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Foreword

In 1997, the Pain Society (now the British Pain Society) published Desirable
Criteria for Pain Management Programmes. This was a response to the
perceived need for information and guidance for those involved in developing
and running such biopsychosocial interventions. This second revision aims to
build on the 2013 revision and provide updated guidance on what constitutes
a pain management programme (PMP), its position within care pathways for
people with chronic (non-cancer pain) pain and desirable content.

The functions of this document are:

* To provide a set of standards of care and guidelines for provision of
programmes of rehabilitation to improve health outcomes for all types of
pain.

* To provide healthcare professional councils(HCPCs) of various
disciplines with a synthesis of current best practice to set up and deliver
pain management programmes.

» To provide commissioners and provider organisations with an outline
framework for effective and sustainable service provision.

» To update stakeholders on the scientific foundation of practice and
quality issues relating to pain management programmes

An accompanying document Participant information for Pain Management
Programmes provides information specifically for people with chronic pain and
carers.

The document begins with a general background as well as current evidence
for PMPs. It considers its target group in section 2, while addressing the more
specific aims as well as methods, delivery and outcomes in section 3. There is
growing interest in utilising the internet to engage sufferers of chronic pain
with pain management strategies. A summary of the available evidence in this
area is a new addition to section 3. The challenge of selecting people
appropriately while reaching as wide a target group as possible is considered
in section 4 and the resources required, including, staff, training and other
essentials, is considered in section 5.



Definitions and approach to evidence

The term chronic pain refers to pain which has persisted beyond the usual
healing time. In the latest version of the WHO international classification of
disease (ICD-11), Chronic pain was defined as persistent or recurrent pain lasting
longer than 3 months. (Treede et al.,2015)

For simplicity, the document refers to PMPs as a treatment. It avoids the term
patient, instead using the term participant or equivalent. In addition, it uses the
term interdisciplinary instead of multidisciplinary team. This most accurately
reflects the way separate discipline approaches work together within a
common model using cognitive behavioural principles. It is accepted that
definitions and use of these terms can vary.

The 2008 and 2013 guideline documents utilised a search for evidence using
standard databases and followed SIGN 50 guidelines in order to grade and
make recommendations on the quality of evidence available.

The intention was for the 2019 guideline to be a limited update on the
previous guideline. However during the course of the guideline review process
it became apparent that since the 2013 publication, significant changes have
been made to the SIGN guidelines and the way in which evidence is graded
and how recommendations are made. The question as to whether to retain
the original approach, attempt to combine the old and new SIGN approach or
adopt the current approach was debated by the current guideline review
group. The consensus was that it may cause confusion to the reader to
continue with the older SIGN guideline, or attempt to combine it with the new
SIGN qguideline. It was agreed that to fully adopt the new SIGN approach
would require a major review and regrading of all evidence which was beyond
the resources of the current guideline revision group. We have therefore
removed the evidence gradings found in the 2013 document

The guideline group have undertaken a review and update of evidence
focussing particularly on areas where it was felt that the evidence has evolved
since 2013. We are aware of and would guide the reader to more recent
systematic reviews on evidence around pain rehabilitation since 2013, in
addition to reading this document(Kamper et al,,2015; Salathe et al,,2018)
We have retained the same format as the 2013 document but readers of the
previous document will find a number of areas with valuable updates
throughout each section.

We believe that this guideline remains a strongly evidence based document.
that is unique in building upon other available resources in providing a
practical guide to clinicians and commissioners involved in the provision and
commissioning of pain management programmes.



1. Executive summary

1.1 Pain Management Programmes are the intervention of choice for people
with chronic pain which adversely affects their quality of life and where there is
significant impact on physical, psychological and social function. These
person centred programmes are formulated on evidence based cognitive
behavioural principles and normally occur in non residential settings.

1.2 There is good evidence for the efficacy of cognitive behavioural PMPs as
a package, compared with either no treatment or treatment as usual, in
improving pain experience, mood, coping, negative outlook on pain and
activity levels (Morley et al., 1999; Guzman et al., 2001; European
Guidelines, 2004; Koes et al., 2006; Hoffman et al., 2007; Williams et al.,
2012 Kamper et al., 2015;Salathe et al.,2018).

1.3 Rehabilitative and physical treatments (aimed at functional restoration)
can be helpful, but where problems associated with pain are more
complex, the psychological components of pain are best addressed in a
PMP (Koes et al., 2006).

1.4 PMPs consist of methods to promote behaviour change and promote well-
being., including methods based on cognitive and behavioural therapy,
learning and conditioning processes, skills training, physical exercise and
education

Participants practise these skills in their home and other environments to
become expert in their application and in integrating them into their daily
routines. Methods to enhance acceptance, mindfulness and psychological
flexibility are also recommended.

1.5 PMPs are delivered in a group format to normalise pain experience, to
maximise the possibilities of learning from other group members and for
economy. However, an important addition to this document is the
recognition that the content of PMPs may in some circumstances be best
provided on an individual basis.

