaflets for different opioids

e Explain prescriber responsibility on opioid prescribing — Faculty Pain Medicine and
MDDUS advice

Second step: consider the medication

Continue Opioids — safe/ effective
e Opioids helping function +/- pain
¢ No significant side effects

Advise stopping — ineffective
e Opioids not helping function +/- pain
¢ Mild/moderate side effects

Practice protocol — harm present
¢ Opioid not helping function +/- pain
Significant side effects
Significant polypharmacy/ harmful drug combinations
Drug seeking behaviour
Evidence of diversion

Third step: what is the motivation and self-agency to stop/reduce

Motivated and high self-agency
e Print off paindata deprescribing plan at 10% per /week
e Consider monthly reduction of co-codamol, dihydrocodeine, tramadol
e More Harm than Good leaflet

Low motivation, anxiety, low self-agency
e Pharmacist +/- GP support for follow up
e Consider 5-10% reduction per week
e Consider monthly reduction of co-codamol, dihydrocodeine, tramadol

Declines reduction

Clarify patient perspective
Mental health assessment
Practice MDT discussion
Pain team advice option
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https://sway.cloud.microsoft/LupWrGPWknI6eL3U?ref=Link&fbclid=IwY2xjawFfdqtleHRuA2FlbQIxMAABHYmR_excLDucgEyGmrK5gftPzoFvnsXfYsfJ-ZT6nRTUDzZ_akp-1aDEzQ_aem_aVOU6KkrG5QgEzYJbYIXfQ
https://sway.cloud.microsoft/jZd7DVvVlcxiu3gU?ref=Link&fbclid=IwY2xjawFfbpdleHRuA2FlbQIxMQABHW83SZoI3xqYVmtu8O2SPbW0qMC_FL7r_cCZP3sqRd1NLjH-N7iQyix7Aw_aem_qR6NEBsQYNEp_gS2bUHXWg
https://livewellwithpain.co.uk/wp-content/uploads/2022/09/opioid-lottery-v03.pdf
https://www.nhsggc.scot/hospitals-services/services-a-to-z/chronic-pain/information-and-resources-for-patients/
https://www.fpm.ac.uk/opioids-aware
https://www.mddus.com/resources/resource-library/risk-alerts/2023/april/prescribing-controlled-drugs

Resources

Paindata taper calculator

Co-codamol reduction leaflet

Increased pain with opioids

Deprescribing GP practice case studies

Oxford guidance for opioid reduction in primary care — 5 E’s approach
Practice protocol for opioid prescribing

10.6 Addressing challenges during reduction

Advice for managing adverse effects
Kindly adapted with permission from NHS Greater and Clyde Opioid Prescribing for Chronic
Non Malignant Pain.

If mood deteriorates, anxiety increases or pain escalates, hold the current opioid dose for a
further 3-4 weeks. Avoid reversing the taper or adding in as required opioids or sedatives.
Instead, work with them closely to manage their pain and mood using non-pharmacological
strategies, consider potential causes and if necessary adjuvant treatments.

If withdrawal symptoms are evident, hold the current opioid dose until completely settled.
Most symptoms settle within a couple of weeks but some can persist for several months.
Reassure individual that, although uncomfortable, these are rarely medically serious.
Consider prescribing symptomatically e.g. smooth muscle relaxants, anti-diarrhoeal, anti-
emetic, paracetamol or NSAIDs.

Where there is an unsuccessful taper (the individual defaults from treatment plan or
tapering becomes clinically inappropriate), stabilise on lowest appropriate maintenance
dose and revisit in 3-6 months.

10.7 Opioid management in secondary care

Opioids are one of the most prescribed medications in secondary care'%°. It is important that
prescribing follows good opioid stewardship, when organisations show high quality
governance in the use of opioids from the level of individual patient care to the
organisational level. Secondary care should promote good opioid stewardship in all clinical
scenarios.

10.8 Key considerations for good opioid stewardship''111.112.113;

A safety review undertaken by the MHRA, and advice from the Commission on Human
Medicines (CHM) considered the use of modified release opioids during the post-operative
period. The review recommends that modified-release opioids are not used in treatment of
acute post-operative pain. Licences for morphine tablets and modified release oxycodone
preparations for post-operative pain relief have been withdrawn. This change in licensing
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https://www.paindata.org/taper.php?using=10%25
https://www.paindata.org/documents/2024_Co-Codamol%20-%20MHTG.pdf
https://www.youtube.com/watch?v=pdpfFUAeTME&t=9s
https://sway.cloud.microsoft/cWg1BywjFhSLsQ54?ref=Link&fbclid=IwY2xjawFfXLBleHRuA2FlbQIxMQABHcCvPx1aq7dskcLoaQDGk1xtXsHbc1XM1dUirYyMv34Xbzp5T8pueyapKg_aem_gYabcPFs0t3M7ODSGEurSg
https://www.ouh.nhs.uk/services/referrals/pain/documents/gp-guidance-opioid-reduction.pdf
https://rightdecisions.scot.nhs.uk/media/fq3dvemp/opioid-prescribing-guidelines-210-v-5.pdf
https://rightdecisions.scot.nhs.uk/media/fq3dvemp/opioid-prescribing-guidelines-210-v-5.pdf
https://assets.publishing.service.gov.uk/media/67d01193d5ec5ed9e09f5ef4/Modified_Release_Opioids_and_Treatment_of_Post-operative_Pain.pdf
https://assets.publishing.service.gov.uk/media/67d01193d5ec5ed9e09f5ef4/Modified_Release_Opioids_and_Treatment_of_Post-operative_Pain.pdf

reflects concern over significant risks of opioid-induced ventilatory impairment (OI1V) and
persistent post-operative opioid use (PPOU).

e An individual's use of analgesics is assessed''* at the start of a secondary care
episode. This will include an evaluation of medications taken previously, especially
opiates, and any history relating to long term use of analgesic medications. Ongoing
use of 90mg Morphine Equivalent Daily Dose (MED), or more, is an indication for
specialist involvement'®.

e Before starting opioid therapy, it is helpful to discuss the expectations and duration

e Where applicable, a multimodal approach to analgesia will often be most effective
and will minimise side effects

¢ |In general, long-acting opioid preparations (modified release) are avoided, in
recognition of the associated risks of tolerance and dependence. The MHRA Public
Assessment Report (2025) on modified release opioids and treatment of post-
operative pain provides more detail.

¢ Assessment of adequacy of pain relief will rely heavily on assessment of functional
ability, rather than numerical pain scores. This reflects the changing emphasis
towards prioritising and promoting recovery of function

e Duration of opioid therapy is, in most cases, expected to be five to seven days or
less'5. Longer courses of opioid therapy carry risks of long-term dependence

e Opioid analgesics prescribed on hospital discharge should be of limited duration. It
should be clear, and communicated to both individual and GP, that opioids are not
expected to continue in the long term

e Good communication between primary and secondary care is a key facilitator of
high-quality care. This makes it easier to avoid unintended continued use of opioids,
and to manage other considerations such as problematic substance use and
diversion.

10.9 Surgical Analgesia

Perioperative analgesia can be a source of uncertainty and anxiety for people. Chronic use
of opioids is associated with tolerance and opioid-induced hyperalgesia, which is
increasingly recognised. These phenomena reduce the analgesic efficacy of peri-operative
opioids and are associated with increased risk of peri-operative complications.

Planning for pain management''® is an important part of the wider preparation for surgery
and minimising opioid-related harm'"” and should be communicated to primary care where
specific requirements have been identified for the care of an individual. Good practice
points are further described in the Faculty of Pain Medicine Best Practice Guidelines 2021.
As stated in the March 2025 MHRA Safety Roundup, prolonged-release opioids are no
longer recommended for relief of post-operative pain.
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https://assets.publishing.service.gov.uk/media/67d01193d5ec5ed9e09f5ef4/Modified_Release_Opioids_and_Treatment_of_Post-operative_Pain.pdf
https://assets.publishing.service.gov.uk/media/67d01193d5ec5ed9e09f5ef4/Modified_Release_Opioids_and_Treatment_of_Post-operative_Pain.pdf
https://fpm.ac.uk/sites/fpm/files/documents/2021-03/surgery-and-opioids-2021_4.pdf
https://www.gov.uk/drug-device-alerts/mhra-safety-roundup-march-2025

10.10 Pre-operatively

Identify individuals whose pain management may be complex and seek specialist advice®.
People taking long term opioids can be at risk of sub-optimal analgesia and peri-operative
complications. These complications include immunosuppression, endocrine and metabolic
effects. Pre-operative tapering of opioids may facilitate post-operative pain relief and can be
considered if timing permits'.

Utilise non-pharmacological techniques to optimise function and support — education, social
and psychological support, relaxation techniques may all have a role.

10.11 Perioperatively
A multimodal analgesic approach is recommended, with minimisation of opioid use. Other
drug classes and regional analgesia may be recommended''”.

10.12 Post-operatively
Early mobilisation and psychological support are important. Multimodal analgesia with the
least possible use of opioids is recommended. Modified-release preparations are no longer
recommended and should not be used. After surgery, most individuals only see benefit from
opioid therapy for five to seven days. No more than seven days’ treatment with opioids''? is
recommended.
Individuals should be reviewed when opioids are continued for longer than seven days. This
may require specialist input and should consider'®;
¢ high levels of anxiety, depression or catastrophising pre-operatively or post-
operatively
e ongoing surgical issues such as infection/ surgical abdomen, etc, that need to be
assessed clinically
e pre-operative chronic pain
e pre-operative opioids
e problematic substance use
e if this is an early sign of development of chronic post-surgical pain or persistent post-
operative opioid use

Further structured recommendations for the management of opioids in the peri-operative
period are given by the Faculty of Pain Medicine'?® and by NHS Lothian.

10.13 On Discharge

Clear expectations should be set that opioids are not expected to be of benefit for longer
than seven days for most people, and this is communicated to the individual and their GP.
Although different discharge prescribing systems are in use across Scotland, the
expectations for pain trajectory and opioid use (dose and duration) should be clearly stated.
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https://services.nhslothian.scot/preparingforsurgery/western-general-hospital/pain-management-wg/

10.14 Opioid reduction in other secondary care situations

Opioid reduction requires an effective clinical relationship and time. The average length of
stay for inpatients in Scotland has been reducing over recent decades'?' and this is
replicated across the developed world (Intd Health Econ Mgt 24 375). For those who have
been taking opioids long term it is unlikely that reduction of long-term opioid use can be
completed during most peoples’ admissions. However, inpatient treatment plans should be
sympathetic to the individual’s previous use of opioids and to their needs on discharge. In
longer admissions, secondary care management can use the same approach to reduce
opioid use as those used in primary care.

10.15 Discharge documentation

Clear communication is crucial to ensure safe transition between primary and secondary
care. Discharge instructions for opioids should specify the current changes, expected
reduction plan and the supply given. Updating resources such as the Emergency Care
Summary (ECS) and the Key Information Summary (KIS) will improve understanding of an
individual’s history and future needs, especially in the event of a future unplanned
admission.

Table 15: Summary of recommendations: opioid management

Our recommendations Strength of
recommendation

Consider reduction as there is little evidence that opioids Strong
are helpful for long term pain but have many side effects
and known long-term harms'6.

If an individual has pain that remains severe despite opioid Good Practice Point
treatment, the medication is not effective and should be
reduced with a view to stopping, even if no other treatment
is available’®.

Consider inviting those on long term opioids or Strong
combinations, such as opioids and benzodiazepines, for a
medication review. All people on an opioid should have a
review of their treatment, prioritising individuals prescribed
more than 50mg morphine equivalent dose (MED), who
should be reviewed at least annually to consider ongoing
effectiveness and potential harms, due to lack of evidence
to support long-term use®.

Other individuals who may benefit from a review of their Good Practice Point
opioid medication would be those with a mental health
diagnosis, frailty, drug seeking behaviors, conditions such
as sleep apnoea or in people who don’t have a clear,
defined diagnosis to support their prescription.
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Five practical steps to reduce high dose opioids are'%:

1. Education: explain the importance of reducing opioids

to the individual

2. Engagement and building rapport: give the individual

as much choice as possible around how to reduce

their opioids

Develop a tapering plan

Emotional impact: manage anxiety and depression

5. Expectations: ensure the individual understands that
this can be difficult, and that they may need support

il

Good Practice Point

Secondary care should promote good opioid stewardship
in all clinical scenarios'".

Good Practice Point

Planning for pain management and minimising opioid-
related harm in surgery is important and should be
communicated to primary care where specific
requirements have been identified for the care of an
individual”.

Good Practice Point

Consider pre-operative tapering of opioids to facilitate
post-operative pain relief if timing permits''é.

Good Practice Point

A multimodal analgesic approach is recommended peri-
operatively, with minimisation of opioid use’"3.

Good Practice Point

Post operatively, greater than seven days treatment with
opioids is not recommended®

Good Practice Point

Discharge instructions for opioids should be clearly
communicated to individuals and their primary care team.
They should specify the current changes, expected
reduction plan and the supply given.

Good Practice Point
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11. Chronic pain resources

11.1 Patient resources:

11.1.1  General information/advice

NHS Inform: Patient information on chronic pain

Website includes: General overview, Self-help activities - What can | do for myself?, link to
chronic pain self help guide and links to other organisations.

Helping others to understand chronic pain
Information on assertive communication regarding the understanding of chronic pain for
others (website from Cambridge University Hospital)

11.1.2 Help to understand chronic pain
Live Well with Pain website - Created by a small group of healthcare professionals
working in pain management, using a self-management approach with their patients. Also
includes input from people who themselves live with persistent pain. Includes: Ten
Footsteps programme and self-management resources.

e Footstep 1: Pain and the brain — helping pain understanding

Brainman™ Understanding Pain in less than five minutes
Five-minute video explaining chronic pain and options to support recovery.

Video: Tame The Beast - It's time to rethink persistent pain
Five-minute video explaining persistent pain.

Increased pain and tolerance with morphine-like medicines
A six-minute video from NHS Ayrshire and Arran discussing increased pain and tolerance
from opioids.

Video: The impact of chronic pain and how to manage it
Three-minute video discussing chronic pain, acceptance and commitment.

Flippin’ Pain™ website

A public health campaign with a clear goal: to change the way we think about, talk about
and treat persistent pain. Includes information on chronic pain, real life stories and
resources to help understand pain and move towards recovery.

Webinar: Everything you thought you knew about arthritis
Flippin' Pain webinar on arthritis - 1 hour 26 minutes

Webinar: Fibromyalgia — making sure people who get it, get it
Flippin' Pain webinar on fibromyalgia - 1 hour 30 minutes
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https://www.nhsinform.scot/illnesses-and-conditions/brain-nerves-and-spinal-cord/chronic-pain
https://www.nhsinform.scot/illnesses-and-conditions/mental-health/mental-health-self-help-guides/chronic-pain-self-help-guide
https://www.cuh.nhs.uk/patient-information/helping-others-to-understand-chronic-pain/#:~:text=Summary%20of%20effective%20ways%20of%20communicating&text=Use%20handouts%20to%20help%20you,and%20feelings%20is%20important%20too
https://livewellwithpain.co.uk/
https://livewellwithpain.co.uk/resources-for-people-with-pain/ten-footsteps-to-living-well-with-pain/pain-and-the-brain/
https://www.youtube.com/watch?v=5KrUL8tOaQs
https://www.youtube.com/watch?v=ikUzvSph7Z4
https://www.youtube.com/watch?v=pdpfFUAeTME
https://www.youtube.com/watch?v=ZUXPqphwp2U
https://www.flippinpain.co.uk/
https://www.youtube.com/watch?v=oHn0F1CU8GQ&t=70s
https://www.youtube.com/watch?v=N33jsa2EtUw&t=2839s

11.1.3 Self management

Live Well with Pain 10 Footsteps for Rehabilitation Plan

Live Well With Pain ten footsteps, considering pain and the brain; acceptance; pacing;
managing mood, medicines and nutrition, etc

10 top tips videos on supporting self-management from Dr Tim Williams
A series of short videos (from 31 seconds to a few minutes) from Live Well with Pain. Dr
Tim Williams presents 10 top tips for supporting pain self-management in primary care

Introduction video: Patient led videos on chronic pain produced by NHS Greater
Glasgow and Clyde pain team. Includes understanding of chronic pain, flare ups, activity,
stress and sleep.

Individual's stories about their experiences dealing with and managing pain
Produced by NHS Fife as part of their Pain Talking resource

NHS Inform: coping with a flare-up of chronic pain
NHS Inform website sub-page on coping with a flare-up of chronic pain including self-
management

Booklet: how to manage setbacks in chronic pain
Link to Live Well with Pain website for advice on managing setbacks in pain including a link
to printable version

Reflections on recovering from a persistent pain ‘flare'
A reflection from individual recovering from persistent pain 'flare' with top twenty tips from
Living Well With Pain website

Leaflet: Managing emotions with chronic pain leaflet
A Pain Concern leaflet to help explore how chronic pain can affect your life and how to
address these emotional effects

Video about pain, activity and pacing
27-minute video of a GP/patient discussion on pain, activity and pacing produced by NHS
GGC

Booklet: Pain management goal setting
An eight-page booklet with problem solving example, pages for own goals and weekly
plans, and personal action plan from NHS Highland

Website: Individual experiences on pain management pacing and goal setting
Short videos of how people used pacing to achieve their goals from Healthtalk/Dipex charity

Quick Guide for Accessing Silvercloud CBT app - National Wellbeing Hub
Information on National Wellbeing Hub regarding access to Silvercloud CBT app

Quick Guide for Accessing Sleepio - National Wellbeing Hub
Information on National Wellbeing Hub regarding access to Sleepio app

Website: Improve your sleep - general advice
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https://livewellwithpain.co.uk/resources-for-people-with-pain/ten-footsteps-to-living-well-with-pain/
https://livewellwithpain.co.uk/practitioner-resources/skills-knowledge/supporting-self-management/ten-top-tips-from-dr-tim-williams/
https://www.youtube.com/watch?v=tJM7uUild8I&list=PLmuRxztsS0NyjEi70o0P9-9rOXdFQO3TB&index=1
https://www.youtube.com/watch?v=HCKj_OOY7o0&list=PLmuRxztsS0NyjEi70o0P9-9rOXdFQO3TB&index=2
https://www.youtube.com/watch?v=DQMcitQQIjs&list=PLmuRxztsS0NyjEi70o0P9-9rOXdFQO3TB&index=3
https://www.youtube.com/watch?v=WEySErx-w48&list=PLmuRxztsS0NyjEi70o0P9-9rOXdFQO3TB&index=4
https://www.youtube.com/watch?v=8V65e8ancGU&list=PLmuRxztsS0NyjEi70o0P9-9rOXdFQO3TB&index=5
https://www.youtube.com/watch?v=p7wVyM00d7Y&list=PLmuRxztsS0NyjEi70o0P9-9rOXdFQO3TB&index=6
https://www.nhsfife.org/pain-talking/your-stories/
https://www.nhsinform.scot/illnesses-and-conditions/brain-nervs-and-spinal-cord/chronic-pain/coping-with-a-flare-up-of-chronic-pain/
https://livewellwithpain.co.uk/practitioner-resources/10-footsteps/managing-setbacks/
https://livingwellpain.net/recovering-from-a-persistent-pain-flare-up
https://painconcern.org.uk/product/managing-emotions-with-chronic-pain/
https://youtu.be/WEySErx-w48?si=EEi6kMl-aAqLz0sq
https://www.nhshighland.scot.nhs.uk/media/ltooobxh/pain-management-goal-setting.pdf
https://healthtalk.org/experiences/chronic-pain/pain-management-pacing-and-goal-setting/
https://wellbeinghub.scot/resource/quick-guide-for-accessing-silvercloud/
https://wellbeinghub.scot/resource/quick-guide-for-accessing-sleepio/
https://sleepaction.org/sleep-support/adults/improve-your-sleep/

General advice on improving sleep from charity Sleep Action

Leaflet: how to sleep well with pain and advice points
A 10-page leaflet with five changes to improve sleep in those with chronic pain from Live
Well With Pain

Recording of progressive muscle relaxation instructions
An eight-minute voice recording of directed progressive muscle relaxation

Five-minute recording to support soothing rhythm breathing
A breathing exercise to promote calmness to self soothe from Royal Preston Hospital

Free meditation app - Insight Timer
Personalised programmes to support better sleep, relaxation, etc

Website with assorted relaxation exercises

Website explaining use of guided imagery, with links to voice recordings of peaceful setting,
e.g. a beach or a meadow, from NHS Guy’s and St Thomas’ Royal Brompton and Harefield
hospitals

Website: Nutrition and pain
Weblink to information on impact of nutrition on pain from Live Well with Pain

Videos of true stories from Live Well with Pain website
Assortment of videos of varying length

Video: Colin's story
A three-minute video with Colin reflecting on his pain journey, produced by NHS Ayrshire
and Arran

11.1.4 Information on medication

Leaflet: Where do medicines fit in

A 24-page booklet from Live Well With Pain discussing
e persistent pain and why it happens

e how pain medicines can be helpful as part of your pain management plan
e some common problems you may experience with these medicines

¢ when to consider reducing your pain medicines and how to do it

e other ways of living well with pain

Leaflet: Information for individuals about opioid tapering/reduction
Includes information on long-terms side effects of opioids, why to decrease opioids, what to
expect when reducing doses and how to do so

Leaflet: Opioid side effect lottery
A leaflet from Live Well With Pain detailing the potential side-effects of opioids which
individuals can use to identify adverse effects.

Opioid thermometer tool
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https://livewellwithpain.co.uk/wp-content/uploads/2022/09/sleep-leaflet.pdf?
https://www.cntw.nhs.uk/wp-content/uploads/2017/06/F_06_Progressive-Muscle-Relaxation.mp3
https://soundcloud.com/pain-psychology-royal-preston-hospital/soothing-rhythm-breathing
https://insighttimer.com/
https://www.rbht.nhs.uk/our-services/clinical_support/rehabilitation-and-therapies/psychological-medicine/relaxation-exercises
https://livewellwithpain.co.uk/resources-for-people-with-pain/nutrition-and-pain/
https://livewellwithpain.co.uk/resources-for-people-with-pain/true-stories/
https://www.youtube.com/watch?v=aYrgOLP32UU&t=2s
https://livewellwithpain.co.uk/wp-content/uploads/2025/01/Where-do-medicines-fit-in.pdf
https://livewellwithpain.co.uk/wp-content/uploads/2022/09/National-Pain-Centre-Mcmaster-Canada-Opioid-Tapering-Patient-Information-english.pdf
https://livewellwithpain.co.uk/wp-content/uploads/2022/09/opioid-lottery-v03.pdf
https://livewellwithpain.co.uk/wp-content/uploads/2022/09/Opioid-Thermometers-2025.pdf

A leaflet from Live Well With Pain, showing the relative doses of opioids and associated
risks.

