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Isle of Wight Healthcare NHS Trust 
 

Chronic Pain: Guidelines for initial management and referral to secondary care. 
 
 
Purpose 
 
To facilitate the appropriate initial treatment, and referral to specialist services, for those 
suffering with chronic pain. 
 
Introduction 

Pain is one of the most common reasons that patients present to primary care 
Chronic pain is defined as an unpleasant sensory and emotional experience 

associated with actual or potential tissue damage, or described in terms of such 
damage. (International Association for the Study of Pain) 

Statistics show that nearly 1 in 7 people (13%) suffer from chronic pain. It is hardly 
surprising that people suffering pain consult their doctor up to five times more 
frequently than others, and this results in nearly 5 million GP appointments each 
year. 

Two thirds of chronic pain sufferers surveyed in the UK reported inadequate pain 
control with only 16% saying that they had seen a pain specialist.  

Untreated pain can affect quality of life for sufferers and carers leading to 
helplessness, isolation, depression, and family breakdown, 

 
 
 
Background 

The Royal College of General Practitioners (RCGP) and The Pain Society 
recommend that primary care physicians and hospital specialists should work 
together to manage patients in the most appropriate environment.  

Specialist Chronic Pain services are those, which serve the needs of people with 
complex pain disorders requiring diagnosis and treatment by multi-disciplinary 
teams. NHS Information Authority (NHSIA) 

 It is important to refer early rather than late; these guidelines are designed as an 
aid to this, by describing a pathway for appropriate referral to the specialist 
services available on the Isle of Wight. 

Waiting times for specialist pain services may be many months. The RCGP states 
that it is important to continue to see patients waiting for specialist referral and to 
modify treatment where appropriate. These guidelines are designed to provide a 
seamless treatment pathway between primary and secondary care. 

 
Scope 

All patients with chronic pain; i.e. pain following an episode of tissue damage that 
persists past the time when healing is expected to be complete, usually nominated 
as 3 months. 

These guidelines are for use by all doctors, both within primary and secondary 
care, who are treating patients suffering from chronic pain.  

These guidelines should be used for patients of all ages. 
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Recommendations 
The guidelines are designed as a series of algorithms to be used together to guide 

management and referral. 
These guidelines are based on established practise throughout the UK. 

References discussing aspects of this practise are listed at the end of the 
document. 

A copy of these guidelines will be sent to all consultants and GPs on the Isle of 
Wight, and will be available on the intranet. 

Patient information can be obtained from the Pain Clinic site on the intranet. 
 
 
Linked Documents 
These guidelines link with the Chronic Pain Opiate Prescription Framework for Non-
Cancer pain in Primary and Secondary care on the Isle of Wight. 
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Is the problem appropriate for Pain 
Clinic Management? 
See Pain Clinic referral guidelines 
 

Do NOT refer to Pain 
Clinic 
 
Refer to appropriate 
specialist 

Commence a trial of therapy 
based on the Analgesic ladder 

Did the pain settle to a reasonable 
level? 
(Usually assess each change in 
analgesia after 6 weeks) 

Did the pain settle to a reasonable 
level? 
(Usually assess each change in 
analgesia after 6 weeks) 

Is there a component of 
neuropathic pain? 

Commence a trial of therapy 
based on the neuropathic pain 
pathway 

Refer to Pain Clinic 
 

Continue therapy in primary care  
 
 

NO 

NO 

NO 

NO 

YES 

YES 

YES 

YES 

Successful pain reduction should lead to physiotherapy 
to improve mobility and fitness 
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Usually assess each change in analgesia after 6 weeks 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

Opiates for Mild - Moderate Pain 
 
Regular paracetamol / codeine 
e.g.  paracetamol 500/codeine 30 (NNT = 2.2) 

paracetamol 500/ dihydrocodeine 10 may be better 
tolerated in elderly 

Constipation +/- drowsiness may be a problem 

Opiates for Moderate Pain 
 
Regular Tramadol 

Sometimes less well tolerated than codeine 

Opiates for severe pain 
  

Morphine Trial 
 

If weaker opiates tolerated & efficacious  
Must be used in conjunction with Opiate 

Prescription Framework (incl. Strong 
opiate flowchart) 

Consider: 
Is there a component of neuropathic pain? 
Might injection therapies help? 
Are there psychological issues that need addressing? 