1.6 Evaluation of outcome should be standard practice. This should include
assessing changes in pain intensity, pain frequency, physical activity,
emotional wellbeing, satisfaction with social roles and activities, productivity,
health related quality of life and patients perceptions of treatment goal
achievement. Additional outcome measures should be considered in
specialised PMP interventions. PMPs should demonstrate significant change
in the specified domains. Evaluation of effectiveness should be considered in
respect to both group level and individual level change (clinically significant)



Best practice recommends capturing outcomes based on magnitude of
change in the underlying process and data on patient experience of attending
the program.

1.7 Return to work can be achieved. Consideration of the potential to return to
work and addressing obstacles where possible is important.
Interventions to facilitate return to work should be viewed as an essential
component of the work of PMP teams and integrated with other treatment
offered.

1.8 Greater length and intensity of programme usually achieve greater
change. Economies of time, staff skills or other resources risk reducing
the effectiveness of the programme towards zero; however, it is not
possible to specify a minimum number of hours as change results from
the interaction of participant needs and staff skills during treatment.

1.9 Suitability for a PMP is based on the impact of pain on daily function and
well being. There are no grounds for discrimination on the basis of age,
literacy, litigation or judgement of motivation.

1.10 A PMP is delivered by an interdisciplinary team where some
competencies are shared, and some are unique to particular professions.
All staff use cognitive behavioural principles to deliver their component(s)
of the PMP.

1.11 Guidance on resources required to provide interdisciplinary pain
management programmes for commissioners are outlined in the BPS
commissioning document;-Pain management services :planning for the
future (2013) http://bit.ly/2xOhtCR, as well as within this document.



http://bit.ly/2xOhtCR

2. Background

Key points

1. High-quality evidence supports the use of PMPs in people with
chronic pain.

2. This document is designed to promote appropriate evidence-
based provision of PMPs.

3. Evidence is growing that some principles of PMPs may be applied
early in care pathways to attempt to reduce future disability.
These interventions should not be confused with PMPs for
complex participants.

2.1 Chronic pain is a common complex sensory, emotional, cognitive and
behavioural long-term health condition which occurs when pain cannot be
resolved by available medical or other treatments.

2.2 Chronic pain is common in Europe and elsewhere and its under-treatment confers
a substantial burden on individuals, employers, healthcare systems and society in
general. (Breivik 2013) In 2016 an estimated 30.8 million working days were lost to
musculoskeletal conditions in the UK ( Dept of work and pensions)

A 2016 meta-analysis reports that chronic pain affects between one-third and one-half
of the population of the UK, corresponding to just under 28 million adults. It is
expected that this number is likely to increase further in line with an ageing
population. (Fayaz 2016)

Global burden of disease (GBD) estimates in 2017 show low back pain, neck pain and
headache remain among the leading cause of disability adjusted life years in the
UK.(GBD 2017)

There is evidence that Pain management programmes can reduce healthcare utilisation
and costs. (Luciano et al 2017,Clare 2013)

2.3 The principal aims of PMPs are to enable people with chronic pain to
achieve as normal a life as possible by reducing physical disability and
emotional distress, and improving the individual’s ability to self-manage
pain-associated disability and reduce reliance on healthcare resources.

2.4 Since 2005, the Department of Health approach for the management of
long-term health conditions has changed, increasing the emphasis on
self-management skills and resources (see for instance, the NHS long-
term plan for long-term medical conditions.(www.longtermplan.nhs.uk)

2.5 There is high-quality evidence for effectiveness of PMPs (Morley et al,
1999; van Tulder et al., 2000; Guzman et al., 2001; Hoffman et al., 2007;
Williams et al., 2012; Kamper et al.,, 2015; Salathe et al., 2018).



2.6 Currently, UK programmes, aimed at helping participants manage their
pain and its impact on their health, vary and continue to refine their
method and processes.

2.7 This document is designed to promote the appropriate provision of
evidence-based treatment within PMPs and to maintain and improve the
quality of group-based self-management training and support offered to
participants.

2.8 Historically, PMPs are offered to people who have failed previous medical
interventions. Research has suggested that a less intensive form of
intervention may be both effective and cost-effective if delivered at an
early stage (Linton, 2000, 2005; Pincus et al., 2001). It has been shown
that non-specialist staff can be trained to deliver low-intensity or brief
psychologically informed pain management interventions, focused
primarily on improving physical functioning and self-management skills
(Hill et al., 2011).

2.9 These early interventions should not be confused with interventions by
specialist staff for participants with complex needs

2.10 The provision of services should include early assessment and triage of
individuals to enable them to access pain management rehabilitation
programmes based on biopsychosocial management if this is indicated.
Individuals should be matched to interventions that meet their needs, led
by staff trained to the appropriate level for the treatment being delivered.

2.11 Group based interventions for pain management have been designed to
be delivered by between one and three health professionals with lower
levels of staff and training aimed at participants with lower levels of
distress and disability. A PMP as referenced within this guideline would
be for participants considered to have more complex needs and requiring
high levels of staffing and experience. The image below is intended as a
visual guide to these differences and the terns used to describe different
group-based interventions.

Insert infographic



3. PMPs: aims, methods, delivery and outcomes

Key points

1. The general aim of PMPs is to improve participation in daily
activities and enhance quality of life for those with persistent pain
and disability.

