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Why are we here?

What this session is not

• An overview of pain 
phenomenology, 
assessment and 
management

What this session is

• To embed our mutually 
helpful thinking about pain 
in a different way into 
mainstream practice





Pain and pain treatments
Session overview

• About pain

• About treatments for pain

• Using what we know to change what we do



ABOUT PAIN
Pain and pain treatments



About pain

• Everyday pain is an almost universal 
experience

• We have pain to warn us that we have injured 
ourselves in some way

• Pain usually gets better with time and may not 
need to be treated

• Pain is an individual experience

• Pain must be interpreted in philosophical, 
cultural, religious and personal emotional 
contexts.



• Obvious tissue injury 
• May be mild or severe
• Intensity related to 

extent of injury
• Predictable time course
• Treatments usually 

successful

• May be no obvious 
pathologic process

• Often severe
• Intensity unrelated to 

tissue injury
• Unpredictable time 

course
• Complex in relation 

to sleep and function
• Difficult to treat
• Usurps identity

Acute pain Chronic pain
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• Multiple somatic 
complaints

• Negative test results
• Emotional burdens
• Unsatisfied with care 
• Thick notes
• Feeling that there is little 

to offer
• Poor therapeutic 

relationship
• Lack of collaborative 

working

Complex pain







Henry Beecher 1904-1976

“Investigators seem…determined to establish that for a given 
stimulus there must be a given response; that is for so much 
stimulation of nerve endings so much pain will be experienced.
This fundamental error has led to enormous waste.  It is 
evident…that there is no simple relationship between stimulus 
and subjective response.”



WHO 1986

WWHO 1986

The analgesic ladder



PrPrevalence of chronic pain by local authority and English region.

hronic pain by local authority and English region

Adam Todd et al. BMJ Open 2018;8:e023391

©2018 by British Medical Journal Publishing Group

Todd A et al BMJ Open 2018 September 11;8(7) e023391 
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Pain and evidence 15 January 2019

Chronic pain 494 of which 150 relevant
Medicines 82
Behavioural 20
Exercise 14
Other 34
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Signals for
• CBT
• Exercise
Mixed signals Pain Management 
Programmes



Costs of analgesic prescribing 
(England)

Gabapentin/Pregabalin
13 million prescriptions annually
Total cost £262 million annually

Opioids
24 million prescriptions annually
Total cost £263 million annually

Paracetamol
21 million prescriptions annually
Total cost £62 million annually



Mordecai et al British Journal of General Practice, Online First 2018
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Pain management:
where things might be going wrong

• Poor understanding of the complexity of pain particularly its refractory 
nature and emotional comorbidities and antecedents

• Lack of time/ reluctance to ask the right questions

• Poor understanding of the meaning of reported pain intensity

• Lack of knowledge about efficacy of interventions

• Lack of awareness that

– Doing nothing is better than doing something harmful

– It’s OK to stop trying

• Unrealistic expectations
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Risks of running into problems with high 
dose opioids

• Patient factors

– Depression/common mental health diagnoses 

– Alcohol misuse/non-opioid drug misuse

– Opioid misuse

• Drug factors

– High doses

– Multiple opioids

– More potent drugs

– Concurrent benzodiazepines/sedative drugs



Who gets long term opioid therapy?
Increased risk includes:

• Patient factors

– Depression/common mental health diagnoses (x3-4)

– Alcohol misuse/non-opioid drug misuse (x4-5)

– Opioid misuse (x5-10)

and

• At risk patients are more likely to receive

– High doses

– Multiple opioids

– More potent drugs

– Concurrent benzodiazepines/sedative drugs



Stress, pain and opioids: neurobiology

• Endogenous opioid systems pivotal for survival (bonding, 
social interaction, feeding, nurturing, sexual activity)
– Involved in punishment and reward systems 
– Tune the responsiveness of the organism to nociceptive input
– Counteract arousal in response to stress

• Exposure to stress may result in increased endogenous 
opioidergic tone
– Susceptibility to pain
– Susceptibility to addiction
– Desire for opioids

• Chronic pain produces a state of reward 
deficiency/anhedonia



Why are opioids prescribed?

• Opioids are the strongest painkillers available

• Persistent pain is difficult to treat so strong 
analgesia is a tempting option

• Pain sufferers exhibit distress and distress 
makes us want to do things



“Opioids can provide a way of re-inventing 
oneself as a remote, pitiless and superior 
being. They provide the semblance of 
control with the reality of degradation.  
They are for people for whom existence 
seems to be an implacable enemy.”

Davenport-Hines In pursuit of Oblivion Orion 1Ed 2001



What patients want from a 
consultation about pain

• Engagement and concern from provider 
(Empathy)

• Empowerment

• Being partners in their own care

• Understanding the experience of the illness not 
just the illness itself

• Understanding the patient as a person



Pressure to prescribe?



Salisbury C et al. Br J Gen Pract 2013;63:e751–9

Number of problems discussed in each 
consultation. Figures are percentages of 
all consultations (n = 229).

• 75% consultations involved more than one 
problem

• 42% included at least 3 problems

• 2.5 problems in 11.9 minutes

• 9 minutes devoted to first problem with an 
additional 2 minutes for each additional 
problem





Summary of McCrorie et al

Problems arise when

• Patients have consultations that don’t meet their 
needs

• GPs feel unable to negotiate non-medication 
approaches

• Therapeutic short-termism resulting from inconsistent 
clinical encounters

• Inadequate emotionally-charged consultations
• Opioids prescribed to establish false therapeutic 

relationships



USING WHAT WE KNOW TO 
CHANGE WHAT WE DO

Pain and pain treatments



#glosSTP

Services for 
complex 
patients

Education

Service 
Redesign

Deliver 
Savings 

Reinvestment

• About pain
• About medicines for pain
• Pain and evidence
• Pain and addiction
• Living well with pain
• Managing challenging 

conversations
• Managing own feelings

• Primary Care Masterclasses
• Pharmacy Masterclasses
• MSK Masterclasses
• In-practice teaching
• Patient vlogs
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#glosSTP

Services for 
complex 
patients

Education

Service 
Redesign

Deliver 
Savings 

Reinvestment

• Support for patients 
in the community

• MDT advice and 
guidance plus

• Social prescribing
• Cultural 

commissioning
• PAM



#glosSTP

Services for 
complex 
patients

Education

Service 
Redesign

Deliver 
Savings 

Reinvestment

£750 000 reduced spend 
opioids





Top tips: are these helpful?

• Be empathic
• Acknowledge the patient’s pain and distress and the 

struggles of living with pain
• Explain that science has taught us a huge amount 

about pain but we are now aware that there are no 
highly successful interventions

• You don’t want to make things worse by giving them 
side effects from medicines (or interventions) that 
don’t work

• You may be able to help with some of the 
consequences of living with pain

• Shared management planning



For discussion

• What is pain medicine and where does it fit?

• How do we change perceptions about the role 
of liaison psychiatry in pain management?

• How can everyone start to have different 
conversations about pain?