Real Stories - Painkillers Don't Exist
A series of people’s own experiences of living with pain, management and adverse effects
of analgesics.

11.1.5 Third sector groups/charities

Pain Association Scotland website

A national charity that delivers professionally led self-management pain education in the
community with local groups, pain management courses and assorted videos.

Tel: 0800 783 6059 (to join a group)

Versus Arthritis website (merger of Arthritis Care and Arthritis Research UK)
Information on: arthritis and musculoskeletal conditions, how to manage symptoms
including pain, sleep, fatigue and local groups.

Tel: 0800 5200 520

Pain Concern Helpline 0300 123 0789

Pain jigsaw
Pain management jigsaw | NHS Fife

11.2 Resources for healthcare professionals:

Live Well with Pain website

Wide range of leaflets and information sheets to download and print, including self-
management information leaflets and tools, medicines information for people with pain and
information posters for public waiting areas.

11.2.1 Pain assessments
Live Well with Pain Health Check tool/questionnaire
A three-page four-step pain assessment

The Leeds Assessment of Neuropathic Symptoms and Signs (S-LANSS) pain score
assessment tool - electronic version
S-LANSS paper/pdf version

British Pain Society Pain Scales Single page pain assessment. Suitable for ongoing use
to evaluate effectiveness of therapies.

Pain self efficacy questionnaire
Single page pain assessment. Suitable for ongoing use to evaluate effectiveness of
therapies.

Brief Pain Inventory assessment
A two-page pain assessment considering site of pain, intensity, impact of medication and
pain on day-to-day activities
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https://painkillersdontexist.com/stories/
https://painassociation.co.uk/
https://www.versusarthritis.org/
https://www.nhsfife.org/services/all-services/pain-management-service/pain-management-jigsaw/
https://livewellwithpain.co.uk/professional-tools/
https://livewellwithpain.co.uk/practitioner-resources/skills-knowledge/assessing-need/live-well-with-pain-health-check/
https://rightdecisions.scot.nhs.uk/chronic-pain-for-patients-in-development/pain-scores-questionnaires/s-lanss-pain-score/#/s-lanss-pain-score-about-the-s-lanss-pain-score
https://rightdecisions.scot.nhs.uk/chronic-pain-for-patients-in-development/pain-scores-questionnaires/s-lanss-pain-score/#/s-lanss-pain-score-about-the-s-lanss-pain-score
https://bpac.org.nz/BPJ/2016/May/docs/s-lanss.pdf
https://www.britishpainsociety.org/static/uploads/resources/files/pain_scales_eng.pdf
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0005/212909/Pain-S-E-Questionnaire.pdf
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/05/Brief-Pain-Inventory.pdf

11.2.2 Opioid information

Prescribing advice for opioids from Faculty of Pain Management

Faculty of Pain Management advice and recommendations on prescribing and reduction of
opioids

Pain Management opioid reduction calculator
Select opioid, starting dose, target (complete reduction or switch to another), weekly
percentage reduction and website calculates weekly doses.

Increased pain and tolerance with morphine-like medicines video from NHS Ayrshire
and Arran

DIRE score for opioids
Assesses candidacy for long-term opioid analgesia based on seven multiple choice
questions.

Opioid reduction templates
Webpage with assorted modifiable opioid reduction templates from Oxford University
Hospitals

Pain data website — medication information leaflets for patients includes leaflets on co-
codamol, tramadol, dihydrocodeine and others.

Opioid Risk Tool (ORT) for inappropriate opioid use
Opioid Risk Tool which helps identify those at risk of inappropriate opioid use

NHS GGC Guideline- Medication safety in opioid prescribing for chronic non-
malignant pain

NHS Greater Glasgow and Clyde 43-page guideline provides guidance for prescribers on
the management of people with chronic non-malignant pain.

Deprescribing information leaflet and information resource summary

A three-page leaflet summarising deprescribing in chronic non-cancer pain , including
discussion points with individual, risk of withdrawal, tapering plans, resources. From
Nottingham Area Prescribing Committee

11.2.3 GP Practice prescribing management and review systems

Pain management consultation model for primary care

Suggested content for three consultations

Primary care chronic pain management MDT

Includes: primary care MDT management pathway and exemplars letters for chronic pain
medication reviews.

National Therapeutic Indicators (NTls) Practice specific prescribing data
Deprescribing practice lessons learned Top 10 tips and actions plans from seven GP
practices.

11.2.4 Education

NES Chronic Pain Knowledge Hub on TURAS. Chronic pain learning toolkit with e-
learning modules in four levels dependent of levels of practice from informed to specialist.
Free of charge but requires NES TURAS account
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https://www.fpm.ac.uk/opioids-aware
https://paindata.org/taper.php?using=10%25
https://www.youtube.com/watch?v=pdpfFUAeTME
https://www.mdcalc.com/calc/10035/dire-score-opioid-treatment
https://www.ouh.nhs.uk/services/referrals/pain/opioids-chronic-pain/#templates
https://www.paindata.org/drugs.php
https://www.mdcalc.com/calc/1757/opioid-risk-tool-ort-narcotic-abuse
https://rightdecisions.scot.nhs.uk/media/fq3dvemp/opioid-prescribing-guidelines-210-v-5.pdf
https://rightdecisions.scot.nhs.uk/media/fq3dvemp/opioid-prescribing-guidelines-210-v-5.pdf
https://www.nottsapc.nhs.uk/media/gk4h2aix/opioid_deprescribing.pdf
https://sway.office.com/ul8PWqer9sGeVRxb?ref=email&fbclid=IwAR1VfKHRMdqX7vX0RfX7cJ7OM49YuIBruy8qh9zrdM4wUiOK0jtOxQzPVFU
https://sway.office.com/szyeuKXg7Z8Jv0Is?ref=Link
https://scotland.shinyapps.io/nhs-prescribing-nti/
https://sway.office.com/cWg1BywjFhSLsQ54?accessible=true
https://learn.nes.nhs.scot/74191

Turas Learn module: Finding a Way Through Chronic Pain Resource
Psychologically informed resource. One hour learning module Free of charge but requires
NES TURAS account

Turas Learn module: Emotion Matters

A one-hour introductory module to increase understanding and awareness of the psycho-
social aspects of living with a long-term condition. Free of charge but requires NES TURAS
account

Turas Learn module: Building a shared understanding
One hour module to help staff to work collaboratively with people with long term conditions
or persistent physical conditions. Free of charge but requires NES TURAS account

Turas Learn module: Mental health improvement, and prevention of self-harm and
suicide

Four levels dependent of levels of practice from informed to specialist. Free of charge but
requires NES TURAS account

Webinar on challenging consultations and recorded consultation of individual with
fibromyalgia with drug seeking behaviour from NES. Free of charge but requires NES
TURAS account.

Webinar: Dealing with drug seeking behaviour
A presentation with practical hints and tips on how to recognise and manage drug seeking
behaviour.
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https://learn.nes.nhs.scot/74744
https://learn.nes.nhs.scot/15213/
https://learn.nes.nhs.scot/18874/psychological-skills-in-physical-health/building-a-shared-understanding-basu-informed
https://learn.nes.nhs.scot/17099
https://learn.nes.nhs.scot/17099
https://learn.nes.nhs.scot/60917
https://vimeo.com/187991515/b6374f1254

12. Case studies

12.1 Case study: Opioids in chronic pain
Case summary

Background (age, sex, occupation, baseline function)
e 74-year-old female

e Lives in ground floor flat

* Mobilises with walking aid but currently housebound

History of presentation/reason for review

« Identified for review by a search in her GP practice (using Scottish Therapeutics Utility
(STU)), as she is prescribed a high dose opioid (>50mg morphine equivalent)

e Currently taking Longtec® 90mg daily plus Shortec® 30mg daily (i.e. 240mg morphine
equivalent daily (MED) dose)

Current medical history and relevant comorbidities

e Lower back pain episode - six years ago

e Transient diplopia - cause uncertain — 10 years ago

e Essential hypertension — 14 years ago

e Barrett’s oesophagus with hiatus hernia — 14 years ago
¢ Chronic lower back pain - 24 years ago

e Cerebrovascular disease — 25 years ago

e Seronegative polyarthropathy — 25 years ago

e Osteoporosis — 26 years ago

¢ Anxiety — 31 years ago

Current medication and drug allergies (include over the counter (OTC) preparation,
traditional medicines and herbal remedies)

Allergies or adverse drug reactions (ADRs)

e Adverse reaction to aspirin previously - Gl upset

Current medication

¢ Amlodipine 5mg tablets: one tablet daily

e Clopidogrel 75mg tablets: one tablet daily

e Diazepam 2mg tablets: one tablet daily in the morning
e Longtec® 40mg tablets: one tablet twice daily

e Longtec® 5mg tablets: one tablet twice daily

e Mirtazapine 15mg tablets: one tablet at night

¢ Nitrofurantoin 50mg capsules: one capsule at night

e Omeprazole 20mg capsules: one capsule twice daily
e Oxybutynin 2.5mg tablets: one tablet twice daily

e Paracetamol 500mg tablets: two tablets three times daily
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e Quinine sulphate 200mg tablets: one tablet at night

¢ Ramipril 10mg capsules: one capsule daily

e Senna 7.5mg tablets: two tablets at night

e Shortec® 10mg capsules: one capsule six hourly, as required
e Vitamin D3 10001U capsules: one capsule daily

e Zopiclone 3.75mg tablets: one tablet at night

Over the counter medicines: nil

Lifestyle and current function
¢ Clinical Frailty Score (Rockwood) 6 (moderately frail)
¢ Medication in compliance aid
¢ No difficulty swallowing medicines
e Carers four times a day for personal care/medication prompt/meals/shopping
e Appears a bit confused at times but lucid and normally perceptive (MMSE score 26/30
on testing three months ago)
e Smokes 15 cigarettes a day
¢ Reports no alcohol or recreational/over the counter drug use
¢ Reports poor appetite and diet but weight stable at 32kg:
o Three years ago 38kg
o Two years ago 34.1kg, with dietetic input started
o Now on sip feeds and carers add in full cream milk, biscuits etc

“What matters to me” (ideas, concerns and expectations of treatment)

e Very fixed mindset on requirement for all medicines. Denies any side effects

¢ Would like to reduce pain levels - widespread pain in back, joints, and stomach. She
rates her pain as 10/10

e Would like to go to bingo but has lost confidence to leave the flat

e Keeps herself happy by feeding birds/foxes - misses her dog who died last year

Observations, examinations and results

Note: local laboratory reference ranges may vary

o Weight 32kg (stable for last six months), Height 140cm, BMI 16.3kg/m?

e Urea and electrolytes— within range three months ago, eGFR greater than
60ml/min/1.73m?, calculated creatinine clearance 33mL/min

e BP average over three readings 145/85mmHg, no postural drop

e Serum cholesterol 4.4mmol/l (<5.0mmol/L), HDL/LDL ratio 3.8 (for women <2.5)

* DXA six years ago after being on bisphosphonate for five years. T=-2.7 Advised to stop
bisphosphonate for two years and then re DXA - GP to refer again
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Most recent relevant consultations

e Pain and polypharmacy review during a home visit three months ago. Brief Pain
Inventory score average is 9/10 (unable to score interference questions, analgesic
effectiveness 0-10%)

e GAD score 9/21

* Weekly phone calls to practice over last six months for a variety of complaints: urinary
tract infection (UTI), upper respiratory tract infection (URTI), stomach pains

Follow-up:

¢ Regular contact with community link worker and follow-up with pharmacist to implement
pain and polypharmacy medication review changes. Medication changes discussed, but
reluctant to try some of them. Signposted to the resources “My Live Well with Pain”
website

e Follow up every four to six weeks to review medication changes - slow, gradual changes
with regular reassessment and individual choice over which medications to deprescribe

and when
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1.

Aims

What matters to

the individual
about their
condition(s)?

2-
Need

Identify
essential drug
therapy

3.

Does the
individual take
unnecessary
drug therapy?

Process

Review diagnoses and consider:

e Therapeutic objectives of drug
therapy

¢ Management of existing health
problems

e Prevention of future health issues,

including lifestyle advice
Ask patient to complete PROMs
(questions to prepare for my review)
before their review

Identify essential drugs (not to be

stopped without specialist advice)

e Drugs that have essential
replacement functions (e.g.
levothyroxine)

e Drugs to prevent rapid
symptomatic decline (e.g. drugs
for Parkinson’s disease, heart
failure)

Identify and review the continued

need for drugs

e what is medication for?

¢ with temporary indications

e with higher than usual
maintenance doses

¢ with limited benefit/evidence for
use

o with limited benéefit in the person
under review (see drug efficacy
and applicability (NNT) table)

Person specific issues to

address

Does not want to stop any
medication, reports all are effective
despite pain 10/10. “If it’s not broke,
don't fix it”

Wants to go out to bingo/shops
Challenge of matching her
expectations of remaining on all
medicines versus reducing risks of
ADR/side effects. Suspicious of
reviews due to past experiences.
Discuss realistic expectations of
pain management

Discuss non-pharmacological ways
of managing pain

Develop a therapeutic relationship
Essential — none

Nitrofurantoin: complains of UTI
despite continuous nitrofurantoin.
CrCl 33ml/min, so should be
avoided and no evidence to support
prophylactic use beyond six
months. Trial without
Mirtazapine, zopiclone and
diazepam: contributing to
anticholinergic burden (ACB).
Review and rationalise if possible
after opioid reduction. Reassess
GAD. Not keen to engage with
mental health teams currently, has
tried before, with no benefit
Zopiclone: trial reduction after
opioids have been reduced
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4.

Effectiveness

Are therapeutic
objectives being
achieved?

5.
Safety

Does the
individual have
or is at risk of
ADR/ Side
effects?

Does the
person know
what to do if
they’re ill?

6.

Sustainability

Is drug therapy
cost-effective
and

Identify the need for

adding/intensifying drug therapy

to achieve therapeutic objectives

e to achieve symptom control

¢ to achieve biochemical/clinical
targets

e to prevent disease
progression/exacerbation

e is there a more appropriate
medication to achieve goals?

Identify individual safety risks by

checking for

e appropriate individual targets e.g.
HbA1c, BP

e drug-disease interactions

e drug-drug interactions (see ADR
table)

e monitoring mechanisms for high-
risk drugs

o risk of accidental overdosing

Identify adverse drug effects by

checking for

e specific symptoms/laboratory
markers (e.g. hypokalaemia)

e cumulative adverse drug effects
(see ADR table)

e drugs used to treat side effects
caused by other drugs

Medication Sick Day Guidance

Identify unnecessarily costly drug

therapy by

e considering more cost-effective
alternatives, formulary choices,
safety, convenience

Consider the environmental

impact of

Amlodipine: BP adequately
controlled, with no postural drop
Bone protection: awaiting DXA,
receives vitamin D but no calcium,
however her diet is calcium rich
with full fat milk, cream and cheese

Quinine sulfate: still reports leg
cramps, therefore trial without
Oxybutynin: high ACB. She
reports previous catheterisation
because of urinary retention. Trial
discontinuation to reduce ACB, then
assess urinary frequency

Opioids: she reports 10/10 for pain
despite 240mg MED dose.
Discuss ADR and potential harm,
increasing risk of falls,
hyperalgesia, impact on cognition,
sedation, immune suppression,
query a factor in recurrent UTls
Plan: reduce oxycodone by 7-10%
every two to four weeks to achieve
lowest possible dose
Paracetamol: Reduce dose to one
tablet as weight less than 50kg
Reassess BP after medicines are
deprescribed with potential to
reduce ramipril

Medication Sick Day Guidance given
for ramipril

Check local formulary choices for
sustained-release oxycodone and if
necessary, switch to a more cost-
effective preparation when a stable
dose is reached

Advised to dispose of medicines
through the community pharmacy
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https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.gov.scot%2Fbinaries%2Fcontent%2Fdocuments%2Fgovscot%2Fpublications%2Fconsultation-paper%2F2025%2F06%2Fpolypharmacy-guidance-appropriate-prescribing-making-medicines-safe-effective-sustainable-2025-2028-consultation-draft-guidance%2Fdocuments%2Fcumulative-toxicity-table-unabridged-polypharmacy-guide%2Fcumulative-toxicity-table-unabridged-polypharmacy-guide%2Fgovscot%253Adocument%2Fcumulative-toxicity-table-unabridged-polypharmacy-guide.xlsx&wdOrigin=BROWSELINK
https://yellowcard.mhra.gov.uk/
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.gov.scot%2Fbinaries%2Fcontent%2Fdocuments%2Fgovscot%2Fpublications%2Fconsultation-paper%2F2025%2F06%2Fpolypharmacy-guidance-appropriate-prescribing-making-medicines-safe-effective-sustainable-2025-2028-consultation-draft-guidance%2Fdocuments%2Fcumulative-toxicity-table-unabridged-polypharmacy-guide%2Fcumulative-toxicity-table-unabridged-polypharmacy-guide%2Fgovscot%253Adocument%2Fcumulative-toxicity-table-unabridged-polypharmacy-guide.xlsx&wdOrigin=BROWSELINK
https://rightdecisions.scot.nhs.uk/polypharmacy-guidance-realistic-prescribing/medicines-sick-day-guidance/

environmentally
sustainable?

7.

Person-
centredness

Is the person
willing and able
to take drug
therapy as
intended?

e Inhaler use
e Single use plastics
e Medicines waste
o over-ordering
o disposal
o Water pollution
Does the person understand the
outcomes of the review?
e Consider Teach back
Ensure drug therapy changes are
tailored to individual’s
preferences. Consider
e is the medication in a form they
can take?
e is the dosing schedule
convenient?
e what assistance is needed?
e are they able to take medicines
as intended?
Agree and communicate plan
e discuss and agree with the
individual/carer/welfare proxy
therapeutic objectives and
treatment priorities
¢ include lifestyle and holistic
management goals
e inform relevant health and social
care providers of changes in
treatments across the transitions
of care
Ask patient to complete the post-
review PROMs questions after
their review

Key concepts in this case

e Reducing medicine related harm compared to person-centredness

e A person-centred approach is required as individuals often feel medicines are necessary and
report no side effects. However, a lack of efficacy and risk of adverse effects must be
considered and ensure safety in prescribing.

e There is a need to build a therapeutic relationship with trust to support and influence change,
and to deprescribe medicines

e The need for subsequent and ongoing reviews to address a stepped and supported approach
to trials of reduction and deprescribing, ensuring shared decision-making at every stage

e Advised to only order what is
needed, do not stockpile
medicines

Agreed plan

e Unwilling to change pain medicines
at first but willing to ‘trial’ reduction
of therapy at subsequent
consultations

e Gradual changes in medicines
discussed and agreed

e Stop: nitrofurantoin, oxybutynin,
quinine sulfate

e Reduce: opioids, then zopiclone

e Reduce: paracetamol dose

e Option to include functional
assessment scores before and after
medication changes, along with the
pain score

e Refer to community link worker for
social prescribing and community
support options

e Attitude to smoking explored and
reports reducing her cigarette
smoking to less than eight a day

After four months follow-up, she had
reduced to 45mg oxycodone (90
MED). Pain still 9/10, but now going
out with carer one day a week and
visiting shops
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12.2 Case study: Anticonvulsants in chronic pain

Case summary

Background (age, sex, occupation, baseline function)

47-year-old female
Police officer

History of presentation/reason for review

She self-presents concerned about the impact of medicines and side effects on her
ability to do her job. Recently she had tried to stop them all completely and felt awful,
like she had the flu. She is concerned that she is addicted

Current medical history and relevant comorbidities

Chronic low back pain and neuropathic leg pain following accident at work - two years
ago
Menopause - three years ago

Current medication and drug allergies (include over the counter (OTC) preparation
and herbal remedies)
Allergies or adverse drug reactions: nil

Femoston-conti® 1mg/5mg tablets: one tablet daily

Gabapentin 300mg capsules: three capsules three times daily

Paracetamol 500mg caplets: two tablets up to four times daily when required
Tramadol 50mg capsules: two capsules four times daily

Over the counter medicines: nil

Lifestyle and current function

Lives with husband and two teenage sons

After accident was moved from being on the beat to a desk job as was overly sedated
on medication

Not as active due to back and leg pain, and sedentary job

Avoids driving due to drowsiness

Concerned she is putting on weight despite a healthy diet

Non-smoker

Alcohol less than seven units/week

“What matters to me” (ideas, concerns and expectations of treatment)

“Pain has been improving so | tried to stop the medicines because they made me so
tired. Burning and shooting feeling had gone”

“One day | decided enough was enough, and just stopped taking the gabapentin and the
tramadol. | don’t really use the paracetamol very often”
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o ‘| felt so bad, my pain was worse, it was as though | had flu and | ended up taking them
again - I'm scared to try stopping them now”

Observations, examinations and results

Note: local laboratory reference ranges may vary

» Weight 74.3kg, Height 168cm, BMI 26kg/m?

e Serum creatinine 84micromol/L (60-120micromol/L)
e FBC in normal range

e MRI - nothing abnormal

Most recent relevant consultations
¢ Gabapentin dose was increased eight months ago following a fall which had flared up
her pain
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1.

Aims

What matters to

the individual
about their
condition(s)?

2.

Need

Identify
essential drug
therapy

3.

Does the
individual take
unnecessary
drug therapy?

4.

Effectiveness

Are therapeutic
objectives being
achieved?

Process

Review diagnoses and consider:

e Therapeutic objectives of drug
therapy

¢ Management of existing health
problems:

e Prevention of future health
issues, including lifestyle advice

Ask patient to complete PROMs

(questions to prepare for my

review) before their review

Identify essential drugs (not to

be stopped without specialist

advice)

¢ Drugs that have essential
replacement functions (e.g.
levothyroxine)

e Drugs to prevent rapid
symptomatic decline (e.g. drugs
for Parkinson’s disease, heart
failure)

Identify and review the continued

need for drugs

¢ what is medication for?

e with temporary indications

¢ with higher than usual
maintenance doses

o with limited benefit/evidence for
use

o with limited benefit in the person
under review (see drug efficacy
and applicability (NNT) table)

Identify the need for

adding/intensifying drug therapy

to achieve therapeutic objectives

e to achieve symptom control

¢ to achieve biochemical/clinical
targets

e to prevent disease
progression/exacerbation

e is there a more appropriate

medication to achieve goals?