2. A PMP consists of a variety of methods for directly and indirectly
producing behaviour change, including methods based on
cognitive and behavioural therapy.

3. Outcome evaluation should be standard practice so that pain
management staff can describe to participants, referrers and
commissioners the range of participants with whom they work
and the range of improvements that a PMP brings about, in both
the short and longer term. Best practice should bench mark the
magnitude of patient improvement against the minimally
important clinical change for each outcome measure.

3.1 Aims of treatment

3.1 .1 PMPs aim to improve the long-term physical, emotional and
social dimensions of health and functioning for people with
chronic pain. This is carried out using interdisciplinary team
working according to broadly cognitive behavioural principles.

3.1.2 The general aim of PMPs is to improve participation in daily
activities and enhance “quality of life” for those with persistent
pain and disability. This may include focus on increasing mobility,
self-care, work, leisure and social activities, and reducing reliance
on medication or healthcare use. Specific goals should be
identified by the individual participants, although these are likely to
be more effective when these are shaped and clarified with the
help of healthcare providers.

3.1.3 Pain relief or reduction in other symptoms is typically not a
primary aim of treatment, although improvements in pain are often
reported (Morley et al., 1999; van Tulder et al., 2000; Guzman et
al., 2001; Hoffman et al., 2007). The primary focus is on daily
functioning without assuming that a change in pain is necessary
to improve that functioning. One of the primary strategies of PMPs
is to shift participant behaviour from struggling ineffectively with
pain and to focus their behaviour on more worthwhile individual
goals.

Pain Rehabilitation approach

3.2 A PMP consists of a variety of methods for directly and indirectly
producing behaviour change, including methods based on
cognitive and behavioural therapy, learning and conditioning
processes, skills training, physical exercise and education.



Specific cognitive and behavioural methods

3.4.1Cognitive therapy methods. These methods are used to identify,
examine, and change the impact of distressing, misleading, or
restricting thoughts and beliefs, particularly those about pain. The
aim is to help guide and teach methods of managing and re-
evaluating unhelpful thinking styles and beliefs. (Williams et al.,
2012; see also Longmore & Worrell, 2007).”

3.4.2Graded exposure/ activation guided by participant goals. .
This is a core method within PMPs and includes domains of
general physical activity, self-care, work, social activities and
physical exercise. This consists of goal-setting, identification and
management of barriers to activity. These behavioural techniques
should often be delivered in parallel with cognitive methods.
Structuring a series of practice activities in ways that are
specifically designed to reduce fear and avoidance is called
“graded exposure”. This aims to reduce fear or to increase
willingness to experience fear (Bailey et al., 2010) (Williams et al.,
2012). and to reduce avoidance. Either way increased activity is
the goal.

3.4.3 Methods to enhance acceptance, mindfulness and psychological
flexibility There are a range of methods designed to enhance
participant openness and willingness to experience undesirable
sensations, cognitions, emotions and memories and present
moment focus, including mindfulness techniques. The aim of
acceptance-based treatments is to enhance psychological
flexibility to promote effective and value-led patterns of behaviour
(Hayes et al., 1999, 2012; Veehof et al., 2011; Wicksell et al.,
2008, 2012).

3.5 Skills training and activity management

3.5.1« Information alone is typically a weak way to change behaviour
and improve daily functioning but can help prepare the patient to
make behavioural changes. Experiential learning opportunities to
experience behaviour change is preferred when possible (Hayes
et al., 1999; see also Waller, 2009).

3.5.2« PMPs are an opportunity for direct practice in the use of skills for
changing behaviour, pursuing goals and dealing with barriers to



3.5.3
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the achievement of these goals. Direct practice of skills within
the PMP context enables participants to access help from staff.
This helps participants shape, develop and integrate changes in
their behaviour, starting from their current level of performance
and increasing at an effective and practical rate (Main et al.,
2008).

Typical skills taught in PMPs include the following:

» Methods for altering the negative impacts of thoughts and
feelings on behaviour, including, cognitive restructuring or other
more contextually based methods (such as mindfulness,
acceptance and awareness exercises).

Methods for identifying, setting, planning and pursuing goals.

« Strategies for co-ordinating, scheduling and managing the rate
and pattern of value based activity. The word pacing is widely
used, a conceptual analysis usefully defined pacing as:

“an active self-management strategy whereby individuals
learn to balance time spent on activity and rest for the
purpose of achieving increased function and participation in
meaningful activities.” (Jaimeson-Lega et al., 2012).

This helps guide clinicians and participants in being clear about

the purpose of pacing and how best to achieve this, resulting in

healthy engagement with activity rather than avoidance patterns
(McCracken & Samuel, 2007; Gill & Brown, 2009)

« Skills for communication and social interaction with family,
friends, employers, work colleague or healthcare providers,
including skills such as reflective listening and assertive
communication.

Methods for generalising and integrating new skills and
behaviour change into daily life and maintaining these over the
longer term. Participants are helped to set goals, make explicit
plans and commitments, and then to practice these in their home
and other environments, monitoring what they do. They should
review progress with HCPs, incorporate setbacks or failures into
continued progress, and adjust goals and methods as
necessary.