 
Refer to 
Pain Clinic 

Non-Opiate analgesia  
 

Regular full dose Paracetamol   PLUS  
 NSAIDS (where tolerated/ appropriate) 

STEP   
1 

STEP   
4 

STEP   
2 

STEP   
3 

Consider NON-DRUG THERAPIES 
 
EDUCATION, EXPLAINATION and REASSURANCE 
 

ENCOURAGE SENSIBLE ACTIVITY 
 

PHYSICAL THERAPIES 
 

TENS 
 

ACUPUNCTURE  and other complementary therapies 

Offer regular laxatives to 
patients taking opioids 
 
Consider anti-emetic during 
first week of opioids  
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Neuropathic Pain Features: 
 

Described as: “burning”, “electric shocks” or other unpleasant sensations 
 
Skin in affected areas abnormally sensitive to pain (Hyperaesthesia), touch 

(Allodynia) or even numb 
 

Skin in painful areas looks different from normal e.g. atrophic or cyanosed 
 
May have dermatomal pattern or follow known nerve injury or ischaemia 

 Adjuvant Drugs should be used in addition to or instead of conventional analgesics 
such as paracetemol, NSAIDS, codeine and morphine 

TRICYCLIC 
ANTIDEPRESSANTS 

(Usual 1st choice therapy) 

ANTICONVULSANTS 
(1st choice if TCA’s contra-
indicated or lancinating pain 
–“shocks”) 

Amitriptyline 
 

Effective in neuropathic pain and widely used 
(NNT=3.0) 
Analgesic effect separate from anti-depressant 
effect 
 

Titration table: 
 

Week1 Week2 Week3 Week4 Week5 
10mg 20mg 30mg 40mg 50mg 
 Taken at night to reduce unwanted 

sedation 
 Gentle titration important to reduce  

side-effects 
 Small doses can be effective, but up to  

150mg can be used 
 Final dose determined by efficacy /  

side-effects 

Gabapentin 
 
NNT similar to TCAs 
 
Titration Table: 
 
 Week1 Week2 Week3 Week4 
Am  300mg 300mg 300mg 
Midday   300mg 300mg 
Nocte 300mg 300mg 300mg 600mg 
Continue increasing as above up to 900mg 
tds (determined by efficacy & side-effects)  
 
 

If sedation intolerable: 
Nortriptyline or Venlafaxine 

If cardiac problems: 
Lofepramine 

NOTE: 
Evidence suggests that SSRIs are much less 
effective in neuropathic pain 

NOTE: 
 
If poor response to single drug: 
 

1. Consider whether nerve block 
might be effective  
(Refer to Pain Clinic) 

 
2. Use combination of TCA and 

Anti-convulsant 
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Patients making excessive demands for 
treatment of their pain, or requesting a 
“second opinion” 

Back Pain 
 

Intractable 
Headache 

Polyarthropathy ( >3 swollen joints & 30min 
a.m. stiffness & ESR/CRP > 30) 

History of fragility fracture, family history or 
risk factors for osteoporosis 

Features of other connective tissue, sero-
negative, vasculitic disorders 

Pain problems where treatable pathology 
has been inadequately assessed and 
excluded (e.g. abdominal or pelvic pain) 

 
 
Follow  
Algorithm for 
Pain Clinic 
referral 

 
PAIN 
CLINIC 

Refer to appropriate triage 
pathway 

When there is a clear statement by a Pain 
Consultant that there are no further therapeutic 
options, the patient should NOT be re-referred 
with the same pain problem 

Refer for rheumatology 
assessment 

Refer for neurology 
assessment 

Lower Limb Pain 

Refer to appropriate 
specialist 

Cases where there is significant or 
increasing disability or distress due to 
chronic pain 
Including those for PMP 
assessment 

Recognised neuropathic pain syndromes 
 
 

Uncontrolled Cancer Pain 

Patients with significant psychiatric co-
morbidity 

Referral to psychiatry to ensure 
stabilised as possible prior to Pain 
Clinic referral 