Person specific issues to
address

Concerned regarding side effects and
possible ‘addiction’

She feels original pain improved
Gaining weight despite healthy diet

Essential - none

Pain improved. May not need higher
dose gabapentin or full dose tramadol,
both would need slowly reduced to
avoid adverse effects of withdrawal.
Reduce one at a time

Pain improved overall

Consider therapeutic paracetamol, if
evidence of benefit. May need
tramadol as required
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5.
Safety

Does the
individual have
or is at risk of
ADR/ Side
effects?

Does the
person know
what to do if
they’re ill?

6.

Sustainability

Is drug therapy
cost-effective
and
environmentally
sustainable?

7.

Person-
centredness

Is the person
willing and able
to take drug
therapy as
intended?

Identify individual safety risks by

checking for

e appropriate individual targets
e.g. HbA1c, BP

e drug-disease interactions

e drug-drug interactions (see ADR
table)

e monitoring mechanisms for high-
risk drugs

e risk of accidental overdosing

Identify adverse drug effects by
checking for
e specific symptoms/laboratory
markers (e.g. hypokalaemia)
e cumulative adverse drug effects
(see ADR table)
e drugs used to treat side effects
caused by other drugs
Medication Sick Day Guidance
Identify unnecessarily costly
drug therapy by
e considering more cost-effective
alternatives, formulary choices,
safety, convenience
Consider the environmental
impact of
e Inhaler use
e Single use plastics
e Medicines waste
o over-ordering
o disposal
e Water pollution
Does the person understand the
outcomes of the review?
e Consider Teach back
Ensure drug therapy changes are
tailored to individual’s
preferences. Consider
¢ is the medication in a form they
can take?
e is the dosing schedule
convenient?

Gabapentinoid and opioid both central
nervous system depressant with risk
of dependency

Weight gain: gabapentin adverse
effect includes abnormal appetite,
therefore although diet is healthy may
be consuming more. Previous pain
and sedation could result in less
physical activity. Increased weight can
lead to joint pain

Counsel and agreed shared decision
to gradually reduce to lowest effective
dose or stop

Consider non-pharmacological ways
to manage pain

Advised to dispose of medicines
through the community pharmacy
Advised to only order what is needed,
do not stockpile medicines

Agreed plan

Discuss reduction plan advising that it
may take several weeks or months to
gradually reduce

Discuss likely side effects of
withdrawal and how to mitigate
Explain the need to monitor pain, and
stop at lowest effective dose if
needed
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e what assistance is needed?

e are they able to take medicines
as intended?

Agree and communicate plan

e discuss and agree with the
individual/carer/welfare proxy
therapeutic objectives and
treatment priorities

¢ include lifestyle and holistic
management goals

e inform relevant health and social
care providers of changes in
treatments across the
transitions of care

Ask patient to complete the post-

review PROMs questions after

their review

Key concepts in this case

Could consider when required NSAID
to help manage any flare up
Additional steps: signpost to
supported self-management and other
allied team members to support
activity management and pacing

e Pain improved, therefore same level of medication no longer required

e Side effects:

e drowsiness

e weight gain

e dependency (evidenced by withdrawal)
e High risk medicine combinations

e Deprescribing — supporting the individual to safely reduce or stop medicines
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12.3 Case study: Antidepressants in chronic pain
Case summary

Background (age, sex, occupation, baseline function)
e 54-year-old male
e Works as a painter and decorator

History of presentation/reason for review
e Attends appointment due to uncontrolled pain

Current medical history and relevant comorbidities
e Diabetic peripheral neuropathic pain - two years ago
e Type 2 diabetes mellitus - four years ago

e Gout - seven years ago

Current medication and drug allergies (include over the counter (OTC) preparation,

traditional medicines and herbal remedies)

Allergies or adverse drug reactions (ADRs): nil

Currently prescribed:

e Allopurinol 100mg tablets: one tablet daily

¢ Amitriptyline 50mg tablets: one tablet at night

e Atorvastatin 10mg tablets: one tablet daily

e Duloxetine 60mg capsules: one capsule daily (started three months prior to review)

e Metformin 500mg tablets: two tablets twice daily

e Tramadol 50mg capsules: two capsules when required for pain (no recent change —
average use two to three times daily)

Over the counter medicines: nil

Occasional cannabis use for neuropathic pain

Lifestyle and current function

» Keeps active with regular walking

e Does not smoke

e Drinks eight units of alcohol a week (on his days off work)

¢ Has significantly changed diet over past two years since diabetes worsened

“What matters to me” (ideas, concerns and expectations of treatment)
e Wants pain to stop, especially during the day. He is particularly struggling when working

Observations, examinations and results
Note: local laboratory reference ranges may vary
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» Weight 70kg, Height 174cm, BMI 23kg/m? (with changes to diet and lifestyle he has
managed to significantly reduce weight over past two years — nothing sinister
suspected)

e BP 128/67mmHg

» Urea and Electrolytes in normal range, eGFR greater than 60ml/min/1.73m?

¢ HbA1c 50mmol/mol (6.7%)

¢ Thyroid function tests (TFTs) in normal range

¢ Bone profile in normal range

e Lipids in normal range

Most recent relevant consultations
¢ Duloxetine started for neuropathic pain three months prior to review
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1.

Aims

What matters to

the individual
about their
condition(s)?

2.

Need

Identify
essential drug
therapy

3.

Does the
individual take
unnecessary
drug therapy?

4,

Effectiveness

Are therapeutic
objectives being
achieved?

Process

Review diagnoses and consider:

e Therapeutic objectives of drug
therapy

¢ Management of existing health
problems

e Prevention of future health issues,
including lifestyle advice

Ask patient to complete PROMs

(questions to prepare for my review)

before their review

Identify essential drugs (not to be

stopped without specialist advice)

e Drugs that have essential
replacement functions (e.g.
levothyroxine)

e Drugs to prevent rapid symptomatic
decline (e.g. drugs for Parkinson’s
disease, heart failure)

Identify and review the continued

need for drugs

e what is medication for?

e with temporary indications

¢ with higher than usual maintenance
doses

o with limited benefit/evidence for
use

¢ with limited benefit in the person
under review (see drug efficacy
and applicability (NNT) table)

Identify the need for

adding/intensifying drug therapy to

achieve therapeutic objectives

e to achieve symptom control

e to achieve biochemical/clinical
targets

e to prevent disease
progression/exacerbation

e is there a more appropriate

medication to achieve goals?

Person specific issues to
address

Assess pain control and function as
states struggling with pain during the
day and at work

Biopsychosocial assessment to
determine if other factors worsening
pain

Diabetes well controlled

Essential - none

Duloxetine and amitriptyline:
review effectiveness of these,
determining which has been the
most beneficial. Optimise the dose
and gradually reduce the other
Tramadol not recommended as
treatment for neuropathic pain,
consider stopping

Diabetes well controlled, continue
with treatment and lifestyle
measures

Pain poorly controlled, optimise
medicines and encourage use of
self-management strategies

127


https://rightdecisions.scot.nhs.uk/manage-meds-for-patients-and-carers/questions-to-prepare-for-my-medicines-review/?collection=managemeds-polypharmacy
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.gov.scot%2Fbinaries%2Fcontent%2Fdocuments%2Fgovscot%2Fpublications%2Fconsultation-paper%2F2025%2F06%2Fpolypharmacy-guidance-appropriate-prescribing-making-medicines-safe-effective-sustainable-2025-2028-consultation-draft-guidance%2Fdocuments%2Fdrug-efficacy-nnt-table-full-version%2Fdrug-efficacy-nnt-table-full-version%2Fgovscot%253Adocument%2Fdrug-efficacy-nnt-table-full-version.docx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.gov.scot%2Fbinaries%2Fcontent%2Fdocuments%2Fgovscot%2Fpublications%2Fconsultation-paper%2F2025%2F06%2Fpolypharmacy-guidance-appropriate-prescribing-making-medicines-safe-effective-sustainable-2025-2028-consultation-draft-guidance%2Fdocuments%2Fdrug-efficacy-nnt-table-full-version%2Fdrug-efficacy-nnt-table-full-version%2Fgovscot%253Adocument%2Fdrug-efficacy-nnt-table-full-version.docx&wdOrigin=BROWSELINK

5.
Safety

Does the
individual have
or is at risk of
ADR/ Side
effects?

Does the
person know
what to do if
they’re ill?

6.

Sustainability

Is drug therapy
cost-effective
and
environmentally
sustainable?

7.

Person-
centredness

Is the person
willing and able
to take drug
therapy as
intended?

Identify individual safety risks by

checking for

e appropriate individual targets e.g.
HbA1c, BP

e drug-disease interactions

e drug-drug interactions (see ADR
table)

e monitoring mechanisms for high-
risk drugs

e risk of accidental overdosing

Identify adverse drug effects by
checking for
¢ specific symptoms/laboratory
markers (e.g. hypokalaemia)
e cumulative adverse drug effects
(see ADR table)
e drugs used to treat side effects
caused by other drugs
Medication Sick Day Guidance
Identify unnecessarily costly drug
therapy by
e considering more cost-effective
alternatives, formulary choices,
safety, convenience
Consider the environmental impact
of
e Inhaler use
e Single use plastics
¢ Medicines waste
o over-ordering
o disposal
o Water pollution
Does the person understand the
outcomes of the review?
o Consider Teach back
Ensure drug therapy changes are
tailored to individual’s preferences.
Consider
¢ is the medication in a form they
can take?
e is the dosing schedule convenient?
e what assistance is needed?

Duloxetine, tramadol and
amitriptyline: all serotonergic,
review for signs and symptoms of
serotonin syndrome and rationalise
therapy

On several psychoactive
substances including cannabis.
Educate on cannabis use in pain,
and use health behaviour change
techniques to encourage stopping
Assess for other ADR

Counsel on potential long-term
issues with regular opioids. Advise
gradual dose reduction of tramadol
with aim to stop

All medicines are formulary choices
Advised to dispose of medicines
through the community pharmacy
Advised to only order what is
needed, do not stockpile medicines

Agreed plan

He is happy to take less medication
and does not want to take medicines
that are “doing more harm than
good”

Stop: agreed to reduce amitriptyline
and then stop

Increase: duloxetine could be
increased up to a maximum of
120mg daily
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e are they able to take medicines as e Review: tramadol could be reduced

intended? and stopped once other pain
Agree and communicate plan management strategies are in place
e discuss and agree with the e Signposted to NHS Inform and pain
individual/carer/welfare proxy management websites for
therapeutic objectives and information on self-management

treatment priorities
¢ include lifestyle and holistic
management goals
e inform relevant health and social
care providers of changes in
treatments across the transitions of
care
Ask patient to complete PROMs
(questions to prepare for my review)
before their review
Key concepts in this case
e Optimisation of medication to maximise benefit and minimise risk to the individual
e Acceptance of, and education, around chronic pain conditions. Use of self-management
strategies will support chronic pain management in conjunction with pharmacological options
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12.4 Case study: Drug dependency and requests for medication out of

hours in chronic pain

Case summary

Background (age, sex, occupation, baseline function)
e 38-year-old female

e Part-time shop assistant

History of presentation/reason for review

e Contact to out of hours (via NHS 24) on Friday evening. Reports increasing pain,
described as ‘tingling and shooting pain down my legs which comes and goes.’ Pain is
chronic, more than three years, has not changed in nature, just intensity. No other
symptoms which might suggest cord compression or other red flags

¢ Requesting more gabapentin and tramadol as states that pain is not controlled with
current doses, so takes more than prescribed and has run out of medication

Current medical history and relevant comorbidities
e Depression — seven years ago

e Chronic pain: hip and back — nine years ago

e Drug dependency — 18 years ago

Current medication and drug allergies (include over the counter (OTC) preparations,
traditional medicines and herbal remedies)

Allergies or adverse drug reactions: nil

Currently prescribed:

e Amitriptyline 50mg tablets: two tablets daily

e Bisacodyl 5mg tablets: one or two at night as required

e Co-codamol 30/500mg tablets: two tablets four times daily

¢ Gabapentin 300mg capsules: one capsule three times daily

¢ Methadone 1mg/ml oral solution: 30ml daily, twice weekly pick-up
e Pregabalin 150mg capsules: one capsule twice daily

e Sertraline 100mg tablets: one tablet daily

e Tramadol 50mg capsules: one capsule three times daily

Over the counter medicines: nil

Lifestyle and current function

e Single, two grown up daughters who live away from home

e Moved to the area ten months ago due to violent break-up with previous partner

e Alcohol: one bottle of wine most evenings

e Smoker: 30g tobacco weekly

e COccasional street drug use: cannabis at the weekend

e Usually little physical activity. Currently unable to drive, as licence confiscated due to
drink-driving, so walking to and from work
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“What matters to me” (ideas, concerns, and expectations of treatment)
¢ Wants to get pain under control

e Frustrated at time taken to get through on phone to have query dealt with by out of
hours (OOH)

Observations, examinations and results

Note: local laboratory reference ranges may vary

e Urea and electrolytes normal

e Weight 79kg, Height 168cm, BMI 28kg/m?

e No change to bladder or bowel function, no loss of sensation

e Normal MRI scan within the last six months

¢ No additional information on Emergency Care Summary (ECS)

Most recent relevant consultations
Has frequent contacts with GP practice and out of hours as runs out of medication, which is
dispensed weekly, often due to hip and low back pain.

Process

Steps

1. Review diagnoses and consider:
Therapeutic objectives of drug
therapy

Management of existing health
problems

Prevention of future health
issues, including lifestyle advice

Aims ®

What matters to g

the individual
about their °
condition(s)?

Identify essential drugs (not to
be stopped without specialist

advice)
2 e Drugs that have essential
. replacement functions (e.g.
Need levothyroxine)
: ¢ Drugs to prevent rapid
Identlfy symptomatic decline (e.g. drugs
essential drug for Parkinson’s disease, heart
therapy

failure)

Person specific issues to
address

o Wishes to manage her pain

e Wishes to reduce her need for out of
hours contacts and find ways to better
manage her condition

e Methadone maintenance is essential
as substance dependence therapy
and should not be stopped abruptly.
Methadone is normally initiated by
specialist services and the risks of
prescribing in OOH services is high.
Individuals presenting with opioid
withdrawal symptoms during the OOH
period should be signposted to the
emergency department for
assessment and management of their
symptoms. Consider elimination half-
life of medication requested (see
below) and risk of harm from
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3.

Does the
individual take
unnecessary
drug therapy?

4,

Effectiveness

Are therapeutic
objectives being
achieved?

Identify and review the continued
need for drugs

what is medication for?

with temporary indications

with higher than usual
maintenance doses

with limited benefit/evidence for
use

with limited benefit in the person
under review (see drug efficacy
and applicability (NNT) table)

Identify the need for
adding/intensifying drug therapy
to achieve therapeutic objectives

to achieve symptom control

to achieve biochemical/clinical
targets

to prevent disease
progression/exacerbation

is there a more appropriate
medication to achieve goals?

prescribing without access to daytime
medical records
If prescribing, prescribe the smallest
quantity needed to allow follow up in
daytime GP services and clearly
document in case records the strength
and quantity supplied
Multiple medications prescribed for
pain, all associated with a risk of
dependency and which would require
support to withdraw safely in daytime
practice:

e Amitriptyline

e Co-codamol

e Gabapentin

e Pregabalin

e Tramadol

Be aware of any local or national
policies around prescribing of
medicines with risk of dependency
during the OOH period

Take a person-centred approach to
management and prescription request
in OOH services. Review any
management advice on case records/
ECS from daytime GP and discuss the
benefits, risks and alternatives to
prescribing. Where prescribing in the
OOH period, use the smallest quantity
to allow daytime GP practice follow up
and document clearly in records
During daytime follow up discuss
effective pain management options for
chronic pain considering physical
function, mental health, social and
emotional factors. Record clear
instructions on patients ECS with
indication for use and management of
prescription requests during the OOH
period
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e Tolerance to opioids occurs therefore
higher doses are required to maintain
the same level of pain relief

e Good practice not to combine opioids

¢ During daytime follow up target
tramadol first for gradual reduction

o Work with individual to develop a plan
to gradually deprescribe
gabapentinoids (gabapentin and
pregabalin separately) and opioids
(tramadol first, then codeine in co-
codamol). Agree a plan to
communicate to OOH services using
ECS

e Explain potential for withdrawal
symptoms and that the tapering may
take months. Leave clear instructions
for OOH management and
prescription requests during this time
ensuring safety across transitions of

care
Identify individual safety risks by ° Constipation possibly a side effect of
checking for opioid use
e appropriate individual targets ¢ Increased risk of adverse effects such
9. e.g. HbA1c, BP as drowsiness, respiratory depression

Safety

« drug-disease interactions and interactior.1$ Yvith multiple opioids
e drug-drug interactions (see ADR and gabapentinoids (see MHRA alert)
Does the table) e Ensure awareness of need for
individual have . r?nitoring mechanisms for high- contraception to reduce teratogenic
or is at risk of effects with gabapentin

ADR/ side . rrilss’::fr:?:cs:idental il e Potentially increased risk of drug-
effects? related death due to use of multiple
. opioids, gabapentinoids and street

Identify adverse drug effects by drugs
checking for

Does the ¢ specific symptoms/laboratory

person know markers (e.g. hypokalaemia)

what to do if e cumulative adverse drug effects

they're ill? (see ADR table)

e drugs used to treat side effects
caused by other drugs
Medication Sick Day Guidance
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6.

Sustainability

Is drug therapy
cost-effective
and
environmentally
sustainable?

7.

Person-
centredness

Is the person
willing and able
to take drug
therapy as
intended?

Identify unnecessarily costly
drug therapy by

considering more cost-effective
alternatives, formulary choices,
safety, convenience

Consider the environmental
impact of

Inhaler use

Single use plastics
Medicines waste

o over-ordering

o disposal

Water pollution

Does the person understand the
outcomes of the review?

Ensure drug therapy changes are

Consider Teach back

tailored to individual’s
preferences. Consider

is the medication in a form they
can take?

is the dosing schedule
convenient?

what assistance is needed?
are they able to take medicines
as intended?

Agree and communicate plan

discuss and agree with the
individual/carer/welfare proxy
therapeutic objectives and
treatment priorities

include lifestyle and holistic
management goals

inform relevant health and social

care providers of changes in
treatments across the
transitions of care

During daytime practice review,
consider reducing ineffective pain
medication and introducing non-
pharmacological therapy such as
physiotherapy, yoga, CBT. Support
may be available from a community
link worker to identify the best plan for
the individual

Agreed plan

In OOH establish what pain
medication is requested and take a
person-centred, risk/ benefit approach
to management, in line with local and
national policies, until reopening of
daytime GP services

Recommend follow up with regular GP
practice in a suitable time frame

In daytime practice recommend
stepwise reduction plan for any
ineffective medicines in agreement
with the individual. Record indication
for medicine, any reduction plans and
management options for prescription
requests during the OOH period on
the individual's ECS

Consider option of physiotherapist and
community link worker support
Signpost to National Wellbeing Hub
Alcohol: discussed the effects of
alcohol and potential to worsen
symptoms related to pain and
depression and signpost to local
support if available

Smoking: recommend smoking
cessation services and
reduction/cessation of cannabis
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Key concepts in this case

Managing regular requests (including out of hours) for pain medication which has
potential for problematic substance use

Special notes around indication for prescribing, planned reduction regimes or suggested
management options for early prescription requests can be recorded within the ECS to
aid decision making in OOH services

In daytime GP practice recommend a plan for reducing inappropriate polypharmacy in
pain and depression associated with drug dependency and substance use. This is
preferable in daytime GP services due to access to full medical records and relational
continuity, as this process can be complex and take time. With a clear plan documented
on ECS, this will aid other healthcare providers such as out of hours or community
pharmacies

Referral to community link workers and third sector agencies may be helpful to assist a
holistic approach to the management of pain and depression with a background of
substance use. Gaining acceptance and motivation for this pathway may be challenging
Varied half-lives for medication (and therefore elimination rates) (see Table 16 below)
can be used to help determine if withdrawal effects are likely to be present during the
out of hours period

Table 16: Half-life of selected analgesics

Half-life (T1/2) Time to almost complete elimination
Medication (hours, unless (five half-lives)

specified) (hours, unless specified)
Amitriptyline 25 125 (five days)
Tramadol 6 30
Morphine 1.5-4.5 7.5-22.5
Gabapentin 5-7 25-35
Pregabalin 6.3 31.5
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13. Abbreviations

ACE
ACT
ADR
ANP
BMI
BP
CBT
CHM
CNS
Cox-2
DFM
DIRE
DXA
ECS
eGFR
EMIS
FBC
GAD
Gl
HbA1c
HCP
HEPMA
HIS
HRT
IASP
KIS
LTC
MDT
MED
MHRA
MMSE
MRI
NES
NICE
NNH
NNT
NSAID
NTI
OOH
oT
PRN

Angiotensin Converting Enzyme
Acceptance and Commitment Therapy
Adverse Drug Reaction

Advanced Nursing Practitioners

Body Mass Index

Blood Pressure

Cognitive Behavioural Therapy
Commission on Human Medicines
Central Nervous System
Cyclooxygenase-2

Dependence Forming Medications
Diagnosis, Intractability, Risk, and Efficacy
Dual-Energy X-ray Absorptiometry
Emergency Care Summary

estimated Glomerular Filtration Rate
Electronic Medical Information System
Full Blood Count

Generalised Anxiety Disorder
Gastrointestinal

Hemoglobin A1C (Glycated Haemoglobin)
Healthcare Professional

Hospital Electronic Prescribing and Medicines Administration
Healthcare Improvement Scotland
Hormone Replacement Therapy
International Association for the Study of Pain
Key Information Summary

Long-Term Condition

Multidisciplinary Team

Morphine Equivalent Dose

Medicines and Healthcare products Regulatory Agency
Mini-Mental State Exam

Magnetic Resonance Imaging

NHS Education for Scotland

National Institute for Health and Care Excellence
Number Needed to Harm

Number Needed to Treat

Non-Steroidal Anti-Inflammatory Drugs
National Therapeutic Indicators

Out Of Hours

Occupational Therapy

Pro Re Nata
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PROMs
SIGN
SIMD
S-LANSS
SMART
SMC
SSRI
STU
TCA
UTI
WHO

Patient Reported Outcome Measures

Scottish intercollegiete Guidelines Network

Scottish Index of Multiple Deprivation

Self-report- Leeds Assessment of Neuropathic Symptoms and Signs
Specific, Measurable, Achievable, Realistic and Timed
Scottish Medicines Consortium

Selective Serotonin Reuptake Inhibitors

Scottish Therapuetic utility

Tricyclic Antidepressants

Urinary Tract Infection

World Health Organisation
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14. Appendix A: Health inequalities in Chronic Pain

Inequalities in chronic pain experiences and care — awareness, actions, responses

Introduction to issues - inequalities in chronic pain and care

Scotland has high levels of health inequalities that have increased over the last decade and
contribute to poor health outcomes compared with other European countries, 4122 with
poorer areas recently experiencing worsening health. Chronic pain prevalence is predicted
to increase in coming years, with the disease burden continuing to disproportionately fall on
socioeconomically deprived groups.'?? It is therefore incumbent on all working in healthcare
to take action towards the collective reduction of health inequalities. It is important to
understand the implications of health inequalities as the ‘unjust and avoidable differences in
people’s health across the population and between specific population groups’> and to
outline ways in which chronic pain experiences and care are experienced in unjust and
avoidable ways, and what we can do about it within healthcare. Although the main drivers
of inequalities in health outcomes lie outwith the health service, we can still play a role in
mitigation of health inequalities, particularly in terms of access and delivery of care, both
within healthcare encounters, and also in delivery of our services.