Note;- It is not possible to quantify the level of evidence for each
individual component of a PMP. These treatment components



have Level 1 evidence of effect in other areas of healthcare and
are the components that contribute to the Level of evidence of
effect of the programme as a whole.

3.6 Sleep

3.6.1 It is well recognised that sleep problems are prevalent amongst those with
chronic pain. (Tang 2007) There is evidence that group interventions that
place equal emphasis on pain management and insomnia treatment have
produced significantly improvements in sleep, mood, fatigue and pain-
related outcomes (Tang 2012b; Pigeon, 2012)

3.6.2¢ An Acceptance and Commitment Therapy (ACT) based approach to

3.6.3

overcoming chronic insomnia seeks to increase people’s willingness to experience
the discomfort commonly associated with not sleeping. Such acceptance
paradoxically acts to lessen the brains level of nocturnal arousal, thus encouraging a
state of rest and sleepiness, rather than struggle with and wakefulness and
unhelpful behaviours. ( Daly-Eichenhardht et al ., 2016 ; Lundh., 2005)

To deliver a PMP that addresses insomnia, practitioners would need
skills/knowledge in the following areas: (Espie 2012 ., ;Daly-Eichenhardht et al .,
2016; Lundh., 2005)

e Sleep science

e Sleep assessment measures

e Core components of CBT-Insomnia or ACT-Insomnia

e Supporting use of patient resources such as sleep diary

e Sleep disorders and when to refer for further assessment or

investigation.

3.7 Physical exercise

3.7.1

*Physical activity and exercise are associated with few adverse events and can

improve

*pain severity, physical function and quality of life in people with pain.
(Geenen et al 2017, Hauser 2010, Bennell 2011)

*No particular type of exercise has been shown to be superior to another.
(Gennen 2017 van Middelkoop 2014, Smith 2014)

3.7.4« An important aim of physical exercise is in changing behaviour patterns

around physical sensations, including pain, to increase willingness to
engage the body in movements and to expand patterns of activity.

10



« Patients should be encouraged to take a flexible approach to exercise
and activity levels in accordance with individual valued goals. Mindful
movement can be used to explore avoidance and habitual ways of moving
and create opportunities to experiment with responding differently to avoided
external and internal experiences (e.g. cognitions, emotions and sensations).

3.7.5« The role of physical deconditioning, such as in chronic low back pain,is
not clear and hence the role of physical reconditioning in treatment is also not
clear (Smeets et al., 2006; Verbunt et al., 2010). However, for general health
benefits, patients should aim to achieve 30 minutes of moderate intensity
physical activity per day in keeping with current physical activity guidelines
(Ryan et al. 2017) (Gov.uk physical activity guidelines). Patient adherence to
exercise can be improved by providing supervised and individualised
exercises, supplemented with home exercises . (Jordan.,2010)

3.7.6 + As with other processes of behaviour change, it is important to
explicitly train generalization and integration of new patterns outside of
the program context so that they persist over time.

3.8 Education

3.8.1+ Education should be considered as a relatively low-intensity method
that can improve knowledge and understanding and is a weak way to produce
behaviour change or improve daily functioning (Linton et al., 2008). Hence,
education often needs to be supplemented with other methods to create an
impact. Education is frequently delivered because it can be done with relative
ease and because it is often highly satisfying to PMP patrticipants. Popularity
should not be confused with effectiveness.

3.8.2¢ As part of a PMP, education should be provided by all members
of the interdisciplinary team, according to their expertise, using
an interactive style to enable participants to raise and resolve
difficulties in understanding material or in applying it to their
particular situations or problems.

11



3.8.3¢ Pain science-based education, which aims to help patients to
reconceptualise their pain as less threatening, can reduce
catastrophizing and fear of movement. Such education appears
more effective when delivered as part of a package of care
rather than in isolation. Progress towards reconceptualization
should be monitored throughout, tailoring concepts that have not
been accommodated to ensure relevance of the material to the
individual. (Watson et al. In Press).

Many participants benefit from a current and up to date pain science
explanation to guide them in their valued behavioural changes. Other
participants may be more helped by engagement in behaviour change
without accepting and relating to a pain science explanation first.

3.8.4+ Some of the information provided to PMP patrticipants should
aim to facilitate behavioural change techniques and can include:
« Safety, costs and benefits in relation to exercise and activity

* How to commence, problem solve difficulties and sustain
exercise and physical activity

Short- and long-term advantages and disadvantages of using
aids, treatments and medication.

» Safe and effective use of medication and awareness of harmful
side effects.

» Self-management approaches to flare-ups and setbacks.
* General information and advice on issues such as diet, weight,

alcohol use, smoking, recreational drug use and exercise for
improving or maintaining general health.

3.9 Delivery

3.9.1 The inclusion of additional components will depend on available
resources and should always be properly evaluated. Sacrificing
core components for other content for which evidence is poor or
lacking is to be discouraged.

12



3.9.2 The dimensions of the programme should reflect an individual’s

health needs and may vary in intensity, structure, length, size of
group, and the time available and competencies of the clinical
staff. Providing a low-intensity programme to individuals with high
complexity is less likely to be cost-effective and may be harmful.

3.10 Intensity and range

3.10.4

3.10.1 PMPs are delivered as non-residential programmes, in the form

of one or more sessions per week, including sessions from one
hour to a full day in duration, typically over a period of two to ten
weeks, or as more intensive, usually residential, programmes.

3.10.2 Non-resident programmes of at least 25—-30 hours have
produced evidence of efficacy, but more intensive programmes achieve
greater improvement (Williams et al., 1996, 1999; Guzméan et al.,
2001). This advantage is seen to be maintained at one-year follow-up.

3.10.3 Clinical experience suggests that graduates of pain

management programmes may struggle to continue to use the self-
management skills they have learnt in the long term, particularly in
times of crisis. Several models are being explored to provide long-
term support to patients in putting the knowledge and skills they
have learnt into practice in their day-to-day lives, including user-led
groups. As yet there is no published evidence to support any
particular model.

It is acknowledged that a proportion of patients will be re-referred to
pain services. Reasons for re-referral are complex and multifactorial
and may be addressed to some extent by educating and supporting
primary care services to better assess and manage people with
persistent pain. Where former PMP graduates are seen again in
clinical services for the same pain problem, embarking on a further
round of consultations, investigations and treatments relating to
pain control is unlikely to be helpful. In this situation it is usually
preferable to re-orientate them towards a pain rehabilitation
approach and support them to put the skills and techniques they
have learnt into practice. PMPs may have a useful role in
supporting or delivering this re-orientation.

3.11Group format

3.11.1 PMPs are delivered to groups because this format can normalise the

experience of pain, provide natural social situations for addressing
behaviour change and rehearsal, and maximise opportunities to draw

13



on the experiences of group members. They can also be delivered at
lower cost per case.

3.11.2 Group size should be chosen with the needs of participants
in mind.(Stewart et al., 2009)

3.11.3 Smaller groups (8 or less) are considered supportive for
participants with greater need for psychological therapy, providing
opportunity for patients to participate and share individual
experiences and stories, and more activity engage with
psychological therapy.

3.11.4 Larger groups (9 or more) are considered suitable for education
and information focused sessions. Larger groups may reduce the
risk of outlier disengagement where the programme serves a
heterogenous demographic and are better able to cope with high
drop-out rates.

3.11.5 Larger groups require a larger team of staff. Where considered

appropriate and given adequate staff, larger groups can be split
into smaller groups for psychological and patient-centred sessions.

3.11.6 The most common group programme size in the UK is between 10
to 15 participants per programme, but range from 8 to 20.

3.11.7 Aspects of potentially useful group influences can be weakened
with smaller numbers. Likewise, the influence exerted by the
treatment provider can be weakened with larger groups.

3.11.8 Space provided must support the group size and format chosen.

3.12 Staff Skills

14



Staff training is addressed in section 5; there are no data specifically
from PMPs on staff skills in relation to outcome, however, it has been
shown that periods of high staff turnover are associated with poorer
participant outcomes (Williams & Potts., 2010).

3.13 Outcome measurement

3.13.1 Commissioners, referrers and participants expect providers to deliver
an effective PMP. There is no single primary outcome, since multiple
problems imply multiple outcomes, and goals are to a large extent determined
by participants themselves. The following domains have recently been
proposed for assessing the effectiveness of interdisciplinary multimodal
therapy by an expert panel of clinicians and patients (Kaiser et al.,2018):

¢ Pain intensity and pain frequency

e Physical activity (including activities such as household chores).

e Emotional wellbeing

e Health related quality of life

e Satisfaction with social roles and activities

e Productivity (including work related activities both paid and unpaid)

Participant’s perception of treatment goal achievement

These domains have been listed in the same order as the primary source
(Kaiser et al., 2018) and the order does not reflect importance. In addition to
the above, the following domains could also be considered:

e Health-care utilisation

e Patient experience of the programme (both quantitative and qualitative)

e Process outcomes (monitoring concordance of the programme with

best practice)

In addition to outcome data, services should collect participant demographic
data so that the outcomes can be appropriately contextualised.

Data collection should seek to capture short- and longer-term outcomes.
Services should routinely utilise the data collected to evaluate the service and

make improvements where a need is identified, regularly feeding the findings
back to key stakeholders such as participants and commissioners.

15



3.13.2 Additional assessment of condition specific outcome domains should
be considered in respect to the delivery of specialised PMP services, e.g.
chronic pelvic pain (sexual dysfunction), facial pain and young people
(Dworkin et al., 2008)

3.13.3 Outcome evaluation should consider benchmarking
changes against published minimally clinically important change
values where possible.

3.14 Evidence for effectiveness

3.14.1 There is a significant body of evidence to support the efficacy of
interdisciplinary PMPs (Williams et al., 1996, 1999; Morley et al.,
1999; Guzman et al., 2001; van Tulder et al., 2001; Gatchel &
Okifuji 2006; Scascighini et al. 2008; Gatchel et al. 2014;
Waterschoot et al.,2014; Kamper et al., 2015).