The causes of health inequalities can be framed as upstream drivers such as access to
housing, education, social security, leading to downstream effects on the individual’s
behaviours and biology.'?412% Inequalities of ‘what’ may be understood as differences
between groups in health outcomes such as onset of iliness and death, and the experience
and prevalence of the condition, and also healthcare inequalities in quality, access and
uptake of care.’?® While chronic pain is not recognised as a main driver of deaths it may be
an early feature in presentations of multiple long-term conditions (MLTCs);'?"-128 can be a
factor in why people take medications that can become problematic including drug related
deaths,'2%130 and can have a negative impact on the behaviours and conditions that people
with MLTCs need to be healthy.3"

Chronic pain is experienced with higher prevalence among socially, economically and
historically marginalised groups, and multiple factors are involved in development,
maintenance and exacerbation of these inequalities. 32133 Recent survey data from
Scotland shows prevalence of chronic pain among adults is higher in the most deprived
Scottish Index of Multiple Deprivation (SIMD) decile (50%), compared with the least
deprived (29%).'%* A recent Public Health England report found that Black people
experienced 10% higher prevalence of chronic pain3® (this should be understood as due to
being racially minoritised, rather than any inherent biological/genetic factors), and women
are more likely to experience chronic pain than men.'36.137 An intersectional appreciation
here is important because these factors may overlap.133 Inequalities can also apply to
groups of people with protected characteristics (e.g. disabled groups) and specific ‘inclusion
health and vulnerable’ groups (e.g. people experiencing homelessness, sex workers and
Gypsy Roma travellers).126
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Psychosocial factors play an important role in the development and maintenance of chronic
pain. There is a complex relationship between pain and distress, with the presence of
distress associated with higher disability in people experiencing chronic pain, and higher
likelihood of acute pain developing into chronic pain.'3813% Multiple psychosocial factors
may influence distress levels and ways of coping with pain - some psychosocial factors are
specific to pain such as ‘fear avoidance’,138 and some more generally applied to health,
such as trauma.#? Poverty and experiences of discrimination may lead to distress, and
mental health conditions are also experienced unequally.'#','* The process of making sense
of the painful condition (as much as this is possible) can bring challenges and distress
throughout the journey, and involves capacity to navigate care, utilise health information
and implement management.’42143.144The ease with which it is possible to navigate and use
our health systems will influence the distress and care experienced by our patients.

Severe chronic pain in particular brings significant socioeconomic implications for the
individual with less capacity to carry out work, and reliance on social security which can
itself bring distress.'#5146 Work can include both paid and unpaid caring and household
work, and also the work of living with chronic iliness.'4".14¢ People with chronic pain often
live with other long-term and mental health conditions (including the impact of trauma), that
also occur more often among those ascribed lower socioeconomic status'4. Condition
management work can include any treatment advice including implementation of healthy
behaviours, coordinating care, emotional management work, obtaining and taking
medications.147:148 The ‘work’ of managing both the symptoms of pain and the chronic
pain condition is influenced by the varying demands of the work itself (e.g. fluctuating pain
severity, ease of access to care) and the resources and capacities to meet those demands,
which are shaped by experiences of poverty and inequalities.131:143.149.150

In terms of access to care, the inverse care law affects access to general practice in
Scotland,'®' and also affects pain management services, %215 meaning that the greater
need in areas of deprivation is not reflected in care provision. Groups ascribed lower
socioeconomic status may be less likely to be perceived (or perceive themselves) as a
candidate for a specialist service,’®* and may experience inequalities on waiting lists due to
multiple reasons including difficulty taking time off work and travelling to services.'>® All
these factors can lead to inequitable experiences of recovery from episodes of pain, living
with chronic pain, and the degree of functioning, quality of life and adaption that is possible
for individuals with long-term pain. Our services and how we deliver care play an important
role.

What can we do to promote equity in healthcare delivery/ pain management?

While the chronic pain literature covers risk factors for chronic pain that can lead to
inequities and a range of guidelines on interventions, there is little evidence within the field
to support specific actions to promote equity. In making recommendations, we therefore use
emerging evidence from the public health, generalist, chronic illness and musculoskeletal
fields. In this section, we draw attention to literature sources, rather than give a
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comprehensive overview which is outwith the scope of the section. Recent evidence
syntheses can inform action towards equity in pain care and include:
o Arthritis and Musculoskeletal Alliance (2024) Act Now: Musculoskeletal Health
Inequalities and Deprivation'°6
e Gkiouleka et al.: Reducing health inequalities through general practice: a realist
review and action framework — they promote five principles of equitable general
practice: that care is connected, flexible, intersectional, inclusive and community-
centred.’®’
e The ‘Fair Steps’ study (combined with the above review) in the ‘building equitable
primary care toolkit’

Promoting health equity can be approached on a spectrum of strategies or interventions
that range from targeting individuals to those that target populations and systems, and
within this spectrum there is an approach of promoting ways of delivering care that may
disproportionately benefit marginalised groups.157 There is concern from literature focused
on health equity that reliance solely on lifestyle management approaches may actually
increase health inequalities.124-'* Implementation of system-wide responses at the
service/practice level may be more likely to mitigate equity over sole focus on individual
responses. The evidence reviews outlined have areas of overlap and in putting together the
following section, we focused on some of the key findings, (and included wider literature
areas) that could be adapted for pain care, including sections on health literacy and trauma-
informed approaches — both literature fields that are particularly relevant to pain care, and
could disproportionately benefit marginalised groups.

Education and awareness

Individual healthcare professionals (HCPs) can improve their awareness of mechanisms of
health inequalities, including how the upstream, social determinants of health lead to
downstream effects and impact on behaviours and biology at an individual level, i.e. how
societal structures impact on individual health.'%® HCPs need to be aware of the limitations
of tackling inequalities solely through healthcare, and the main drivers of health inequalities
as social, economic and political determinants of health, related to the unfair distribution of
power, income and wealth within societies. Awareness can also extend to how the research
that we use in guidelines may either explicitly or implicitly exclude many of the patients we
serve, and may therefore play a role in inequalities.133

Rigorous use of data

Data collection and analysis of service utilisation and outcomes are key to better
understanding of what works best, and for whom. Collecting sufficient data to understand
both chronic pain and equity outcomes from services and projects is also important to
prevent ‘Intervention Generated Inequalities’ (IGls) detailed in Gkiouleka et al.,157 who
advocate for use of the PROGRESS plus criteria to capture adequate demographics. The
core minimum dataset for chronic pain'® can also be used, and whatever project measures
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are appropriate. It is also worth noting the limits of evaluation through solely quantitative
means, and the need to consider inclusive ways of data collection, analysis and evaluation.

Connected care

Inequities can occur at multiple points in the interfaces between services, from referral to
follow-up. In a short review, make recommendations to mitigate inequities at service
interfaces and these include: support mechanisms to help attendance at specialist
appointments, care coordinators, inclusive and culturally competent communication,
flexibility, co-location of services where possible, and using patient-initiated follow up on a
case-by-case basis. % Different groups of people may face different barriers to care, and
community engagement may help to focus on improvements needed in your area. Given
that pain and chronic pain are common experiences, connections between services and
working to reduce unnecessary silos of services is important.

Relational continuity of care is helpful in particular for marginalised groups.'6'.162 Service
design aspects that can foster continuity include: continuity slots in timetabling, personal
lists, longer consultations, patient profiling (of who is likely to benefit most from continuity),
flexibility in booking systems and appointments, flags on electronic patient records, advising
patients of the processes of maintaining/ achieving continuity (if in place).162 Although
more research is needed on fostering continuity with nurses, pharmacists and AHPs, taking
a whole practice approach to improved ways of delivering continuity is needed, and it is
fundamentally important to include reception staff within this.162

Power literacy

Power is a fundamental determinant of health and inequalities, and different groups may
hold different levels of power.125 Power can be less tangible, and more difficult to feel the
effects of, if one holds more power in the relationship'®3 (for example, if you are the doctor,
hold a higher degree of class privilege, are White with secure citizenship status). Mitigating
any unhelpful impact of power as a practitioner is important to quality care, particularly
when working with people experiencing the difficulties that come with an invisible condition,
such as chronic pain — this Public Health Scotland video explains the concept well.
Inequalities in power may affect engagement in consultations, may inhibit people asking
questions that matter, or even raisings symptoms they are worried about, and lead to a
focus on medications (seen as a legitimate topic in the medical realm of a
consultation).154:164 ‘Intersectional’ is one of the five principles of equitable general practice
promoted by Gkiouleka et al.,157 and brings in the idea of different types of health
inequalities that may be experienced simultaneously for some with chronic pain, for
example being marginalised by gender, racism, class and lack of fit for disabilities. Good
examples of using intersectional and power literate approaches to investigate and support
care needs for culturally and linguistically diverse groups with chronic pain are found in Dr
Bernadette Brady’s work,'6%166 and the EQUIP study in Canada.'®”
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Health literacy

Health literacy can be understood as an individual factor, a characteristic of interventions,
principles that can be applied to health systems (for example, how easy they are to
navigate), and properties of community/ population knowledge.68.169 |ndividual health
literacy involves a functional understanding of any health condition, ability to implement
management, and to navigate health systems, and is seen as foundational to the condition
management required by the patient in chronic disease management.131:169 Health
literacy may be a particular challenge with chronic pain due to the multiple meanings of
pain, diagnostic uncertainty, and disjointed journeys that may occur. Lower levels of health
literacy in individuals with chronic pain are associated with MLTC, lower education level,
older age, being unemployed or retired, lower income, poorer disease-related knowledge,
holding unhelpful beliefs about pain, and increased use of emergency services.170.171.172,173

HCPs should be aware of the limitations of unconnected, information-only interventions,
and initiating any digital-only interventions, both of which may exacerbate inequalities in
care.126:155 Recent years have seen a focus on improving approaches to health literacy
through training and resources (available through NES), for example, using verbal
communications strategies such as ‘teach back,” where the HCP asks the patient to ‘teach
back’ what they have taken from the consultation, and working to improve the ease of
navigation through care including administrative processes.'”4175 Making the experience of
health systems more coherent and accessible is an important focus of improving health
literacy.174-175:176

Trauma-informed approaches

Due to increased awareness of the impact of trauma and adverse childhood experiences on
multiple outcomes including physical and mental health outcomes, trauma-informed
approaches to health service provision are promoted; they are system-wide, ranging from
trauma aware to trauma specialist services, and embed the approach to trauma through
policies, practices and workforce development, with training available through NES.177-178 |f
taking a trauma-informed approach, HCPs should have routes of referral or treatment for
trauma available for patients. Staff can take actions to improve care, including: giving space
to develop trust and for patients to tell their stories; fostering patient choice and control, and
being sensitive and aware of cultural, historical and gender-related.178-179.180

Welfare and financial Inclusion

Addressing social needs in healthcare can include multiple factors including food security
and housing.'®" HCPs can routinely enquire about money worries, signpost patients to
welfare resources, and support with any work and care issues. A study in Canada found
that the question: ‘do you (ever) have difficulty making ends meet at the end of the month?’
was an effective poverty screening question.'®? If asking verbally, patients may require an
explanation as to why you are asking about this. HCPs then need to have signposting
materials and resources available - connecting with local health improvement teams about
resources and any financial inclusion pathways is worthwhile.'® Note that if possible,
Health Improvement may recommend cash-first approaches if available. Some practices
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may have advice workers embedded in their services.'®* The benefits system can be a
stressful and complex experience for patients who may therefore benefit from having
financial advice and support during the process, ideally connected to or available within
healthcare.

Community centred care

Community engagement is a feature of the evidence reviews and recommendations
outlined. Key features include: knowing your communities and their health needs; co-
location of services within community halls and organisations; locating services close to
community landmarks such as schools, libraries and cultural or recreational centres;
contributing to the development of community transport options; providing targeted home
visits; and remote consultation options.156:157 There is evidence of some pain services
involved in delivery of community exercise classes, community appointment days, and pain
cafes, however, data collection and analysis are needed to evaluate their effectiveness.
Healthcare Improvement Scotland already has a framework for community engagement
and can offer support.'8®
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15. Appendix B: National Therapeutic Indicators in chronic
pain

Table 17: List of current chronic pain National Therapeutic Indicators

Indicator Name Description Output Comment
s
Analgesics Pregabalin and gabapentin Number Retain
(gabapentinoid DDDs per 1000 list size per
DDDs) day
Analgesics Pregabalin and gabapentin Number Retain
(gabapentinoid DDDs per 1000 list size per
DDDs) (weighted) day(weighted)
Analgesics (opioid Strong opioids (including Number Retain
DDDs) tramadol preparations) DDDs
per 1000 list size per day
Analgesics (opioid Strong opioids (excluding Number Retain
DDDs) opioids tramadol preparations) DDDs
excluding tramadol per 1000 list size per day
Analgesics (opioid Tramadol preparations DDDs Number Retain
DDDs) tramadol per 1000 list size per day
only
Analgesics (opioid Strong opioids (including Number Retain
DDDs) weighted tramadol preparations) DDDs
per 1000 list size per day
(weighted)
Analgesics (opioid Strong opioids (excluding Number Retain
DDDs) opioids tramadol preparations) DDDs
excluding tramadol per 1000 list size per day
(weighted) (weighted)
Analgesics (opioid Tramadol preparations DDDs Number Retain
DDDs) tramadol per 1000 list size per day
only (weighted) (weighted)
Topical Anaesthetic Lidocaine plaster cost per Cost (£) Retain
(lidocaine plaster 1,000 list size
costs)
Topical Anaesthetic Lidocaine plaster cost per Cost (£) Retain
(lidocaine plaster 1,000 list size (weighted)
costs) weighted
Gabapentinoid Number of people prescribed Percentage 1000 Per
dependency (high a gabapentinoid at an 1000 and
dose average daily dose equivalent weighted
gabapentinoids %) to >3900mg (Pregablin pt
>650mg) gabapentin over the

144



previous 6 months as a
percentage of all people
prescribed a gabapentinoid
Opioid and Number of people prescribed Percentage Retire
gabapentinoid an opioid at an average daily
dependency (high dose of opioid equivalent to
dose opioids %) >= 120mg per day of
120mg morphine over the previous 6
months as a percentage of all
people prescribed step 2 and
strong opioids
Opioid and Number of people prescribed Percentage per 1000
gabapentinoid an opioid at an average daily weighted
dependency (high dose of opioid equivalent to pt
dose opioids %) >= 50mg per day of morphine
50mg over the previous 6 months
Opioid and Number of people prescribed Percentage per 1000
gabapentinoid strong opioids (including weighted
dependency (long tramadol preparations) long pt
term opioids %) term (>1 years)
Opioid and Number of people prescribed Percentage per 1000
gabapentinoid an opioid at an average daily weighted
dependency (high dose of opioid equivalent to pt
dose opioids %) >= 90mg per day of morphine
90mg over the previous 6 months
Table 18: List of proposed chronic pain National Therapeutic Indicators
Indicator Name Description Output Comment
s
Opioid, a Number of people prescribed Per 1000 New
benzodiazepine/ Z- 2 out of 3 of an opioid, a list size
drug or a benzodiazepine/ Z-drug or a
Gabapentinoid Gabapentinoid in previous 3
combination months per 1000 (weighted

patients)

Current STU search for
information -IND_MH17

All people registered with the
practice prescribed a
benzodiazepine/Z-drug plus
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an opioid on active repeat or
issued on repeat or acute in
the past 84 days

Opioid and Number of patients People per | New
gabapentinoid prescribed gabapentinoids for | 1’000 list
dependency (long >6months per 1000 size
term gabapentinoid (weighted) patients
0/0)
Lidocaine indicator Add additional number of People per | New
people prescribed indicator 1’000 list
size
Strong opioids Number of people prescribed People per | New
strong opioids (including 1’000 list
tramadol preparations) long size
term (>3 months)
Weak opioid Number of people prescribed People per | New
indicator. weak opioids long term (>1 1’000 list
year) (per 1’000 list size) size
Teratogenic risk Women 0 — 54 yrs on a People per | New
Gabapentinoid medication 1’000 list
size

No weighted option available
for this search
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16. Appendix C: Opioid dose conversion chart

Opioid dose conversion chart — equivalent to morphine sulfate 10mg orally

There are a variety of opioid dose conversion charts available.

Currently the preferred version is the BNF which aligns with the Faculty of Pain

Management and Scottish palliative care guidelines.86

If a different dose conversion is used this should be specified as should the date/version of

the conversion used (due to regular updates).

If converting from one opioid to another, individuals should be monitored to assess

effectiveness and adverse reactions.

Table 19: Morphine sulfate 10mg daily dose equivalents

Opioid and route of administration

Equivalent dose of 10mg or oral
morphine sulfate

Codeine: oral 100mg
Dihydrocodeine: oral 100mg
Oxycodone: oral 6.6mg
Tramadol: oral 100mg

Buprenorphine: transdermal patch

4.16 micrograms/hour

Fentanyl: transdermal patch

4.16 micrograms/hour
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17. Appendix D: Example GP practice policy for opioid
deprescribing in chronic pain

Example of a GP practice opioid prescribing policy

Starting patients on prescription opioid medication
Step 1: Biopsychosocial assessment of diagnosis, pain and function
¢ Avoid opioids in chronic primary pain, low back pain, headache and fibromyalgia,
and in cases where there is no specific diagnosis
e Assess baseline pain and function using, for example, the Brief Pain Inventory Brief-
Pain-Inventory.pdf (scot.nhs.uk) or the health check tool Live Well with Pain Health
and Wellbeing Check tool - Live Well with Pain
e This includes screening for major medical co-morbidities and psychosocial factors
e See attached suggested GP consultation model for chronic pain.

Step 2: Consider Non-Opioid Therapies

¢ Non opioid medication including topical therapies, graded exercise, and
psychological support strategies

¢ |f neuropathic pain is present, consider neuropathic pain treatment or refer to local
neuropathic pain guidelines

e Please see attached blog on biopsychosocial approach to chronic pain management
and links to useful resources. GGC Medicines: Realistic Medicine - Chronic Non-
Malignant Pain Management

Step 3: Assess Risk of Harm of Misuse from Using Opioids

¢ Individuals at increased risk of substance use BEFORE starting opioids are those

who:
Have a history of recreational substance use or alcohol dependence.
Have a history of, or are currently experiencing, mental health problems.
Have a history of preadolescent sexual abuse.

e Consider risk factors for substance use and assess using a validated scoring tool
such as The Opioid Risk Tool opioidrisktool.pdf (nih.gov) or DIRE score for opioid
treatment DIRE Score for Opioid Treatment (mdcalc.com)

Step 4: Talk to Patient About Treatment Plan
e Set realistic goals for pain reduction typically aim for approximately 30% pain
reduction with functional improvement, or pain intensity rating to justify ongoing
opioid use
e Discuss benefits, side effects and risks of prescription opioids and provide
information.
e Describe the opioid trial including upper limit of dosing
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https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/05/Brief-Pain-Inventory.pdf
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https://ggcmedicines.org.uk/blog/medicines-update/realistic-medicine-chronic-non-malignant-pain-management/
https://nida.nih.gov/sites/default/files/opioidrisktool.pdf
https://www.mdcalc.com/calc/10035/dire-score-opioid-treatment

Set criteria for stopping opioid such as failure to meet goals, no clear evidence of
a dose response, or rapid development of tolerance requiring higher doses of opioids
Plan review appointments, initial assessment should be 2-4 weeks from starting
opioid, thereafter at appropriate regular intervals

Document details of discussion with patient, including acceptable behaviour in
relation to medication use as well as driving

Check patient understands treatment plan

During Opioid Trial

Encourage the patient to keep a diary during the opioid trial

Assess within one to two weeks of starting trial using, for example, using the PADT
tool. PainAssessmentandDocumentationTool.pdf (krhamaine.com)

Assess pain and function compared to baseline at two weeks

Observe for signs of aberrant behaviour, substance use and addiction using the
PADT tool. If suspicious, urine screen for relevant substances can be done.

In our clinical experience, if no clinically meaningful improvement in pain and
function at a dose of 40mg oral morphine equivalent in 24 hours then it is very
unlikely that continuing opioid therapy will be helpful. It is also unlikely that an
alternative opioid will be effective. Wean and discontinue the opioid medication.

Do not continue prescribing opioids if the trial has failed even if there is no
alternative analgesic

If there is improvement in pain symptoms and/or function, patients could be
considered for continuing opioid prescription, for a planned period of time.

Continuing Opioid Prescribing (After a Successful Trial

There is no promotion of strong opioids in current guidelines for chronic pain

Weak opioids such as co-codamol on a when required basis to allow activity such as
walking the dog should be considered.

All opioid medication to be put on acute prescription initially with Pharmacy Text
stating “this medication should not be continued past date (three months from when
initiated) without review” to prompt a review with GP and discussion about chronic
pain management.

If a prescription for an opioid has to be continued it can be moved to repeat with a
limited number of issues and a Pharmacy text stating “due a medication review on
date”

Use oral route; do not initiate subcutaneous, intravenous or any parenteral route of
administration

Use the lowest possible dose. Avoid doses >90mg/day morphine equivalent
(specialist advice required if doses are escalated beyond this threshold)

There are no high quality randomised controlled trials to suggest that one opioid is
more effective than another. If there is NO clinical benefit with a full trial of one
opioid, we would not encourage further opioid trials in primary care — seek expert
advice.
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Arrange regular review e.g.3-6 monthly, ideally with a single prescriber. Consider
using the PADT tool

At each review, aim for use of the lowest possible dose and consider tapering if
possible

Agree a plan with the patient to manage flare ups.

Be aware of side effects resulting from continuing use of opioids. These include
tolerance, withdrawal, cognitive impairment, weight change, reduced fertility and
irregular periods, erectile dysfunction, hyperalgesia, depression, dependence,
addiction, reduced immunity, osteoporosis and constipation

Consider prescription of naloxone.

Remember that Oxycodone is double the strength of morphine and Fentanyl is 50 to
100 times more potent

There is an opioid calculator on the pain data website for converting opioids to
morphine equivalent. See resource 9. This website also includes NHS GG&C pain
guidelines and a tapering tool

Practice policy for prescribing/documenting all opioids

Indication for opioids will be documented

Plan for stopping and withdrawing made clear from outset

Patients will be advised on the potential problems of dependence, falls and driving
impairment, and document in records.

If opioid drugs are to be initiated then include a caution message on the label e.g.
“Warning this drug may cause dependence on long-term use” Do not add opioids to
repeat prescription

All opioid medication to be put on acute prescription initially with Pharmacy Text
stating “this medication should not be continued past date (three months from when
initiated) without review” to prompt a review with GP and discussion about chronic
pain management.

If a prescription for an opioid has to be continued it can be moved to repeat with a
limited number of issues and a Pharmacy text stating “due a medication review on
date”

Lost prescriptions will not be replaced except in exceptional circumstances as
agreed by GP

If a patient takes higher doses than prescribed, and runs out of medication before
the next prescription is due, they will not be prescribed extra tablets unless in
exceptional circumstances as agreed by GP

Display a poster to inform patients of the practice policy in the waiting area
Encourage practice staff to make patients aware of the new policy when requests are
made for opioids
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Existing patients in the practice on an opioid

Should be informed of policy as outlined above. Letters will be sent out to patients,
posters will be displayed in waiting area, reception staff to inform patients when
ordering opioid drugs, text message sent to patients informing of policy, notes
attached to prescriptions

Opioid tapering

Agree dispensing intervals

Where possible, consolidate all strong opioids into one single modified release
preparation without breakthrough doses

Can use the following tool to work out the morphine equivalent dose of all of the
opioids combined

Do not prescribe two opioids e.g co-codamol and morphine

Do not prescribe PRN doses

Optimise non-opioid and self-management elements of pain management

Provide written information on opioid tapering. The more harm than good leaflets are
useful 2024 Codeine-MHTG.pdf (SECURED) (paindata.org), 2024 Dihydrocodeine-
MHTG.pdf (SECURED) (paindata.org), 2024 Tramadol - MHTG.pdf (SECURED)
(paindata.org), 2024 Co-Dydramol - MHTG.pdf (SECURED) (paindata.orq),

2024 Co-Codamol - MHTG.pdf (SECURED) (paindata.org)

Document decision to taper/stop and agree taper schedule

Move the opioid to acute when on a tapering schedule. Put a Pharmacy Text on the
prescription stating “On a reducing dose” to highlight that this patient is actively trying
to reduce their opioid dose.

For information on what to discuss with patient when tapering medication see
Tapering and stopping | Faculty of Pain Medicine (fpm.ac.uk)

Usually reasonable to reduce by 10% of original dose every 1-2 weeks as tolerated
(higher risk patients may require smaller decrements or longer intervals between
dose reductions). Use taper tool from pain Data.

Plan for short term pain flares and for opioid withdrawal Managing setbacks - Live
Well with Pain

Patients will be regularly reviewed by Practice Pharmacist/GP Frequency of review
depends on rate of taper and degree of support required e.g. if reducing every 1-2
weeks, monthly review may be appropriate

Ideally, same clinician will review patient each time prior to next reduction

Ask about improvement in function and reduction of side effects as well as pain and
withdrawal symptoms

Ask about mental health symptoms

Newly registered patient already taking opioids

Should be informed of policy as outlined above
Should be reviewed by one of the GPs (and/or PSP) to discuss implementing a plan
to step down/stop the drug(s) in a structured and supported manner.
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https://www.paindata.org/documents/2024_Codeine-MHTG.pdf
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https://fpm.ac.uk/opioids-aware-structured-approach-opioid-prescribing/tapering-and-stopping
https://www.paindata.org/taper.php
https://livewellwithpain.co.uk/resources-for-people-with-pain/ten-footsteps-to-living-well-with-pain/managing-setbacks/
https://livewellwithpain.co.uk/resources-for-people-with-pain/ten-footsteps-to-living-well-with-pain/managing-setbacks/

18. Appendix E: Example letters to patients

The following are three example letters that can be sent to patients when reviewing
chronic pain medication. These have been reproduces with kind permission from
Calderside Medical Practice, Glasgow.

Example 1
Dear

There is increasing concern regarding the use of Opioid painkillers including
Co-codamol, Tramadol, Codeine, Dihydrocodeine and Morphine on a long
term basis.

Current evidence suggests that they are unlikely to be effective in managing
chronic pain and have significant side effects and risks. Current advice is
that these medications be reviewed, slowly reduced and stopped where
possible.

With this in mind our Practice has adopted a new policy of not issuing these
medications on a repeat basis.

We will be contacting you over the next few months to ask you to make a
routine appointment with one of the Doctors or Nurse Prescribers to discuss
your medication and management of your pain.

It is very important that you DO NOT STOP this medication abruptly and
please be assured that we will continue to issue this medication on a short
term basis when you request it until you are seen and reviewed.

Yours sincerely

The Partners of X Medical Practice
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Example 2
Dear

As you may remember we sent you a letter last year advising you of our
intention to undertake a review of patients currently prescribed opioid
medicines on repeat to help manage chronic pain.

The aim of this review is to support our patients to achieve a reduction in
the use of this group of medicines.

You may or may not be aware of the safety of these medicines and the effect
they can have on health outcomes with long term use. Long term effects
include:

¢ hypersensitivity to pain Respiratory depression
e suppression of the immune system Increased falls and fracture risk
e reduced libido/erectile dysfunction Depression and fatigue

It is important to our practice to ensure that we continue to provide a clinical
service that is safe and effective with you, our patient, at the centre of it.
With this in mind we would like to offer our support to you to reduce the
medication you are currently prescribed.

From your repeat record you are currently prescribed: Co-Codamol 30/500mg
tablets/capsules. We would like to advise you that the process the practice has agreed to
follow to manage this is:

Your current medication (as above) has been removed from repeat. This

means you can no longer request this as a repeat prescription. However this

does not mean we want you to abruptly stop taking this medication. It is

important that we reduce this medication over a period of months.

Can you please contact the practice to make an appointment with our

practice pharmacist? We will then discuss and agree a plan with you to reduce the
medication. You will have the opportunity to ask any questions you may have or discuss
any concerns.

We look forward to supporting and working with you to achieve this goal.

Yours sincerely

The Partners of X Medical Practice
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Example 3

Dear

Our records indicate that you are receiving repeat prescriptions for
Pregabalin.

In line with NHS Scotland policies we are now offering each patient who is
on repeats for this drug an opportunity to review their medication with their
GP or Practice Pharmacist.

Pregabalin can be effective in patients with chronic pain but studies indicate
that as few as one in five patients who are being prescribed Pregabalin are
actually getting any benefit from this drug. This means that 4 our of every 5
patients who are taking the drug are probably not getting any benefit and
may be experiencing side effects or long term harms as a result.

Common side effects with Pregabalin include; common side effects include
weight gain, memory loss, concentration problems, unsteadiness, sleep
problems and sexual dysfunction. Pregabalin is known to be potentially
addictive. Pregabalin only helps patients who are suffering from nerve pain
rather than other types of pain.

We recommend that all our patients on long term Pregabalin undergo a trial
of reducing and stopping this drug over a period of 2-4 weeks. This should
always be done gradually over this time period. If you would like to discuss
this further book a telephone appointment with your usual doctor. If you
have already been contacted by the Practice about this recently then please
accept our apologies contacting you again. We do feel, however, this it is
very important that you are aware of all the facts.

Yours Sincerely,

The Partners of X Medical Practice
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19.

Appendix F: Practical steps to reduce high dose opioids

1. Education: explain the importance of reducing opioids to the individual

Find out the individuals current understanding about their chronic pain and provide
chronic pain education to clarify any misunderstandings e.g. Live well with pain ten
footsteps quide - footstep one- pain and the brain, NHS inform- what is chronic pain?
Explain the lack of evidence for using opioids in chronic pain e.g. Where-do-
medicines-fit-in.pdf (livewellwithpain.co.uk)
Discuss that medication is considered effective if it reduces pain intensity by 30-50%,
therefore complete elimination of pain is not guaranteed
Discuss long term risks and side effects and provide information e.g. Live well with
pain - opioid side effect lottery or information on specific medications e.g. more
harm than good leaflets
Use The Live Well With Pain Opioid Thermometer Leaflet to demonstrate the
potency of the opioid that the individual is taking.
o The Pain Management Opioid Dose Converter (paindata.orq) is a tool that can
be used to convert all of the different opioids that someone is taking into a
morphine equivalent dose which can then be used along with the opioid
thermometer to demonstrate the strength of opioids the person is taking.
Discuss opioid induced hyperalgesia and tolerance. Increased pain and tolerance
with morphine-like medicines is a useful video which explains both opioid tolerance
and hyperalgesia.
Highlight examples of individuals who have successfully reduced their opioids such
as Real Stories - Painkillers Don't Exist (painkillersdontexist.com) or video versions
such as True stories - Live Well with Pain and Colin's Story - three minute
(youtube.com)
Explain the pain cycle using Live Well with Pain- Understanding Pain resources and
discuss the importance of self-management approaches.

2. Engagement and building rapport: give the individual as much choice as possible
around how to reduce their opioids

Opioids can be reduced in different ways, as long as the overall daily dose continues to
decrease over time and that there is an understanding that the opioid doses will not
increase once reduced. Giving the individual choice over how this is achieved gives them
more control and ownership of the process, improves their engagement and is more likely
to succeed. The following are ways of engaging the individual in the process:

Assess readiness

Reassure the individual at the outset that their medication will not stop suddenly. The
plan will be to work with the individual to help them manage their pain as safely and
effectively as possible

Ensure that it is a suitable time for the individual to consider a reduction. Ensure
mental health is stable and not going through a current crisis
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https://livewellwithpain.co.uk/resources-for-people-with-pain/ten-footsteps-to-living-well-with-pain/pain-and-the-brain/
https://livewellwithpain.co.uk/resources-for-people-with-pain/ten-footsteps-to-living-well-with-pain/pain-and-the-brain/
https://www.nhsinform.scot/illnesses-and-conditions/brain-nerves-and-spinal-cord/chronic-pain/what-is-chronic-pain/
https://livewellwithpain.co.uk/wp-content/uploads/2025/01/Where-do-medicines-fit-in.pdf
https://livewellwithpain.co.uk/wp-content/uploads/2025/01/Where-do-medicines-fit-in.pdf
https://livewellwithpain.co.uk/resource/the-great-opioid-side-effect-lottery-2/
https://livewellwithpain.co.uk/resource/the-great-opioid-side-effect-lottery-2/
https://www.nhsggc.scot/%20hospitals-services/services-a-to-z/chronic-pain/information-and-resources-for-patients/
https://www.nhsggc.scot/%20hospitals-services/services-a-to-z/chronic-pain/information-and-resources-for-patients/
https://livewellwithpain.co.uk/wp-content/uploads/2022/09/Thermometers-2023.pdf
https://paindata.org/calculator.php
https://www.youtube.com/watch?v=pdpfFUAeTME
https://www.youtube.com/watch?v=pdpfFUAeTME
https://painkillersdontexist.com/stories/
https://livewellwithpain.co.uk/resources-for-people-with-pain/true-stories/
https://www.youtube.com/watch?v=aYrgOLP32UU&t=2s
https://www.youtube.com/watch?v=aYrgOLP32UU&t=2s
https://livewellwithpain.co.uk/explore-our-resources/popular-self-management-skills/understanding-pain/

It is important to recognise and acknowledge that making decisions about medicines
can be difficult for a person who is in distress. If a shared decision about continuing
medication cannot be reached and the medicine is not in the person’s best interests,
follow the advice on “handling patient requests for medicines you don’t think will
benefit them” in the General Medical Council guidance: Good practice in proposing,
prescribing, providing and managing medicines and devices.

Consultation

Agree

Use consultation model/ tips from Consultation Conversations section e.g. Listen to
their pain story and validate their pain experience. A useful approach is described in
NHS GG&C blog on realistic medicines approach to chronic pain management

Find out what is important or matters to them. Use tools such as Brief-Pain-
Inventory.pdf (scot.nhs.uk) or The pain self efficacy questionnaire to get a better
picture of how severe their pain is and how it is impacting them daily

Listen carefully, to detect any indication of tolerance or medication not working as
well as before. Use these as opportunities to highlight tolerance, especially if the
individual has a high pain score despite medication. Consider discussing what would
happen if they needed an operation, as high dose opioids increases anaesthetic risk
and limits post-operative pain management

Explain that reducing and stopping opioids usually makes no difference to pain but
can make people feel better due to fewer side effects.

It is essential to have an open and honest discussion with the individual about how
they are currently using their medication, as their medical records may not reflect
how they take it

Plan

Involve the individual in any decisions about their medication and agree any
proposed reduction schedules. Consider the pattern of pain throughout the day and
discuss reduction of doses to align with when pain is most manageable

Discuss step-wise goals and plan frequency of reviews

Reassure that once tapering has started that this can be tailored to suit the individual
by slowing down or speeding up as agree

Reassure individuals that reducing opioids will take time. It may take months or even
years to stop completely especially if initially on very high doses

Provide written tapering information such as Opioid-Medication-Leaflet-Digital..pdf
(scot.nhs.uk) or National-Pain-Centre-Mcmaster-Canada-Opioid-Tapering-Patient-
Information-english.pdf

Explain that withdrawal symptoms or a change in pain may occur following each
reduction but these symptoms tend to settle within a few days
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https://www.gmc-uk.org/professional-standards/the-professional-standards/good-practice-in-prescribing-and-managing-medicines-and-devices
https://www.gmc-uk.org/professional-standards/the-professional-standards/good-practice-in-prescribing-and-managing-medicines-and-devices
https://ggcmedicines.org.uk/blog/medicines-update/realistic-medicine-chronic-non-malignant-pain-management/
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/05/Brief-Pain-Inventory.pdf
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/05/Brief-Pain-Inventory.pdf
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0005/212909/Pain-S-E-Questionnaire.pdf
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2021/12/Opioid-Medication-Leaflet-Digital..pdf
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2021/12/Opioid-Medication-Leaflet-Digital..pdf
https://livewellwithpain.co.uk/wp-content/uploads/2022/09/National-Pain-Centre-Mcmaster-Canada-Opioid-Tapering-Patient-Information-english.pdf
https://livewellwithpain.co.uk/wp-content/uploads/2022/09/National-Pain-Centre-Mcmaster-Canada-Opioid-Tapering-Patient-Information-english.pdf

3. Developing a tapering plan

Developing the plan

It is beneficial if one healthcare professional takes responsibility for opioid
prescribing for the individual and for reviewing their progress

Consider if any other pain medication could be optimised or rationalised. For
example, have they tried regular paracetamol or non-steroidal anti-inflammatory
gel? Can any non-pharmacological approaches for chronic pain management be
implemented?

Calculate total oral morphine equivalence of all current opioids by any route using
the opioid dose conversion chart or a dose converter tool such as Pain Management
Opioid Dose Converter. Clarify with the individual what they are actually taking, to
ensure the correct dose conversion. Consider reducing the dose for pharmacological
variance if changing opioid.

It is important to be aware of the potencies of the different opioids. Each
12.5microgram increment of fentanyl is equivalent to 37mg of morphine.

Advice and support should be sought from specialist pain services in some
circumstances such as high dose opioids above 90mg morphine equivalent dose
(MED)'8, long duration e.g. more than 10 years of opioid use or for very potent
opioids such as fentanyl patches.

Where possible, consolidate all opioids into one single modified release preparation.
If an individual still requires immediate release morphine, consider converting liquids
to tablets.

Do not prescribe 'when required’ doses

Many guidelines including The NHS GG&C opioid guideline recommend reducing
opioid dose by a maximum of 10% every one to two weeks to minimise the chance of
withdrawal symptoms.

Using a fixed dose reduction of 10mg can be a pragmatic plan'®. This makes dosing
easier as it conforms to tablet doses. Individuals are often nervous about starting the
reduction, so small decreases at the beginning should gain their confidence and give
them reassurance. However, when the doses are small at the end of a taper, it is
often worth discussing more gradual decreases e.g. 5mg rather than 10mg, or
codeine can be considered to temper the decreases further (30mg codeine = 3mg
MED).

A slow, flexible taper where the individual feels they are in control and are being
listened to will likely be more successful compared to a rigid adherence to a fixed
plan!®,

Due to risk of overdose, it is important to emphasise to individuals that they should
not revert to their previous dose without speaking to a healthcare professional first.
More Harm Than Good leaflets for reductions of tramadol, codeine, co-codamol, co-
dydramol and dihydrocodeine are available.
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Reviewing the plan

Review individual during taper. If experiencing withdrawal effects then rate of taper
should be slowed down and go at the pace of the individual.
Consider smaller dose reductions as the dose becomes lower. Liquid formulations
may need to be considered once lower doses are achieved.

Communication

The decision to taper/ stop opioids should be documented along with the planned
taper schedule.

Ensure that the GP practice MDT are aware of the tapering plan and that it is
documented in the individual’s notes.

The community pharmacy team can be a valuable source of support through the
tapering process. Notify them to ensure that they are aware of the opioid reduction
plan and can manage their stock.

It is useful to have pharmacy text on the prescription stating that the individual is on a
reducing dose so that the plan is clear to any member of the MDT issuing
prescriptions.

4. Emotional impact: manage anxiety and depression

Regular review and support from the same practitioner is important until completion
of the tapering plan

Ask about improvement in function, reduction of side effects and withdrawal effects.
Discuss effects of tapering on mental health and ensure it is appropriate to continue
tapering.

It is helpful for the individual to be aware that anxiety is to be expected during opioid
reduction and that this can be managed together. Signpost to NHS Inform: Anxiety |
NHS inform.

Consider if additional support is required e.g. psychological, addiction and alcohol
support services.

5. Expectations: ensure the individual understands that this can be difficult, and that
they may need support

Discuss the possibility of withdrawal side effects, reassure that these are often
transient and can be treated symptomatically. Explain that it is normal for pain to
increase during the first week or two after a decrease in opioid dose — this is the
body re-setting its response to the medicine and not a sign that the medicine was
working. Have a plan for flare ups of pain due to withdrawal.

Use list below to explain potential withdrawal effects and likely duration.

Opioid withdrawal symptoms

The timing and duration of these symptoms depend on the type of opioid taken. Short-
acting opioids have a faster onset of symptoms compared to long acting opioids'®’. The
symptoms may present as follows'88:
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https://www.nhsinform.scot/illnesses-and-conditions/mental-health/generalised-anxiety-disorder-gad
https://www.nhsinform.scot/illnesses-and-conditions/mental-health/generalised-anxiety-disorder-gad

Hours

e Anxiety

o lIrritability

e Restlessness

e Muscle ache

¢ Increased sensitivity to pain

Days
e Nausea and vomiting
e |nsomnia
e Hot and cold flushes
e Perspiration
o Watery discharge from eyes and nose
e Diarrhoea
Weeks/months
e Anxiety

e Low mood
e |nsomnia.
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20. Appendix G: Unlicensed, and off-label use, medicines
(when a medicine is used for a condition outside its Marketing

Authorisation)

This guidance contains advice on a range of common medicines regularly used in day-to-
day practice. It includes medicines used outwith the terms of their licence, where evidence
suggests it may be appropriate in individual circumstances.

The terminology here can be confusing. Very few medications should be used if unlicensed
for any indication, apart from in very exceptional circumstances. More common is the
situation where a medicine is licensed for one indication or age group but used for another
indication or group. This can be referred to as ‘off-label prescribing’.

Healthcare professionals need to be aware of their responsibilities in these situations, both
in terms of prescribing and in communication to individuals. These responsibilities are
outlined by the Medicines and Healthcare products Regulatory Agency.

The advice states that prescribers should:
o be satisfied that an alternative, licensed medicine would not meet the patient’s needs
before prescribing an unlicensed medicine
« be satisfied that such use would better serve the patient’s needs than an
appropriately licensed alternative before prescribing a medicine off-label
« before prescribing an unlicensed medicine or using a medicine off-label you should:
o be satisfied that there is a sufficient evidence base and/or experience of using
the medicine to show its safety and efficacy
o take responsibility for prescribing the medicine and for overseeing the
patient’s care, including monitoring and follow-up
o record the medicine prescribed with clear clinical indication and rationale
o record that you have discussed the issue with the patient

Best practice for communication includes:

« patients, or those authorising treatment on their behalf, should be given sufficient
information about the proposed treatment, including known serious or common
adverse reactions, to enable them to make an informed decision

« where current practice supports the use of a medicine outside the terms of its
licence, it may not be necessary to draw attention to the licence when seeking
consent. However, it is good practice to give as much information as patients or
carers require or which they may see as relevant

« explaining the reasons for prescribing a medicine off-label or prescribing an
unlicensed medicine where there is little evidence to support its use, or where the
use of a medicine is innovative

Healthcare professionals have a responsibility to help monitor the safety of medicines in
clinical use through submission of suspected adverse drug reactions to the MHRA and
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https://www.gov.uk/drug-safety-update/off-label-or-unlicensed-use-of-medicines-prescribers-responsibilities#prescribing-in-a-patients-best-interests
https://www.gov.uk/drug-safety-update/off-label-or-unlicensed-use-of-medicines-prescribers-responsibilities#prescribing-in-a-patients-best-interests

CHM via the Yellow Card Scheme. Such reporting is equally important for unlicensed
medicines or those used off-label as for those that are licensed.
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21. Appendix H: Data to drive change in chronic pain

This section aims to introduce the relevant data sources and tools used in prescribing for
polypharmacy and how these can be used to drive improvements in individual care.

Healthcare delivery produces a large amount of data which can be used to identify areas of
unwarranted variation and drive improvements in healthcare at an individual and
organisational level.

Understanding this data and how these systems and tools interact can be challenging,
especially where care of the individual is the key. However, tools for aggregate data
visualisation, benchmarking and patient identification are available from a number of
different sources. Figure 10 below outlines how data can be gathered from a range of
sources and used to improve individual care, using diabetes as an example.

Figure 10: Example of using data to improve outcomes

Treatment/condition

Systems and tools Actions Outcomes
generated data
Discovery
Clinical
data Cluster
reports
Improved
In'd|V|dual ' : Prescribing patient
with chronic National —  centred
. : change
pain Therapeutic care and
Indicators outcomes
Quality
Prescribing
Prescribing Guides
data
Scottish
Therapeutics
Utlllty (STU) Patient.identificatio, C“nical
Decision

Support

The tables below outline the systems and resources available to monitor and utilise data,
and how to use them.