3.14.2 PMPs have generally been evaluated as complete packages
(see Morley & Williams, 2002). A number of systematic reviews
have shown that PMPs significantly reduce distress and
disability, significantly enhance coping, and improve various
measures of physical performance (Morley et al., 1999; van
Tulder et al., 2000; Guzman et al., 2001; Gatchel & Okifuji 2006;
Scascighini et al., 2008; Chou et al., 2009; Gatchel et al. 2014;
Waterschoot et al.,2014; Kamper et al., 2015). It has become
increasingly important to demonstrate the cost effectiveness of
PMPs. Evidence of reduced healthcare costs through reductions
in numbers of consultations and reduction of medication in the
UK and across other healthcare systems has been
demonstrated (Morley et al., 1999, Turk, 2002; Gatchel & Okifuji,
2006 Clare 2013 Luciano 2017).

3.14.3 Few of the components of a PMP have been evaluated
individually. 1t has been concluded that there is too much
heterogeneity in the content of treatment to establish its relation
with outcomes (Williams et al., 2012). However, there are the
following points to consider:

* The exercise component is drawn from established practice,
supported by multiple RCTs and systematic reviews (Hayden et
al., 2005; Geneen et al., 2017).

 Each of the components in the behaviour change methods and
skills training components is drawn from behavioural and/or
cognitive therapy, with moderate-to-excellent evidence of
efficacy in changing behaviour and improving emotional

16



functioning in psychological disorders (Roth & Fonagy.,2004;
Tolin, 2010) compared with no treatment or with most alternative
treatments. Efficacy in psychological settings depends, in patrt,
on the skills of the HCP(s) delivering treatment (Roth & Fonagy.,
2004).

» Another way to consider treatment components is in terms of
treatment process. For example, studies of CBT, in general, do
not show clear evidence that disputing negative thoughts or
irrational beliefs is necessary for change produced by CBT
(Longmore & Worrell., 2007). Adherence to thought-challenging,
pacing, stretching and exercise correlate variably with outcomes
at follow-up (Curran et al., 2009; Nicholas et al., 2011. Other
results show that beneficial outcomes from PMPs are more likely
to be a result of changes in patterns of fear- and pain-related
avoidance than in changes in physical capacity (McCracken et
al., 2002), or from increases in psychological flexibility
(McCracken & Guttierrez-Martinez, 2011; Vowles & McCracken.,
2008, 2010; Wicksell et al., 2010).

3.15 Internet-based treatments

3.15.1

3.15.2

3.15.3

Internet-based treatments based on CBT and ACT are efficacious
(Buhrman etal,, 2016; Martorella et al, 2017; Paganini et al., 2019)
and are increasingly being offered alongside face to face pain
management programmes. Effect sizes for pain interference/disability
and pain severity are small to medium, which is in line with the effects
of CBT in face-to-face trials (Buhrman et al., 2016; Eccleston et al.,
2013).

Web based interventions can have high drop-out rates (Eccleston
et al,, 2014; Macea et al., 2010) however this is less of a problem of late
(Buhrman et al.,, 2016). Different methods have been used to engage
patients (e.g. telephone support, personalized reminders and
feedback, and financial incitements), however it is unclear how
effective these methods are (Buhrman et al., 2016).

Prediction of who will do well is difficult as the evidence is
unclear (Gilpin et al,, 2017; Trompetter et al,, 2016; Vugts etal., 2018).
Therefore, assigning people to online treatment should to be based on
clinical judgement, taking into account patient preferences,
circumstances and ability to engage.
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3.15.4 Apps

There is a proliferation of pain apps, however the quality of the content is
variable, most lack evidence of user or HCP input into their development and
their effectiveness in improving patient outcomes has not been rigorously
assessed (Gustavo et al., 2016; Reynoldson et al, 2014; Wallace & Dhingra.,
2014).
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4. Assisting retention and return to work in PMPs

Key points

4. People who lose their jobs are more likely to suffer from significant
physical and mental health problems.

2. Return to work can be achieved. Intervention should be viewed as an
essential component of PMPs and integrated with other treatment offered.

4. Early intervention should be offered to increase likelihood of work
retention and return to work.

4. Return to work is likely to be more successful if there is joint planning
between the participant, the employer and the HCPs.

4.1 Work intervention should be viewed as an essential component of PMPs
and integrated with other treatment offered. Interventions which aim to support
work retention or return the person with pain to work quickly, lead to less
disability and psychological distress in the long term.

Not everyone wants to be employed, but almost all want to ‘work’, that is to
be engaged in some kind of valued activity that uses their skills and facilitates
social inclusion. (RCOT/NSIP, 2007) (Stanley & Maxwell., 2004).

4.2 There is a strong evidence base showing that work is generally good for
physical and mental health and well-being. Worklessness is associated with
poorer physical and mental health and well-being. Work can be therapeutic
and can reverse the adverse health effects of unemployment. That is true for
healthy people of working age, for many disabled people, for most people with
common health problems and for social security beneficiaries. The provisos
are that account must be taken of the nature and quality of work and its social
context; jobs should be safe and accommodating. Overall, the beneficial
effects of work outweigh the risks of work and are greater than the harmful
effects of long-term unemployment or prolonged sickness absence. Work is
generally good for health and well-being (Waddell & Burton., 2006).