162



Table 20: National Therapeutic Indicators (NTIs)

System/resource | National Therapeutic Indicators (NTls)

What is it? An indicator of clinical practice.

National Therapeutic Indicators (NTIs), use prescription data to provide a
measure of prescribing activity in specified therapeutic areas for
comparison across NHS Boards, Health and Social Care Partnerships
(HSCPs), GP clusters and GP practices.

Who can National Therapeutic Indicators are online with open access to anyone.
access/use?
Why? What for? NTls benchmark prescribing across set parameters (usually defined by

expert working groups to identify areas for improvement within a
particular area).

Data is presented in a variety of ways.

Examining variation over time can indicate where improvements in
prescribing can be made.

Indicator detail provides further detail and suggested actions.
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Chart 2: High dose opioids (morphine daily equivalent 50mg or more)
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Table 21: Scottish Therapeutics Utility (STU)

System/resource Scottish Therapeutics Utility (STU)

What is it? A system to identify individuals in general practice, according to a set
of pre-defined parameters, such as prescribing and clinical data
(including read coding).

STU focuses on identifying people to improve prescribing practice and
improve medication safety.

Who can GP practice staff only.

access/use? Instructions and download information are available on the
EScro Home Page.

Why? What for? STU was developed to improve safety, optimise efficiency and reduce
avoidable waste (processes and costs), particularly in relation to repeat
prescribing.

The utility allows users to interrogate their prescribing data in real time
and provides graphs to identify trends in repeat prescribing.

STU includes reports which identify areas of high-risk prescribing. This
supports clinicians in reviewing individuals at risk to determine if
prescribing is necessary and how the risk can be reduced.

Example

The polypharmacy indicators (developed from the NTls and prescribing guide) highlight the
number of people in each indicator. From each indicator title, the names of individuals are
shown and their precribing record summarised below. STU has the facility to open the
patient record to allow changes directly in EMIS or Vision.

Figure 11: Screenshot from Scottish Therapeutics Utility (STU)
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http://www.escro.co.uk/STU.htm
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Table 22: Discovery

System/resource

Discovery

What is it?

Discovery is an information system that provides approved users from
the Scottish Government, health boards, local authorities and Health &
Social Care Partnerships with access to a range of comparative
healthcare information to support performance and quality improvement
across Health & Social Care in Scotland. There is a prescribing
dashboard, including measures including: Polypharmacy, Primary and
Secondary Care Expenditure and Secondary Care Use of Medicines
(HMUD).

Who can
access/use?

NHS Staff (including Board staff, GPs), Public Health Scotland (PHS)
and Scottish Government. There are different security levels. Level 1
allows access to Board level data. Level 2 allows access to general
practice level data.

Why? What for?

Discovery provides comparative and benchmarking information to
underpin service planning and delivery.
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Example
The example below is from the Polypharmacy dashboard:
Figure 12: Screenshot from Discovery showing Polypharmacy dashboard
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22. Appendix I: Numbers Needed to Treat (NNT)

22.1 What is an NNT?

The Scottish Government Polypharmacy Guidance intends to be a practical tool to help
prescribers decide when it is appropriate to initiate and continue long-term medicines. In
some circumstances it may be appropriate to discontinue treatments. Presentation of the
number needed to treat (NNT) for a range of medicines is a tool that prescribers may use to
aid discussions with individuals.

Originally described by Laupacis et al.'® and cited in Cook and Sackett,'® the NNT was
introduced as an approach to summarise the effect of treatment in terms of the number of
people that need to be treated with a particular therapy to expect to prevent one adverse
event over a specified time period.

The NNT is defined as the expected number of people who need to receive the
experimental rather than the comparator intervention for one additional person to either
incur or avoid an event in each time frame. An NNT of 10 can be interpreted

that one additional (or less) person will incur an event for every 10 participants receiving
the experimental intervention rather than control over a given time frame. This is referred to
as the NNT to benefit.

To estimate the probable clinical efficacy of a medicine for an individual, previous versions
of this guidance calculated the NNT to capture the likely impact over a 12-month period.
NNT can be used as one factor in assessing the effectiveness of a particular intervention.
The NNT is the average number of people who require to be treated for one to benefit
compared with a control in a clinical trial. It is expressed as the reciprocal of the absolute
risk reduction. For example, if the NNT to prevent one death in five years is 25 people, then
the annualised NNT will be 125 (25 x 5).

Concern has been raised regarding the validity of the annualised NNT. McAlister'' noted
that because the NNT is time-dependent, and not a linear measure over time, an
extrapolation cannot be made from the NNT of a five-year trial to the lives of patients over
one year in healthcare. This methodology has been used in the Scottish Government
Polypharmacy Quality Prescribing Guide (open for consultation from 30 June 2025 to 22
September 2025) since 2012. This is supported by Guthrie et al.’® who have proposed that
the annualised NNT has value. They argue that if it is assumed that the benefits of a
treatment are accrued evenly over time, and continue to accrue after the trial is finished,
then the annualised NNT has validity. From a practical standpoint they argue that it offers a
more simplistic measure because the prescriber is dealing with one number, rather than the
NNT and duration of treatment.
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https://consult.gov.scot/health-and-social-care/polypharmacy-guidance-2025-to-2028/

Although the annualised NNT provides a numerical comparison between therapeutic
interventions, this information should not be viewed in isolation as there is always a need to
consider:

e What is the outcome being avoided? Death is more significant than a vertebral
fracture, but different outcomes will be more or less significant to the individual.

e Over what period does the benefit accrue? Two drugs may have the same NNT to
avoid one death, but the drug that achieves that over six months is more effective
than that which takes 10 years.

e NNTs can be put on the same timescale by multiplying or dividing the NNT
appropriately, however, this makes the untested assumption that benefit accrues
consistently over time.

e The benefits of a medication should be weighed against medication related harm.

e The number needed to harm (NNH) is the average number of people taking a
medication for one to suffer an adverse event. Note that risk of adverse drug reaction
(ADR) is higher in older adults.

22.2 How to interpret the NNT and NNH

NNTs are only estimates of average benefit, and it is rarely possible to know precisely what
the likely benefit will be in a particular patient. Prescribers and individuals should be aware
of a degree of uncertainty since it is usually not possible to calculate valid confidence
intervals around NNTs.

The ideal NNT is one, where everyone improves with treatment: the higher the NNT, the
less effective is the treatment (in terms of the trial outcome and timescale). So if treatment
with a medicine reduces the death rate over five years from 5% to 1% (very effective), the
absolute risk reduction is 4% (5 minus 1), and the NNT is 100/4 = 25.

An NNT of 10 can be interpreted that one additional (or less) person will incur an event for
every 10 participants receiving the experimental intervention rather than control over a
given time frame.

An NNH should ideally be a high value, so large numbers of people are treated before a
harm occurs.

The risk to benefit to treatment should be weighed up in each individual and may vary
considerably in people with polypharmacy.

22.3 Applicability of trial data to individual adults

The drug efficacy (NNT) table provides trial population and duration information. The closer
individuals are in terms of characteristics of trial participants, and duration of treatment to
the trial; the more likely they will achieve the expected benefits.
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Adults approaching end-of-life have an increased risk of many events, so each individual
event has a higher absolute risk. This means that interventions may have a much lower
NNT for that adult. This should be balanced against the shorter time they have in life to
obtain a benefit, and the increased impact that any harm may have.

170



23. References

" International Classification of Diseases, Eleventh Revision (ICD-11), World Health
Organization (WHO) 2019/2021

Definitions of Chronic Pain Syndromes - International Association for the Study of Pain
(IASP)

2 Scottish Government Polypharmacy Model of Care Group. Polypharmacy guidance,
realistic prescribing. 3rd ed. Scottish Government; 2018.

3 Royal Pharmaceutical Society, Pharmacy’s Role in Climate Action and Sustainable
Healthcare

4 Department of Health and Social Care, Good for you, good for us, good for everybody A
plan to reduce overprescribing to make patient care better and safer, support the NHS, and
reduce carbon emissions, 2021.

STennison |, Roschnik S, Ashby B, et al. Health care's response to climate change: a carbon
footprint assessment of the NHS in England. Lancet Planet Health. 2021;5(2):e84-€92.
doi:10.1016/S2542-5196(20)30271-

6 Bussiéres A, Hancock MJ, Elklit A, et al. Adverse childhood experience is associated with
an increased risk of reporting chronic pain in adulthood: a stystematic review and meta-
analysis. Eur J Psychotraumatol. 2023;14(2):2284025.
doi:10.1080/20008066.2023.2284025

7 IASP Terminology. 2023.Terminology | International Association for the Study of Pain

8 van Rysewyk S, Blomkvist R, Chuter A, et al. Understanding the lived experience of
chronic pain: A systematic review and synthesis of qualitative evidence syntheses. Br J
Pain. 2023;17(6):592-605. doi:10.1177/20494637231196426

9 Torrance N, Veluchamy A, Zhou Y, et al. Trends in gabapentinoid prescribing, co-
prescribing of opioids and benzodiazepines, and associated deaths in Scotland. Br J
Anaesth. 2020;125(2):159-167. doi:10.1016/j.bja.2020.05.017

0 Muller S, Bailey J, Bajpai R, et al. Risk of adverse outcomes during gabapentinoid
therapy and factors associated with increased risk in UK primary care using the clinical
practice research datalink: a cohort study. Pain. 2024;165(10):2282-2290.
doi:10.1097/j.pain.0000000000003239

" Craig, K. D., Holmes, C., Hudspith, M., Moor, G., Moosa-Mitha, M., Varcoe, C., &
Wallace, B. (2019). Pain in persons who are marginalized by social conditions. Pain,
161(2)10.1097/j.pain.0000000000001719

2 Macgregor, C., Walumbe, J., Tulle, E., Seenan, C., & Blane, D. N. (2023).
Intersectionality as a theoretical framework for researching health inequities in chronic pain.
British Journal of Pain, 17(5)10.1177/20494637231188583

13 Scottish Government. (2023). Scottish Health Survey 2022 main report — volume 1.

4 Miall, N., Fergie, G., & Pearce, A., Health Inequalities in Scotland: trends in deaths,
health and wellbeing, health behaviours, and health services since 2000. University of
Glasgow, 2022. 10.36399/gla.pubs.282637

5 McCartney, G., Popham, F., McMaster, R., et al., Defining health and health inequalities.
Public Health, 2019; 172, 22-30. 10.1016/j.puhe.2019.03.023

171


https://www.iasp-pain.org/advocacy/definitions-of-chronic-pain-syndromes/
https://www.iasp-pain.org/advocacy/definitions-of-chronic-pain-syndromes/
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/04/Polypharmacy-Guidance-2018.pdf
https://www.therapeutics.scot.nhs.uk/wp-content/uploads/2018/04/Polypharmacy-Guidance-2018.pdf
https://www.rpharms.com/recognition/all-our-campaigns/policy-a-z/pharmacys-role-in-climate-action-and-sustainable-healthcare
https://www.rpharms.com/recognition/all-our-campaigns/policy-a-z/pharmacys-role-in-climate-action-and-sustainable-healthcare
https://www.gov.uk/government/publications/national-overprescribing-review-report
https://www.gov.uk/government/publications/national-overprescribing-review-report
https://www.gov.uk/government/publications/national-overprescribing-review-report
https://www.thelancet.com/journals/lanplh/article/PIIS2542-5196(20)30271-0/fulltext
https://www.thelancet.com/journals/lanplh/article/PIIS2542-5196(20)30271-0/fulltext
https://www.iasp-pain.org/resources/terminology/
https://www.gov.scot/publications/scottish-health-survey-2022-volume-1-main-report/

16 Scottish Intercollegiate Guidelines Network (SIGN), Management of Chronic Pain SIGN
136, 2019.

7 National Institute for Health and Clinical Excellence NG193, Chronic pain (primary and
secondary) in over 16s: assessment of all chronic pain and management of chronic primary
pain 2021

'8 National Institute of Health and Care Excellence (NICE), Clinical Knowledge Summaries,
Chronic pain, January 2025

9 Faculty of Pain Medicine of the Royal College of Anaesthetists, Core standards for pain
management services in the UK, 2021

20 National Institute of Health and Care Excellence (NICE), Clinical Knowledge Summaries,
Red flag signs and symptoms, January 2025

21 Bennett MI, Smith BH, Torrance N, Potter J. The S-LANSS score for identifying pain of
predominantly neuropathic origin: validation for use in clinical and postal research. J Pain.
2005;6(3):149-158. doi:10.1016/}.jpain.2004.11.007

22 Cartagena Farias J, Porter L, McManus S, Strang J, Hickman M, Reed K, Smith N.
(2017) Prescribing patterns in dependence forming medicines. London: NatCen.

23 Drug-related deaths in Scotland in 2023 - National Records of Scotland (NRS)

24 James J. Dealing with drug-seeking behaviour. Aust Prescr. 2016;39(3):96-100.
doi:10.18773/austprescr.2016.022

25 National Institute for Health and Clinical Excellence NG64 Drug misuse prevention:
targeted interventions. 2017

26 McCracken LM. Learning to live with the pain: acceptance of pain predicts adjustment in
persons with chronic pain. Pain. 1998;74(1):21-27. doi:10.1016/S0304-3959(97)00146-2
27 Chen Y, Sun J, Li Y, Xu W, Du S. Pain Acceptance: A Concept Analysis. Pain Manag
Nurs. Published online March 8, 2025. doi:10.1016/j.pmn.2025.02.009

28 Williams AC, Eccleston C, Morley S. Psychological therapies for the management of
chronic pain (excluding headache) in adults. Cochrane Database Syst Rev.
2012;11(11):CD007407. Published 2012 Nov 14. doi:10.1002/14651858.CD007407 .pub3
29 Rosser BA, Fisher E, Janjua S, Eccleston C, Keogh E, Duggan G. Psychological
therapies delivered remotely for the management of chronic pain (excluding headache) in
adults. Cochrane Database Syst Rev. 2023;8(8):CD013863. Published 2023 Aug 29.
doi:10.1002/14651858.CD013863.pub2

30 Hilton L, Hempel S, Ewing BA, Apaydin E, Xenakis L, Newberry S, Colaiaco B, Maher
AR, Shanman RM, Sorbero ME, Maglione MA. Mindfulness Meditation for Chronic Pain:
Systematic Review and Meta-analysis. Ann Behav Med. 2017 Apr;51(2):199-213. doi:
10.1007/s12160-016-9844-2. PMID: 27658913; PMCID: PMC5368208.

31 Skelly AC, Chou R, Dettori JR, et al. Noninvasive Nonpharmacological Treatment for
Chronic Pain: A Systematic Review Update. Rockville (MD): Agency for Healthcare
Research and Quality (US); April 2020.

32 Franqueiro AR, Yoon J, Crago MA, Curiel M, Wilson JM. The Interconnection Between
Social Support and Emotional Distress Among Individuals with Chronic Pain: A Narrative
Review. Psychol Res Behav Manag. 2023 Oct 27;16:4389-4399.

172


https://www.sign.ac.uk/our-guidelines/management-of-chronic-pain/
https://www.sign.ac.uk/our-guidelines/management-of-chronic-pain/
https://www.nice.org.uk/guidance/NG193
https://www.nice.org.uk/guidance/NG193
https://www.nice.org.uk/guidance/NG193
https://cks.nice.org.uk/topics/chronic-pain/
https://cks.nice.org.uk/topics/chronic-pain/
https://cks.nice.org.uk/topics/chronic-pain/diagnosis/red-flag-signs-symptoms/
https://cks.nice.org.uk/topics/chronic-pain/diagnosis/red-flag-signs-symptoms/
https://www.phrc.online/assets/uploads/files/PHRC_014_Final_Report.pdf
https://www.nrscotland.gov.uk/publications/drug-related-deaths-in-scotland-in-2023/
https://www.nice.org.uk/guidance/ng64
https://www.nice.org.uk/guidance/ng64

33 Whibley D, AlKandari N, Kristensen K, et al. Sleep and Pain: A Systematic Review of
Studies of Mediation. Clin J Pain. 2019;35(6):544-558.
doi:10.1097/AJP.0000000000000697

34 Mork PJ, Nilsen TI. Sleep problems and risk of fibromyalgia: longitudinal data on an adult
female population in Norway. Arthritis Rheum. 2012;64(1):281-284. doi:10.1002/art.33346
35 Whale K, Dennis J, Wylde V, Beswick A, Gooberman-Hill R. The effectiveness of non-
pharmacological sleep interventions for people with chronic pain: a systematic review and
meta-analysis. BMC Musculoskelet Disord. 2022;23(1):440. Published 2022 May 11.
doi:10.1186/s12891-022-05318-5

36 de Zoete RM, Armfield NR, McAuley JH, Chen K, Sterling M. Comparative effectiveness
of physical exercise interventions for chronic non-specific neck pain: a systematic review
with network meta-analysis of 40 randomised controlled trials. Br J Sports Med. Published
online November 2, 2020. doi:10.1136/bjsports-2020-102664

37 Brain K, Burrows TL, Rollo ME, et al. A systematic review and meta-analysis of nutrition
interventions for chronic noncancer pain. J Hum Nutr Diet. 2019;32(2):198-225.
doi:10.1111/jhn.12601

38 Gregori D, Giacovelli G, Minto C, Barbetta B, Gualtieri F, Azzolina D, et al. Association of
pharmacological treatments with long-term pain control in patients with knee osteoarthritis:
a systematic review and meta-analysis. Jama. 2018;320(24):2564-79.

39 Wilson MV, Braithwaite FA, Arnold JB, et al. The effectiveness of peer support
interventions for community-dwelling adults with chronic musculoskeletal pain: a systematic
review and meta-analysis of randomised trials. Pain. 2024;165(12):2698-2720.
doi:10.1097/j.pain.0000000000003293

40 UK Government, Medicines and Healthcare Products Regulatory Agency, Drug Safety
Update, 2020 Opioids: risk of dependence and addiction

41 Public Health England, 2019. Dependence and withdrawal associated with some
prescribed medicines. London [online]

42 Derry, S., Bell, R.F., Straube, S., Wiffen, P.J., Aldington, D. and Moore, R.A., 2019.
Pregabalin for neuropathic pain in adults. Cochrane Database of Systematic Reviews, (1).
43 National Institute for Health and Care Excellence (NICE) Low back pain and sciatica in
over 16s: assessment and management [NG59] 2020

44 McDonagh MS, Selph SS, Buckley DI, et al. Nonopioid pharmacologic treatments for
chronic pain. Rockville (MD): Agency for Healthcare Research and Quality (US); April
2020.

45 National Institute for Health and Care Excellence (NICE) Osteoarthritis in over 16s:
diagnosis and management October 2022

46 Roberts E, Delgado Nunes V, Buckner S, et al. Paracetamol: not as safe as we thought?
A systematic literature review of observational studies. Ann Rheum Dis. 2016;75(3):552-
559. doi:10.1136/annrheumdis-2014-206914

47 British National Formulary 2025

48 British National Formulary Treatment Summary: Non-steroidal anti-inflammatory drugs
49 Richards, D. The Oxford Pain Group League table of analgesic efficacy. Evid Based
Dent 5, 22-23 (2004). https://doi.org/10.1038/sj.ebd.6400237

173


https://www.gov.uk/drug-safety-update/opioids-risk-of-dependence-and-addiction
https://www.gov.uk/drug-safety-update/opioids-risk-of-dependence-and-addiction
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/940255/PHE_PMR_report_Dec2020.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/940255/PHE_PMR_report_Dec2020.pdf
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD007076.pub3/full
https://www.nice.org.uk/guidance/ng59
https://www.nice.org.uk/guidance/ng59
https://www.ncbi.nlm.nih.gov/books/NBK556277/?report=classic
https://www.ncbi.nlm.nih.gov/books/NBK556277/?report=classic
https://www.nice.org.uk/guidance/ng226/chapter/Recommendations
https://www.nice.org.uk/guidance/ng226/chapter/Recommendations
https://bnf.nice.org.uk/drugs/
https://bnf.nice.org.uk/treatment-summaries/non-steroidal-anti-inflammatory-drugs/#therapeutic-effects

%0 Derry, S., Wiffen, P.J., Hauser, W., Miicke, M., Télle, T.R., Bell, R.F. and Moore, R.A.,
2017. Oral nonsteroidal anti-inflammatory drugs for fibromyalgia in adults. Cochrane
Database of Systematic Reviews, (3).

51 Korownyk, C.S., Montgomery, L., Young, J., Moore, S., Singer, A.G., MacDougall, P.,
Darling, S., Ellis, K., Myers, J., Rochford, C. and Taillefer, M.C., 2022. PEER simplified
chronic pain guideline: Management of chronic low back, osteoarthritic, and neuropathic
pain in primary care. Canadian Family Physician, 68(3), pp.179-190

52 Cashin, A.G., Wand, B.M., O'Connell, N.E., Lee, H., Rizzo, R.R., Bagg, M.K., O'Hagan,
E., Maher, C.G., Furlan, A.D., van Tulder, M.\W. and McAuley, J.H., 2023. Pharmacological
treatments for low back pain in adults: an overview of Cochrane Reviews. Cochrane
Database of Systematic Reviews, (4).

53 Wiffen PJ, Xia J. Systematic review of topical diclofenac for the treatment of acute and
chronic musculoskeletal pain. Current medical research and opinion 2020;36(4):637-50.

5 AGS Beers Criteria® for potentially inappropriate medication use in older adults. J Am
Geriatr Soc. 2023; 71(7): 2052-2081. doi:10.1111/jgs.18372

5 Specialist Pharmacy Service Using NSAIDs in asthma July 2024

% Nury, E., Schmucker, C., Nagavci, B., Motschall, E., Nitschke, K., Schulte, E., Wegwarth,
O. and Meerpohl, J.J., Efficacy and safety of strong opioids for chronic noncancer pain and
chronic low back pain: a systematic review and meta-analyses. Pain, 2022;163(4), pp.610-
636.

57 Petzke, F., Klose, P., Welsch, P., Sommer, C. and Hauser, W., Opioids for chronic low
back pain: An updated systematic review and meta-analysis of efficacy, tolerability and
safety in randomized placebo-controlled studies of at least 4 weeks of double-blind
duration. European Journal of Pain, 2020; 24(3), pp.497-517.

%8 Chou R, Hartung D, Turner J, Blazina |, Chan B, Levander X, et al. Opioid Treatments for
Chronic Pain. Agency for Healthcare Research and Quality 2020:04

59 Noori A, Sadeghirad B, Wang L, Siemieniuk R.A.C., Shokoohi M, Kum E, et al.
Comparative benefits and harms of individual opioids for chronic non-cancer pain: a
systematic review and network meta-analysis of randomised trials. British Journal of
Anaesthesia 2022;129:394-406.