4.3 The longer a person with pain is absent from work, the less likely they are
to ever work again (Waddell & Burton, 2006).

4.4 Potential obstacles to return to work should be assessed early and
addressed in the treatment process, including psychosocial factors (Yellow
Flags) (Nicholas et al., 2011), perceptions about work (Blue Flags) (Shaw et
al., 2009) and organisational factors (Black Flags), (Krause et al., 1998;
Young et al., 2005).
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4.5 Participants who are struggling to retain work or who are off sick from
work and at risk of losing their job should be identified early following referral
and offered urgent work intervention. (Wynne-Jones et al., 2014: Lydell et al.,
2009) Participants do not need to have started or completed a pain
management programme in order to address work issues and return to work.

Work advisory reports regarding work modification, such as the
Allied Health professionals (AHP) Advisory fitness for work
report (see link below), along with signposting can be offered as
part of the participant’s urgent work intervention, even prior to
participants starting the PMP to reduce risk of sickness form
work or job loss. Resource link: AHP Advisory fitness for work
report

4.6 Appointing a practitioner, who can offer work rehabilitation to
individuals, has been shown to support optimal outcomes.
(Oakman et al., 2016: Waddell et al., 2008) This practitioner
should have training in work rehabilitation (Waddell et al.,
2008) and pain self-management approaches.

4.7PMPs alone can support, but not maximise an individual’s job
retention and return to work. (Kamper el al., 2015). Appointing a
practitioner, who can offer service coordination and work
modification components, has been shown to reduce lost time at
work (Franche et al., 2006: Cullen el al., 2017: Wynne-Jones el
al., 2018) and can result in shorter absences (van Vilsteren M et
al., 2015) and lower wage-replacement costs and production
losses (van Oostrom et al., 2009).

Resource link: Work matters: aimed at occupational therapists
and other allied health professionals and provides good practice
guidance to support their work with people on their journeys to
employment. (RCOT): Work matters

Resource link: A Healthy return: A good practice guide to
rehabilitation people at work (iosh)

4.8 Evaluation of the participant’s working environment followed by
specific adaptation, including changes in work organisation, working
conditions and work environment (Edwardson et al., 2018: van
Vilsteren M et al., 2015) and ergonomic approaches, (Anema et al.,
2004), can be effective in shortening the time to return to work,
enhancing work participation, and work engagement. This should be
offered where possible and conducted by a professional skilled in such
assessments (Waddell et al., 2008).
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4.9 People who have been out of work for some time and those who
are unemployed may need specific vocational counselling to help
them identify transferrable skills and training needs to gain skills to
assist them to return to work (Watson et al., 2010). This may
include referral outside the PMP team to a specialist with
occupational rehabilitation training, such as a vocational specialist
occupational therapist or physiotherapist, or to Employability
Support which can be accessed through local Jobcentre plus.

Resource link: Specialist Employability Support

4.10 Return to work is likely to be more successful if there is joint
planning between the participant, the employer and an appointed
HCP (van Oostrom et al., 2009: Waddell et al., 2008)

* Return to work plans can be developed as part of the participant’s treatment
plan in a PMP where return to work is a desired and valued outcome to be
reviewed periodically to assess progress.

This may include a workplace visit to assess the work
environment and identify solutions to Blue Flags (Caroll et al.,
2010: Kamper el al., 2015). This must be managed
sensitively with awareness of the impact on workplace
relationships.

A return-to-work programme incorporating modified work
through adjustment in work tasks and work hours can be
effective at quickening return to work (Krause et al., 1998;
Franche et al., 2005; van Vilsteren M et al., 2015)

Some participants may believe that returning to work is not
possible alongside the other physical and psychological
demands that are made on them by other, usually domestic,
activities. PMPs can enable participants to achieve a more
acceptable work/life balance (Main et al., 2008).

4.11 Although symptoms may increase during or following work,
there is no evidence that this represents a progression of an underlying
condition in people with most non-specific chronic pain conditions (e.g.
chronic low back pain, chronic arm and neck pain) (Klumb & Lampert,
2004; Waddell & Burton, 2006).

There is no evidence to support the notion that physical
activity engaged in through normal working causes a
progression of “degenerative” changes in conditions such as
neck and back pain. There is good evidence that most
people with musculoskeletal pain can, and do, work when
symptomatic (Bowey- Morris et al., 2010)
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5. Referral and selection

Key points

1. PMP’s are group based interventions and so enabling widest
access of people with chronic pain to PMP’s. Skilled selection of
participants needs to ensure all participants can benefit
effectively where possible.

2. Selection of participants suitability for attending a PMP is
important but great care must be taken to maximise access of
people with chronic pain to PMPs. There are no grounds for
discrimination on the basis of age, literacy, physical or mental ill
health, litigation or judgement of motivation.

5.1 PMPs should be offered to individuals with persistent pain and associated distress,
disability and impaired quality of life. Treatment is usually offered as a group treatment.