60 Chou R, Selph S, Wagner J, Ahmed A.Y., Jungbauer R, Mauer K, et al. Systematic
Review on Opioid Treatments for Chronic Pain: Surveillance Report 1. Rockville, MD:
Agency for Healthcare Research and Quality; 2022.

61 Chou R, Selph S, Wagner J, Ahmed A.Y., Jungbauer R, Mauer K, et al. Systematic
Review on Opioid Treatments for Chronic Pain: Surveillance Report 2. Rockville, MD:
Agency for Healthcare Research and Quality; 2022.

62 Chou R, Selph S, Wagner J, Ahmed AY, Jungbauer R, Mauer K, et al. Systematic
Review on Opioid Treatments for Chronic Pain: Surveillance Report 3. Rockville, MD:
Agency for Healthcare Research and Quality; 2022.

63 Dowell D, Ragan KR, Jones CM, Baldwin GT, Chou R. CDC Clinical Practice Guideline
for Prescribing Opioids for Pain - United States, 2022. MMWR Recomm Rep 2022;71(3):1-
95

64 Faculty of Pain Medicine, Opioids Aware

174


https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD012332.pub2/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD013815.pub2/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD013815.pub2/full
https://www.sps.nhs.uk/articles/using-nsaids-in-asthma/
https://journals.lww.com/pain/Fulltext/2022/04000/Efficacy_and_safety_of_strong_opioids_for_chronic.3.aspx
https://journals.lww.com/pain/Fulltext/2022/04000/Efficacy_and_safety_of_strong_opioids_for_chronic.3.aspx
https://onlinelibrary.wiley.com/doi/full/10.1002/ejp.1519
https://onlinelibrary.wiley.com/doi/full/10.1002/ejp.1519
https://onlinelibrary.wiley.com/doi/full/10.1002/ejp.1519
https://onlinelibrary.wiley.com/doi/full/10.1002/ejp.1519
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioid-chronic-painsurveillance-report-1.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioid-chronic-painsurveillance-report-1.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioid-chronic-painsurveillance-report-2.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioid-chronic-painsurveillance-report-2.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioid-chronic-painsurveillance-report-3.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioid-chronic-painsurveillance-report-3.pdf
https://www.fpm.ac.uk/opioids-aware

65 Jani M, Girard N, Bates DW, Buckeridge DL, Dixon WG, Tamblyn R. Comparative risk of
mortality in new users of prescription opioids for noncancer pain: results from the
International Pharmacosurveillance Study. Pain 2024.

66 Bedson J, Chen Y, Ashworth J, Hayward RA, Dunn KM, Jordan KP. Risk of adverse
events in patients prescribed long-term opioids: A cohort study in the UK Clinical Practice
Research Datalink. Eur J Pain 2019;23(5):908-22.

67 NHS Inform, Chronic Pain

68 Mattia C, Luongo L, Innamorato M, Melis L, Sofia M, Zappi L and Puntillo F. An Italian
expert consensus on the use of opioids for the management of chronic non-oncological
pain in clinical practice: focus on buprenorphine. Journal of Pain Research. 2021;14(3193-
3206.

69 Elmoheen, A., Nazal, A.F., Zubaidi, O., Siddiqui, U.A. and Alhatou, M., 2021. Expert
review and recommendations for the management of acute, chronic, and neuropathic pain
in Qatar. Qatar Medical Journal, 2021(2), p.19.

0 Nagar V.R., Birthi P, Salles S, Sloan P.A., Opioid Use in Chronic Pain Patients with
Chronic Kidney Disease: A Systematic Review. Pain medicine (Malden, Mass)
2017;18:1416-49

" Chou, R., Turner, J.A., Devine, E.B., Hansen, R.N., Sullivan, S.D., Blazina, |., Dana, T.,
Bougatsos, C. and Deyo, R.A., 2015. The effectiveness and risks of long-term opioid
therapy for chronic pain: a systematic review for a National Institutes of Health Pathways to
Prevention Workshop. Annals of internal medicine, 162(4), pp.276-286.

2 Colvin, L.A. and Fallon, M.T., 2010. Opioid-induced hyperalgesia: a clinical challenge.
British journal of anaesthesia, 104(2), pp.125-127.

3 Daniell, H.W., 2002. Hypogonadism in men consuming sustained-action oral opioids. The
Journal of Pain, 3(5), pp.377-384.

74 Daniell, H.W., 2008. Opioid endocrinopathy in women consuming prescribed sustained-
action opioids for control of nonmalignant pain. The Journal of Pain, 9(1), pp.28-36.

75> Benzodiazepines and opioids: reminder of risk of potentially fatal respiratory depression -
GOV.UK

6 UK Government, Medicines and Healthcare Products Regulatory Agency, Drug Safety
Update 2017. Gabapentin (Neurontin): risk of severe respiratory depression.

7 UK Government, Medicines and Healthcare Products Regulatory Agency, Drug Safety
Update, 2021. Pregabalin (Lyrica)): reports of severe respiratory depression.

78 FDA drug safety communication, 2020

79 Birkinshaw H, Friedrich CM, Cole P, Eccleston C, Serfaty M, Stewart G, et al.
Antidepressants for pain management in adults with chronic pain: a network meta-analysis.
Cochrane Database of Systematic Reviews 2023;5:CD014682.

80 Welsch P, Uceyler N, Klose P, Walitt B, Hauser W. Serotonin and noradrenaline reuptake
inhibitors (SNRIs) for fiboromyalgia. Cochrane Database of Systematic Reviews 2018(2).

81 Fenske, J.N., Berland, D.W., Chandran, S., Van Harrison, R., Schneiderhan, J., Hilliard,
P.E., Bialik, K.C., Clauw, D.J., Lowe, D.A., Mehari, K.S. and Smith, M.A. Ambulatory Pain
Management Guideline 2021, University of Michigan

175


https://www.nhsinform.scot/illnesses-and-conditions/brain-nerves-and-spinal-cord/chronic-pain
https://www.dovepress.com/an-italian-expert-consensus-on-the-use-of-opioids-for-the-management-o-peer-reviewed-fulltext-article-JPR
https://www.dovepress.com/an-italian-expert-consensus-on-the-use-of-opioids-for-the-management-o-peer-reviewed-fulltext-article-JPR
https://www.dovepress.com/an-italian-expert-consensus-on-the-use-of-opioids-for-the-management-o-peer-reviewed-fulltext-article-JPR
https://www.qscience.com/docserver/fulltext/qmj/2021/2/qmj.2021.19.pdf?expires=1669119063&id=id&accname=guest&checksum=B31369B714A9609327E72CC6C61471F2
https://www.qscience.com/docserver/fulltext/qmj/2021/2/qmj.2021.19.pdf?expires=1669119063&id=id&accname=guest&checksum=B31369B714A9609327E72CC6C61471F2
https://www.qscience.com/docserver/fulltext/qmj/2021/2/qmj.2021.19.pdf?expires=1669119063&id=id&accname=guest&checksum=B31369B714A9609327E72CC6C61471F2
https://academic.oup.com/painmedicine/article/18/8/1416/3056979?login=false
https://academic.oup.com/painmedicine/article/18/8/1416/3056979?login=false
https://www.acpjournals.org/doi/full/10.7326/M14-2559
https://www.acpjournals.org/doi/full/10.7326/M14-2559
https://www.acpjournals.org/doi/full/10.7326/M14-2559
https://academic.oup.com/bja/article/104/2/125/228026?login=true
https://www.gov.uk/drug-safety-update/benzodiazepines-and-opioids-reminder-of-risk-of-potentially-fatal-respiratory-depression
https://www.gov.uk/drug-safety-update/benzodiazepines-and-opioids-reminder-of-risk-of-potentially-fatal-respiratory-depression
https://www.gov.uk/drug-safety-update/gabapentin-neurontin-risk-of-severe-respiratory-depression
https://www.gov.uk/drug-safety-update/gabapentin-neurontin-risk-of-severe-respiratory-depression
https://www.gov.uk/drug-safety-update/pregabalin-lyrica-reports-of-severe-respiratory-depression
https://www.gov.uk/drug-safety-update/pregabalin-lyrica-reports-of-severe-respiratory-depression
https://www.fda.gov/drugs/drug-safety-and-availability/fda-recommends-health-care-professionals-discuss-naloxone-all-patients-when-prescribing-opioid-pain
https://michmed-public.policystat.com/policy/7109483/latest/
https://michmed-public.policystat.com/policy/7109483/latest/

82 Mair A, Fernandez-Limos F, Alonso A, Harrison C, Hurding S, et al. Polypharmacy
Management by 2030: a patient safety challenge, 2nd Edition. Coimbra: SIMPATHY
Consortium, 2017.

8 Migliorini F, Maffulli N, Eschweiler J, Betsch M, Catalano G, Driessen A, Tingart M and
Baroncini A. The pharmacological management of chronic lower back pain. Expert opinion
on pharmacotherapy. 2021;22(1):109-119.

84 Scottish Government Quality prescribing for antidepressants: guide for improvement
2024 to 2027 - gov.scot

8 Taylor, D.M., Barnes, T.R. and Young, A.H., 2021. The Maudsley prescribing guidelines
in psychiatry. John Wiley & Sons.

8 Enke, O., New, H.A,, New, C.H., Mathieson, S., McLachlan, A.J., Latimer, J., Maher, C.G.
and Lin, C.W.C., 2018. Anticonvulsants in the treatment of low back pain and lumbar
radicular pain: a systematic review and meta-analysis. Cmayj, 190(26), pp.E786-E793.

87 Centre for Clinical Practice at NICE (UK, 2013. Neuropathic pain: the pharmacological
management of neuropathic pain in adults in non-specialist settings [Internet]. Updated
2020

8 Moore, R.A., Wiffen, P.J., Derry, S. and Rice, A.S., 2014. Gabapentin for chronic
neuropathic pain and fibromyalgia in adults. Cochrane database of systematic reviews, (4).
8 Wiffen PJ, Derry S, Moore RA, Kalso EA. Carbamazepine for chronic neuropathic pain
and fibromyalgia in adults. Cochrane Database of Systematic Reviews 2014, Issue 4. Art.
No.: CD005451. DOI: 10.1002/14651858.CD005451.pub3. Accessed 21 May 2025.

9% UK Government, Medicines and Healthcare Products Regulatory Agency, Drug Safety
Update, 2021. Pregabalin (Lyrica): findings of safety study on risks during pregnancy.

91 Falk, J., Thomas, B., Kirkwood, J., Korownyk, C.S., Lindblad, A.J., Ton, J., Moe, S.,
Allan, G.M., McCormack, J., Garrison, S. and Dugré, N., 2021. PEER systematic review of
randomized controlled trials: Management of chronic neuropathic pain in primary

care. Canadian Family Physician, 67(5), pp.e130-e140. available at: PEER systematic
review of randomized controlled trials | The College of Family Physicians of Canada

92 Derry S, Rice AS, Cole P, Tan T, Moore RA. Topical capsaicin (high concentration) for
chronic neuropathic pain in adults. Cochrane Database Syst Rev. 2017;1(1):CD007393.
Published 2017 Jan 13. doi:10.1002/14651858.CD007393.pub4

93 Specialist Pharmacy Service: Use of nefopam for chronic pain, January 2024

9 Richards BL, Whittle SL, Buchbinder R. Neuromodulators for pain management in
rheumatoid arthritis. Cochrane Database Syst Rev. 2012;1(1):CD008921. Published 2012
Jan 18. doi:10.1002/14651858.CD008921.pub2

9 Stockings E, Campbell G, Hall WD, et al. Cannabis and cannabinoids for the treatment of
people with chronic noncancer pain conditions: a systematic review and meta-analysis of
controlled and observational studies. Pain. 2018 Oct;159(10):1932-1954. DOI:
10.1097/j.pain.0000000000001293. PM

% Dykukha |, Malessa R, Essner U, Uberall MA. Nabiximols in chronic neuropathic pain: a
meta-analysis of randomized placebo-controlled trials. Pain Medicine. 2021;22(4):861-74.
97 Johal H, Deviji T, Chang Y, Simone J, Vannabouathong C, Bhandari M. Cannabinoids in
chronic non-cancer pain: a systematic review and meta-analysis. Clinical Medicine Insights:
Arthritis and Musculoskeletal Disorders. 2020;13:1179544120906461.

176


https://www.isimpathy.eu/uploads/Polypharmacy-Handbook-2nd-Edition.pdf
https://www.isimpathy.eu/uploads/Polypharmacy-Handbook-2nd-Edition.pdf
https://www.gov.scot/publications/quality-prescribing-antidepressants-guide-improvement-2024-2027/
https://www.gov.scot/publications/quality-prescribing-antidepressants-guide-improvement-2024-2027/
https://dl.uswr.ac.ir/bitstream/Hannan/32636/1/9781119442608.pdf
https://dl.uswr.ac.ir/bitstream/Hannan/32636/1/9781119442608.pdf
https://www.cmaj.ca/content/cmaj/190/26/E786.full.pdf
https://www.cmaj.ca/content/cmaj/190/26/E786.full.pdf
https://www.ncbi.nlm.nih.gov/books/NBK266257/pdf/Bookshelf_NBK266257.pdf
https://www.ncbi.nlm.nih.gov/books/NBK266257/pdf/Bookshelf_NBK266257.pdf
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD007938.pub3/epdf/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD007938.pub3/epdf/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD005451.pub3/epdf/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD005451.pub3/epdf/full
https://www.gov.uk/drug-safety-update/pregabalin-lyrica-findings-of-safety-study-on-risks-during-pregnancy
https://www.gov.uk/drug-safety-update/pregabalin-lyrica-findings-of-safety-study-on-risks-during-pregnancy
https://www.cfp.ca/content/67/5/e130.short
https://www.cfp.ca/content/67/5/e130.short
https://www.sps.nhs.uk/articles/use-of-nefopam-for-chronic-pain/

9% McDonagh MS, Morasco BJ, Wagner J, Ahmed AY, Fu R, Kansagara D, et al. Cannabis-
based products for chronic pain: a systematic review. Annals of internal medicine.
2022;175(8):1143-53.

9 McParland AL, Bhatia A, Matelski J, Tian C, Diep C, Clarke H, et al. Evaluating the impact
of cannabinoids on sleep health and pain in patients with chronic neuropathic pain: a
systematic review and meta-analysis of randomized controlled trials. Regional Anesthesia &
Pain Medicine. 2023;48(4):180-90.

100 Miicke M, Phillips T, Radbruch L, Petzke F, Hauser W. Cannabis-based medicines for
chronic neuropathic pain in adults. Cochrane Database of Systematic Reviews. 2018(3).

101 Wang L, Hong PJ, May C, Rehman Y, Oparin Y, Hong CJ, et al. Medical cannabis or
cannabinoids for chronic non-cancer and cancer related pain: a systematic review and
meta-analysis of randomised clinical trials. BMJ. 2021;374.

102 ]ASP Presidential Task Force on Cannabis and Cannabinoid Analgesia. International
Association for the Study of Pain Presidential Task Force on Cannabis and Cannabinoid
Analgesia position statement. PAIN 162():p S1-S2, July 2021.

103 British Pain Society Position statement on the medicinal use of cannabinoids in pain
management October 2018

104 Wong SSC, Chan WS, Cheung CW. Analgesic effects of cannabinoids for chronic non-
cancer pain: a systematic review and meta-analysis with meta-regression. Journal of
Neuroimmune Pharmacology. 2020;15:801-29.

105 Chou, R., Ahmed, A.Y., Dana, T., Morasco, B.J., Bougatsos, C., Fu, R., Williams, L. and
Ivlev, I., 2024. Living Systematic Review on Cannabis and Other Plant-Based Treatments
for Chronic Pain: 2024 Update

106 National Records of Scotland 2024. Drug-related deaths in Scotland in 2023.

97 Lu, C.B., Liu, P.F., Zhou, Y.S., Meng, F.C., Qiao, T.Y., Yang, X.J., Li, X.Y., Xue, Q., Xu,
H., Liu, Y. and Han, Y., 2020. Musculoskeletal pain during the menopausal transition: A
systematic review and meta-analysis. Neural plasticity, 2020(1), p.8842110.

108 Oxford University Hospitals Pain Management Centre, Guidance for opioid reduction in
primary care, October 2023

109 Audi S, Burrage DR, Lonsdale DO, et al. The 'top 100' drugs and classes in England: an
updated 'starter formulary' for trainee prescribers. Br J Clin Pharmacol. 2018;84(11):2562-
2571. doi:10.1111/bcp.13709

10 Levy N, Lord LJ, Lobo DN. UK recommendations on opioid stewardship. BMJ.
2021;372:m4901. Published 2021 Jan 5. doi:10.1136/bmj.m4901

1 Simpson AK, Levy N, Mariano ER. Opioid stewardship. BJA Educ. 2023;23(10):389-397.
doi:10.1016/j.bjae.2023.05.007

112 Shrestha S, Khatiwada AP, Sapkota B, et al. What is "Opioid Stewardship"? An
Overview of Current Definitions and Proposal for a Universally Acceptable Definition. J Pain
Res. 2023;16:383-394. Published 2023 Feb 10. doi:10.2147/JPR.S389358

113 El-Boghdadly K, Levy NA, Fawcett WJ, et al. Peri-operative pain management in adults:
a multidisciplinary consensus statement from the Association of Anaesthetists and the
British Pain Society. Anaesthesia. 2024;79(11):1220-1236. doi:10.1111/anae.16391

14 Faculty of Pain Medicine: Opioids Aware — Patient assessment

115 Right Decision Service Post surgery opioid prescribing (Guidelines) June 2023

177


https://www.britishpainsociety.org/static/uploads/resources/files/BPS_Position_Statement_on_the_medicinal_use_of_cannabinoids_in_pain_management.pdf
https://www.britishpainsociety.org/static/uploads/resources/files/BPS_Position_Statement_on_the_medicinal_use_of_cannabinoids_in_pain_management.pdf
https://www.nrscotland.gov.uk/publications/drug-related-deaths-in-scotland-in-2023/
https://www.ouh.nhs.uk/media/4jwd3k0o/gp-guidance-opioid-reduction.pdf
https://www.ouh.nhs.uk/media/4jwd3k0o/gp-guidance-opioid-reduction.pdf
https://fpm.ac.uk/opioids-aware-structured-approach-opioid-prescribing/patient-assessment
https://rightdecisions.scot.nhs.uk/tam-treatments-and-medicines-nhs-highland/adult-therapeutic-guidelines/acute-pain/post-surgery-opioid-prescribing-guidelines/#:~:text=For%20those%20taking%20opioids%20prior%20to%20surgery%20(OU),,to%2040%%20top-up%20of%20analgesics%20during%20this%20period.

116 Hyland, S.J., Brockhaus, K.K., Vincent, W.R., Spence, N.Z., Lucki, M.M., Howkins, M.J.
and Cleary, R.K., 2021, March. Perioperative pain management and opioid stewardship: a
practical guide. In Healthcare (Vol. 9, No. 3, p. 333). MDPl.available at: Perioperative Pain
Management and Opioid Stewardship: A Practical Guide

"7 Levy N, Quinlan J, EI-Boghdadly K, et al. An international multidisciplinary consensus
statement on the prevention of opioid-related harm in adult surgical patients. Anaesthesia.
2021;76(4):520-536. doi:10.1111/anae.15262

118 McAnally, H., 2017. Rationale for and approach to preoperative opioid weaning: a
preoperative optimization protocol. Perioperative medicine, 6(1), p.19. available at:
Rationale for and approach to preoperative opioid weaning: a preoperative optimization
protocol | Perioperative Medicine

19 Srivastava, D., Hill, S., Carty, S., Rockett, M., Bastable, R., Knaggs, R., Lambert, D.,
Levy, N., Hughes, J. and Wilkinson, P., 2021. Surgery and opioids: evidence-based expert
consensus guidelines on the perioperative use of opioids in the United Kingdom. British
Journal of Anaesthesia, 126(6), pp.1208-1216.

available at:Surgery and opioids: evidence-based expert consensus guidelines on the
perioperative use of opioids in the United Kingdom - ScienceDirect

120 Faculty of Pain Medicine, Surgery and Opioids: Best Practice Guidelines 2021

121 Public Health Scotland Acute hospital activity and NHS beds information (annual)
September 2024

122 OECD/European Commission, Health at a Glance: Europe 2024: State of Health in the
EU Cycle, 2024. Paris: OECD Publishing. 10.1787/b3704e14-en.

123 Raymond, A., Watt, T., Douglas, H. R., et al., Health inequalities in 2040. Current and
projected patterns of iliness by deprivation in England, 2024, The Health Foundation.

124 Lucyk, K., & McLaren, L., Taking stock of the social determinants of health: a scoping
review. PLoS ONE, 2017; 12(5), e0177306. 10.1371/journal.pone.0177306

125 McCartney, G., Dickie, E., Escobar, O., & Collins, C., Health inequalities, fundamental
causes and power: towards the practice of good theory. Sociology of Health and lliness,
2020; 43(1), 20—-39. 10.1111/1467-9566.13181

126 National Institute for Health and Care Excellence, NICE and Health Inequalities, 2024.
127 Krauth, S. J., Steell, L., Ahmed, S., et al., Association of latent class analysis-derived
multimorbidity clusters with adverse health outcomes in patients with multiple long-term
conditions: comparative results across three UK cohorts. eClinicalMedicine, 2024; 74,
10.1016/j.eclinm.2024.102703

128 Stannard, S., Holland, E., Crozier, S. R., et al., Early-onset burdensome multimorbidity:
an exploratory analysis of sentinel conditions, condition accrual sequence and duration of
three long-term conditions using the 1970 British Cohort Study. BMJ. 2022;
10.1136/bmjopen-2021-059587

129 Roberts, A., & Richards, G. C., Is England facing an opioid epidemic? British Journal of
Pain, 2023; 17(3)10.1177/20494637231160684

130 Torrance, N., Veluchamy, A., Zhou, Y., et al., Trends in gabapentinoid prescribing, co-
prescribing of opioids and benzodiazepines, and associated deaths in Scotland. British
Journal of Anaesthesia, 2020; 125(2), 159. 10.1016/j.bja.2020.05.017

178


https://www.mdpi.com/2227-9032/9/3/333
https://www.mdpi.com/2227-9032/9/3/333
https://link.springer.com/article/10.1186/s13741-017-0079-y
https://link.springer.com/article/10.1186/s13741-017-0079-y
https://www.sciencedirect.com/science/article/pii/S0007091221001641
https://www.sciencedirect.com/science/article/pii/S0007091221001641
https://fpm.ac.uk/sites/fpm/files/documents/2021-03/surgery-and-opioids-2021_4.pdf
https://publichealthscotland.scot/publications/acute-hospital-activity-and-nhs-beds-information-annual/acute-hospital-activity-and-nhs-beds-information-annual-year-ending-31-march-2024/
https://www.oecd.org/en/publications/health-at-a-glance-europe-2024_b3704e14-en.html
https://www.oecd.org/en/publications/health-at-a-glance-europe-2024_b3704e14-en.html
https://www.health.org.uk/publications/health-inequalities-in-2040
https://www.nice.org.uk/about/what-we-do/nice-and-health-inequalities

131 Woodward, A., Davies, N., Walters, K., et al., Self-management of multiple long-term
conditions: A systematic review of the barriers and facilitators amongst people experiencing
socioeconomic deprivation. PloS One, 2023; 18(2), e0282036.
10.1371/journal.pone.0282036

132 Craig, K. D., Holmes, C., Hudspith, M., et al., Pain in persons who are marginalized by
social conditions. Pain, 2019; 161(2)10.1097/j.pain.0000000000001719

133 Macgregor, C., Walumbe, J., Tulle, E., et al., Intersectionality as a theoretical framework
for researching health inequities in chronic pain. British Journal of Pain, 2023;
17(5)10.1177/20494637231188583

134 Scottish Government, Scottish Health Survey 2022 main report — volume 1, 2023.

135 Public Health England, Chronic pain in adults 2017. Health survey for England, 2020.
136 Fayaz, A., Croft, P., Langford, R. M., et al., Prevalence of chronic pain in the UK: a
systematic review and meta-analysis of population studies. BMJ Open, 2016; 6(6),
€010364. 10.1136/bmjopen-2015-010364

137 Keogh, E., The gender context of pain. Health Psychology Review, 2021; 15(3), 454—
481.10.1080/17437199.2020.1813602

138 Gatchel, R. J., Peng, Y. B., Peters, M. L., et al., The biopsychosocial approach to
chronic pain: Scientific advances and future directions. Psychological Bulletin, 2007; 133(4),
581. 10.1037/0033-2909.133.4.581

139 Pincus, T., Kim Burton, A., Vogel, S., and Field, A. P., A Systematic Review of
Psychological Factors as Predictors of Chronicity/Disability in Prospective Cohorts of Low
Back Pain. SPINE, 2002; 27(5)10.1097/00007632-200203010-00017

140 Hughes, K., Bellis, M. A., Hardcastle, K. A., et al., The effect of multiple adverse
childhood experiences on health: a systematic review and meta-analysis. Lancet Public
Health, 2017; 2, e356—e366.

141 Allen, J., Balfour, R., Bell, R., and Marmot, M., Social determinants of mental health.
International Review of Psychiatry, 2014; 26(4), 392—407. 10.3109/09540261.2014.928270
142 Doebl, S., Macfarlane, G. J., and Hollick, R. J., “No one wants to look after the fibro
patient”. Understanding models, and patient perspectives, of care for fibromyalgia: reviews
of current evidence. Pain, 2020; 161(8)10.1097/j.pain.0000000000001870

143 Macgregor, C., Blane, D. N., Tulle, E., et al., An ecosystem of accepting life with chronic
pain: A meta-ethnography. British Journal of Pain, 2024;
18(4)10.1177/20494637241250271

44 Toye, F., Seers, K., Allcock, N., et al., Patients’ experiences of chronic non-malignant
musculoskeletal pain: a qualitative systematic review. British Journal of General Practice,
2013; 63(617), €829. 10.3399/bjgp13x675412

145 Cheetham, M., Moffatt, S., Addison, M., and Wiseman, A., Impact of Universal Credit in
North East England: a qualitative study of claimants and support staff. BMJ. 2019;
10.1136/bmjopen-2019-029611

146 Morgan, C. L., Conway, P., and Currie, C. J., The relationship between self-reported
severe pain and measures of socio-economic disadvantage. European Journal of Pain,
2011; 15(10), 1107. 10.1016/j.ejpain.2011.04.010

47 Farmer, C., Fenu, E., O’flynn, N., and Guthrie, B., Clinical assessment and management
of multimorbidity: summary of NICE guidance. BMJ. 2016; 10.1136/bm);.i4843

179


https://www.gov.scot/publications/scottish-health-survey-2022-volume-1-main-report/

48 May, C. R., Eton, D. T., Boehmer, K., et al., Rethinking the patient: using burden of
treatment theory to understand the changing dynamics of illness. BMC Health Services
Research, 2014; 14(1), 281. 10.1186/1472-6963-14-281

149 Smith, J. A., and Osborn, M., Pain as an assault on the self: An interpretative
phenomenological analysis of the psychological impact of chronic benign low back pain.
Psychology and Health, 2007; 22(5), 517. 10.1080/1476832060094 1756

150 Webster, F., Connoy, L., Sud, A, et al., (2023). Chronic struggle: an institutional
ethnography chronic pain and marginalization. The Journal of Pain, 24(3), 437—448.
10.1016/j.jpain.2022.10.004

51 Blane, D., Lunan, C., Bogie, J., et al., Tackling the inverse care law in Scottish General
Practice Policies, interventions and the Scottish Deep End Project. University of Glasgow,
University of Edinburgh, 2024.

152 Jain, S., Jadwani, V., Spogmy, S., and Walumbe, J. Inequalities and inequities in the
types of chronic pain services available in areas of differing deprivation across England.
Scandinavian Journal of Pain, 2022; 23(1), 168—174. 10.1515/sjpain-2022-0015

153 Moore, F. R., Williams, L., and Dunbar, M., Sociodemographic predictors of attendance
at a Scottish pain management programme. British Journal of Pain, 2021; 15(4), 393—400.
10.1177/2049463720970579

154 Dixon-Woods, M., Cavers, D., Agarwal, S., et al., Conducting a critical interpretive
synthesis of the literature on access to healthcare by vulnerable groups. BMC Medical
Research Methodology, 2006; 6(1), 35. 10.1186/1471-2288-6-35

155 Robertson, R., Blythe, N., and Jeffries, D. Tackling health inequalities on NHS waiting
lists, 2023, The Kings Fund.

156 Arthritis and Musculoskeletal Alliance. Act Now: Musculoskeletal Health Inequalities and
Deprivation, 2024.

157 Gkiouleka, A., Wong, G., Sowden, S., et al., Reducing health inequalities through
general practice: a realist review and action framework. Health and Social Care Delivery
Research, 2024; 12(7)10.3310/ytww7032

158 Metzl, J. M., and Hansen, H., Structural competency: Theorizing a new medical
engagement with stigma and inequality. Social Science and Medicine, 2013; 103, 126.
10.1016/j.socscimed.2013.06.032

159 Laskawska, M. S., Hébert, H. L., Richardson, C., et al., The core minimum dataset for
measuring pain outcomes in pain services across Scotland. Developing and testing a brief
multi-dimensional questionnaire. British Journal of Pain, 2022; 16(5), 504-517.
10.1177/20494637221092907

60 Lunn, A. D., Lynch, H., Bilaal, A., et al., What works: Addressing inequalities in the
primary and secondary outpatient interface, Health Equity Centre, 2024.

61 Baker, R., Freeman, G. K., Haggerty, J. L., et al., Primary medical care continuity and
patient mortality: a systematic review. British Journal of General Practice, 2020; 70(698),
€600. 10.3399/bjgp20x712289

162 Palmer, W., Hemmings, N., Rosen, R., et al., Improving access and continuity in general
practice Evidence review, 2018, Nuffield Trust.

163 Dickie, E., Hearty, W., Fraser, A., et al., Power — a health and social justice issue, 2015.
Edinburgh: NHS Scotland.

180


https://www.health.org.uk/publications/tackling-the-inverse-care-law-in-scottish-general-practice
https://www.health.org.uk/publications/tackling-the-inverse-care-law-in-scottish-general-practice
https://www.kingsfund.org.uk/insight-and-analysis/reports/health-inequalities-nhs-waiting-lists
https://www.kingsfund.org.uk/insight-and-analysis/reports/health-inequalities-nhs-waiting-lists
https://arma.uk.net/msk-health-inequalities-equality/
https://arma.uk.net/msk-health-inequalities-equality/
https://www.heec.co.uk/resource/what-works-primary-secondary-outpatient-interface/
https://www.heec.co.uk/resource/what-works-primary-secondary-outpatient-interface/
https://www.nuffieldtrust.org.uk/research/improving-access-and-continuity-in-general-practice
https://www.nuffieldtrust.org.uk/research/improving-access-and-continuity-in-general-practice

164 Protheroe, J., Brooks, H., Chew-Graham, C., et al., ‘Permission to participate?’ A
qualitative study of participation in patients from differing socio-economic backgrounds.
Journal of Health Psychology, 2012; 18(8)10.1177/1359105312459876

165 Brady, B., Veljanova, I., & Chipchase, L., An exploration of the experience of pain
among culturally diverse migrant communities. Rheumatology Advances in Practice, 2017;
1(1), rkx002. 10.1093/rap/rkx002

166 Brady, B., Veljanova, I., & Chipchase, L., The Intersections of Chronic Noncancer Pain:
Culturally Diverse Perspectives on Disease Burden. Pain Medicine, 2019; 20(3), 434—445.
10.1093/pm/pny088s

67 Browne, A. J., Varcoe, C., Ford-Gilboe, M., et al., Disruption as opportunity: Impacts of
an organizational health equity intervention in primary care clinics. International Journal for
Equity in Health, 2018; 17(1)10.1186/s12939-018-0820-2

168 Walters, R., Leslie, S. J., Polson, R., et al., Establishing the efficacy of interventions to
improve health literacy and health behaviours: a systematic review. BMC Public Health,
2020; 20(1)10.1186/s12889-020-08991-0

169 World Health Organisation, Health Literacy, 2024.

70 Brady, B., Andary, T., Pang, S. M., et al., A Mixed-Methods Investigation into Patients’
Decisions to Attend an Emergency Department for Chronic Pain. Pain Medicine, 2021;
22(10)10.1093/pm/pnab081

71 Lacey, R. J., Campbell, P., Lewis, M., and Protheroe, J., The Impact of Inadequate
Health Literacy in a Population with Musculoskeletal Pain. HLRP: Health Literacy Research
and Practice, 2018; 2(4)10.3928/24748307-20181101-01

72 Mackey, L. M., Doody, C., Werner, E. L., and Fullen, B., Self-Management Skills in
Chronic Disease Management. Medical Decision Making, 2016;
36(6)10.1177/0272989x16638330

73 Mackey, L. M., Blake, C., Casey, M., et al., The impact of health literacy on health
outcomes in individuals with chronic pain: a cross-sectional study. Physiotherapy, 2019;
105(3)10.1016/j.physio.2018.11.006

74 NHS England, Health literacy 'how to' guide, 2020.

175 Scottish Government, Making it Easier - a health literacy action plan, 2017.

76 Truong, M., & Fenton, S., Understanding the Current Landscape of Health Literacy
Interventions within Health Systems. Perspectives in Health Information Management,
2022; 15(19)PMID: 35692852 PMCID: PMC9123532

177 NHS Education Scotland and Scottish Government, Scottish Psychological Trauma
Training Plan, 2019.

178 Substance Abuse and Mental Health Services Administration. SAMHSA’s Concept of
Trauma and Guidance for a Trauma-Informed Approach, 2014, HHS Publication No. (SMA)
14-4884. RockVille, MD, USA: Substance Abuse and Mental Health Services
Administration.

79 Gopal, D. P., Hunter, M., Butler, D., et al., Trauma-informed care: what does it mean for
general practice? British Journal of General Practice, 2023; 73(730), 229.
10.3399/bjgp23x732837

180 Purkey, E., Patel, R., and Phillips, S. P., Trauma-informed care: Better care for
everyone. Canadian Family Physician, 2018; 64(3), 170-172.

181


https://www.who.int/news-room/fact-sheets/detail/health-literacy
https://library.nhs.uk/wp-content/uploads/sites/4/2020/08/Health-literacy-how-to-guide.pdf
https://www.gov.scot/publications/making-easier-health-literacy-action-plan-scotland-2017-2025/documents/
https://nesvleprdstore.blob.core.windows.net/nesndpvlecmsprdblob/a18e0b89-523b-4cb8-99c8-c09a21389f33_The%20Scottish%20Psychological%20Trauma%20Training%20Plan.pdf?sv=2018-03-28&sr=b&sig=2x60a5su0LlD1bYYffflXhT10TO7HyhS59fDVSg%2FHZE%3D&st=2025-05-30T12%3A51%3A23Z&se=2025-05-30T13%3A56%3A23Z&sp=r
https://nesvleprdstore.blob.core.windows.net/nesndpvlecmsprdblob/a18e0b89-523b-4cb8-99c8-c09a21389f33_The%20Scottish%20Psychological%20Trauma%20Training%20Plan.pdf?sv=2018-03-28&sr=b&sig=2x60a5su0LlD1bYYffflXhT10TO7HyhS59fDVSg%2FHZE%3D&st=2025-05-30T12%3A51%3A23Z&se=2025-05-30T13%3A56%3A23Z&sp=r
https://www.ncbi.nlm.nih.gov/pubmed/29540379
https://www.ncbi.nlm.nih.gov/pubmed/29540379

181 Karran, E. L., Cashin, A. G., Barker, T., et al., The ‘what’ and ‘how’ of screening for
social needs in healthcare settings: a scoping review. Peerd, 2023; 11, e15263.
10.7717/peerj.15263

182 Brcic, V., Eberdt, C., and Kaczorowski, J., Development of a Tool to Identify Poverty in a
Family Practice Setting: A Pilot Study. International Journal of Family Medicine, 2011,
812182-7. 10.1155/2011/812182

183 Public Health Scotland, Financial Inclusion referral Pathways, 2024.

184 Improvement Service, Welfare Advice and Health Partnerships, 2024.

185 Healthcare Improvement Scotland, The Quality Framework for Community Engagement
and Participation, 2023. (last accessed 7 February 2025)

186 Scottish Palliative Care Guidelines Group, Scottish Palliative Care Guidelines, 2019.
URL: https://rightdecisions.scot.nhs.uk/scottish-palliative-care-guidelines/

187 World Health Organization Clinical Guidelines for Withdrawal Management and
Treatment of Drug Dependence in Closed Settings. 2009.

188 Woody, G.E., Kampman, K.K., Auriacombe, M. (2024). Disorders due to Substance Use:
Opioids and Opioid Addiction. In: Tasman, A., et al. Tasman’s Psychiatry. Springer, Cham.
189 Laupacis A., Sackett D., Roberts R., An Assessment of Clinically Useful Measures of the
Consequences of Treatment. New England Journal of Medicine. 1988;318(26):1728-1733
190 Cook R., Sackett D., The number needed to treat: a clinically useful measure of
treatment effect. BMJ. 1995;310(6977):452-454

191 McAlister, F.A., The “number needed to treat” turns 20—and continues to be used and
misused. Cmaj, 2008; 179(6), pp.549-553.

192 Guthrie B., Thompson A., Dumbreck S., et al., Better guidelines for better care:
accounting for multimorbidity in clinical guidelines — structured examination of exemplar
guidelines and health economic modelling. Health Serv Deliv Res 2017;5(16).

182


https://publichealthscotland.scot/population-health/social-and-economic-impacts-on-health/economy-and-poverty/child-poverty/financial-inclusion-referral-pathways/example-referral-pathways/asking-about-money-worries/
https://www.improvementservice.org.uk/products-and-services/inequality-economy-and-climate-change/welfare-advice-and-health-partnerships
https://www.hisengage.scot/quality-framework
https://www.hisengage.scot/quality-framework
https://rightdecisions.scot.nhs.uk/scottish-palliative-care-guidelines/
https://www.ncbi.nlm.nih.gov/books/NBK310652/
https://www.ncbi.nlm.nih.gov/books/NBK310652/
https://doi.org/10.1007/978-3-030-51366-5_12
https://doi.org/10.1007/978-3-030-51366-5_12

Consultation questions

1. Medication review

We recommend taking a holistic approach to manage pain, with medications being
reviewed using a person-centred approach using the standardised Polypharmacy 7-
Steps guidance.

Question 1a
Do you agree with this recommendation? (Yes/No/Not sure)

Question 1b
To what extent do you agree with this recommendation?

Question 1c
Please tell us more about your views on our approach to review.

2. Communication between practitioners and people
experiencing chronic pain

We recommend that practitioners acknowledge that chronic pain is a long-term
condition and people will be at different stages of their chronic pain journey.
Practitioners should take a person-centred approach when communicating with
individuals.

Question 2a
Do you agree with our recommendations around communication between
practitioners and people experiencing chronic pain?

Question 2b
To what extent do you agree with these recommendations?

Question 2c
Please tell us more about your views on our recommendations.

3. Non-pharmacological approaches
We recommend that clinicians should:
e support individuals to explore non-pharmacological treatment options to

manage their chronic pain, including self-management, physical activity,
relaxation and psychological therapies



e support person-centred goal setting in management of chronic pain which are
specific, measurable, achievable, realistic and timed (SMART)

e consider using local social prescribing and community resources.

Question 3a
Do you agree with our recommendations around using non-pharmacological
approaches to managing chronic pain?

Question 3b
To what extent do you agree with these recommendations?

Question 3c
Please tell us more about your views on our recommendations.

4. Pharmacological management

We recommend that clinicians should:

e Review the indication and impact of medicines considering not only pain
intensity levels, but also the effect on physical function, mental health and
emotional factors. The risks of harm/adverse effects should be considered
both actual and potential.

e Consider a two-to-four-week trial of regular paracetamol to assess efficacy

e Review treatment of all people on an opioid, prioritising individuals prescribed
more than 50mg morphine equivalent dose (MED), who should be reviewed at
least annually.

e Review efficacy and adverse effects within four weeks of starting opioid
treatment or sooner if required.

e Review effectiveness of duloxetine after four weeks at 60-120mg and
discontinue if there is no improvement in pain relief, physical function or
subjective improvement. It is good practice to reduce gradually.

¢ Optimise antidepressant medication where possible in those with concomitant
chronic pain and depression, rather than prescribe additional antidepressant
medication

¢ Inform of significant risk of adverse effects with gabapentinoids, including
drowsiness, dizziness, nausea, weight changes (abnormal appetite),
cognition, speech problems and ataxia



e Review use of nefopam, lidocaine plasters, methocarbamol as there is limited
clinical evidence.

Question 4a

Do you agree with our recommendation for the use and review of medicines used to
treat chronic pain?

Question 4b
To what extent do you agree with these recommendations?

Question 4c
Please tell us more about your views on our recommendations.

5. Opioid stewardship and deprescribing

We recommend that clinicians:

e In partnership with the individual, consider managed reduction of opioids, as
there is little evidence that they are effective for long-term pain but have many
side effects and known long-term harms.

e Explain the importance of reducing opioids to the individual, providing chronic
pain education, if necessary, and develop a tapering plan in agreement with the
individual.

e Support the individual during the reduction, considering emotional impact and
adverse effects.

e In secondary care, consider good opioid stewardship, ensuring effective
communication between secondary care and primary care, noting that long-acting
opioids are no longer recommended post-surgery.

Question 5a
Do you agree with our recommendations for opioid stewardship and deprescribing
for chronic pain?

Question 5b
To what extent do you agree with these recommendations?

Question 5¢
Please tell us more about your views on our recommendations
6. Resources for practitioners and people with chronic pain

Question 6a
Are you aware of any other resources that practitioners or people with chronic pain
or may find useful? (Yes/No/)

Question 6b



If your answer to question 6a was Yes, please list any other resources that you are
aware of.

7. Implementation of this guidance

We have a few questions, which will help us implement the recommendations from
this prescribing guide.

Question 7a
Do you feel there are any barriers to implementing the recommendations from this
guidance? (Yes/No/Not sure)

Question 7b
If you answered yes, how do you feel these barriers could be addressed? Question

Question 7c¢

What do you feel are the key factors that will enable successful implementation of
these recommendations?

8. Finally

Question 8
Do you have any further comments on this prescribing guide?



Responding to this consultation

We are inviting responses to this consultation by 31 October 2025.

Please respond to this consultation using the Scottish Government’s consultation
hub, Citizen Space. Access and respond to this consultation online. You can save
and return your responses while the consultation is still open. Please ensure that
consultation responses are submitted before the closing date of 31 October 2025.

If you are unable to respond using our consultation hub, please complete the
Respondent Information Form and email to EPandT@gov.scot.

Handling your response

If you respond using the consultation hub, you will be directed to the About You page
before submitting your response. Please indicate how you wish your response to be
handled and, in particular, whether you are content for your response to be
published. If you ask for your response not to be published, we will regard it as
confidential, and we will treat it accordingly.

All respondents should be aware that the Scottish Government is subject to the
provisions of the Freedom of Information (Scotland) Act 2002 and would therefore
have to consider any request made to it under the Act for information relating to
responses made to this consultation exercise.

If you are unable to respond via Citizen Space, please complete and return the
Respondent Information Form included in this document.

To find out how we handle your personal data, please view our privacy policy.

Next steps in the process

Where respondents have given permission for their response to be made public, and
after we have checked that they contain no potentially defamatory material,
responses will be made available to the public on the consultation hub. If you use the
consultation hub to respond, you will receive a copy of your response via email.

Following the closing date, all responses will be analysed and considered along with
any other available evidence to help us. Responses will be published where we have
been given permission to do so. An analysis report will also be made available.

Comments and complaints
If you have any comments about how this consultation exercise has been conducted,
please send them to EPandT@gov.scot.


http://consult.gov.scot/
http://consult.gov.scot/
https://consult.gov.scot/health-fincance-corporate-governance-and-value/quality-prescribing-for-chronic-pain-2026-2029/
mailto:EPandT@gov.scot

Scottish Government consultation processes
Consultation is an essential part of the policy making process. It gives us the
opportunity to consider your opinion and expertise on a proposed area of work.

You can find all our consultations online. Each consultation details the issues under
consideration, as well as a way for you to give us your views, either online or by
email.

Responses will be analysed and used as part of a decision-making process, along
with a range of other available information and evidence. We will publish a report of
this analysis for every consultation. Depending on the nature of the consultation
exercise the responses received may:

indicate the need for policy development or review

inform the development of a particular policy

help decisions to be made between alternative policy proposals
be used to finalise legislation before it is implemented

While details of particular circumstances described in a response to a consultation
exercise may usefully inform the policy process, consultation exercises cannot
address individual concerns and comments, which should be directed to the relevant
public body.
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