A primary aim of the assessment process is to assess suitability for and orient
participants towards, a pain rehabilitation approach. It is important to
ensure, as much as is possible, that they are engaging willingly in
treatment. The assessment and consenting should include a discussion of
what patients will experience during treatment, the responsibilities of the
treatment team and participants and expected outcomes.

5.2 Self- management strategies may be offered alongside treatments intended to control
pain, although sometimes medical treatments and self-management strategies are
difficult for the participant to reconcile. It can take time for some people to accept that
their pain cannot be cured and strategies to manage life-long pain are indicated. The
optimal timing of a PMP in relation to other treatment will vary between individual
participants, but will always entail careful discussion between participant and HCPs.
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5.3 PMPs are suitable for all participants with chronic pain, regardless of the underlying
cause. There is no evidence to suggest participants with any particular diagnosis benefit
more from diagnosis-specific PMPs, although participants with particular problems, such
as urogenital pain, may prefer to be treated in groups specific to that pain, where these
exist.

5.4 Referrals to PMPs may come from primary or secondary care, but in all cases,
potential participants should have completed all necessary pain-related investigations and
treatments prior to referral.

5.5 Assessment for inclusion in a PMP should include appropriate medical screening by a
medical specialist with appropriate training in pain medicine to exclude treatable disease,
to discuss treatment options aimed at pain reduction or the lack of them, and to introduce
the concepts of persistent pain and pain management, if this has not already been done.

5.6 Assessment for a PMP is usually made by more than one member of the clinical
team, with a clinical skills mix appropriate to the assessment needs of each potential
participant.

5.7 Common inclusion criteria include:

* Presence of persistent pain causing significant disability and/or distress.

e The participant is able to communicate in the language in which the
PMP is conducted; a trained independent interpreter may facilitate
successful participation.

e The participant is willing, and cognitively, emotionally and functionally able, to
participate in a group.

5.8 There are other issues which have historically been treated as obstacles
to attendance and completion of PMPs but for which there is no
evidence that alone they render treatment unsuitable:
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Older adults; there is evidence that older participants are able to
benefit from PMPs (Cook, 1998 , McCracken 2012)

Written and spoken English are poor.

Litigation alone should not be the basis for delay or exclusion from
multi-disciplinary pain management programmes. The idea that
potential secondary financial gain renders positive functional and
psychological improvement, unlikely is not substantiated. The
consensus view is that decision-making regarding PMP inclusion is
based upon individual assessment as evidence is mixed regarding
the relevance of a context of litigation. (Spearing 2012, Twiddy
2018)

The individual is judged to be poorly motivated. Open discussion
with the participant on the prospect of gains in quality of life
entailing losses of compensation/welfare payments is helpful.
Potential participants should receive an adequate explanation of the
aims of the programme in relation to their pain-related problems.
Many are simply cautious or have not been motivationally engaged
S0 as to make an informed decision.

Clinical judgements of “motivation” are most likely to exclude
already disadvantaged participants Efforts to engage people in pain
management should instead focus on the benefits of learning new
skills to change behaviour that will support improved quality of life.

6. Resources

Key points

1.

2.

A PMP is delivered by an interdisciplinary team in which some

competencies are shared, and some are unique to particular
professions. All staff use cognitive behavioural principles to
deliver their component(s) of the PMP.
Pain management is a complex speciality and requires a broad
background of experience in rehabilitation

3. PMPs may be delivered in a primary or a secondary care setting;
the resources required will be the same.

4.PMPs should be properly resourced with time, personnel and

facilities.

6.1 PMPs should be properly resourced with time, personnel and facilities.
Efficacy has been demonstrated for the entire package, rather than for
specific components (Morley et al., 1999; Guzman et al., 2001), therefore
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reduction of any of these may adversely affect outcome. Pressure to treat
the maximum number of participants for minimum outlay is likely to result
in an intervention of low-to-negligible efficacy. The content of Behavioural
interventions can be diluted until they are no longer effective. This can
demoralise both participants and staff. Serious consideration needs to be
given to the utility of poorly resourced PMPs and to honest evaluation of
their results across the range of intended outcomes.

Time

6.2 The length and intensity of PMPs varies across the UK. Shortening a
programme may reduce its efficacy or render it ineffective.

6.3 A crucial principle of PMPs is interdisciplinary teamwork between diverse
professionals who together have the necessary skills and competencies to
provide the assessment and programme content. In this context, the
combined competencies of the team are as important as individual
qualifications.

6.4 Competencies can be described as core and specific:

e Core competencies relate to the knowledge and skills required to be
part of an interdisciplinary team and to use cognitive and behavioural
principles in their intervention in a group environment. These are
transferable, in that all members of the team should be able to provide
these effectively.

e Specific competencies are the knowledge base and specific skills with
which profession-specific training equips the individual. These are not
transferable.

Staff
6.5 Medical

A PMP requires input from a medically qualified person. This will usually
be a specialist in Pain Medicine with FFPMRCA qualification, but the role
can be filled by other medical specialist, such as a GP, neurologist or
rheumatologist, with appropriate training. Standards of practice are defined
by the Faculty of Pain Medicine including the publication: The Good Pain
Medicine Specialist (Faculty of Medicine, 2012).

e A Pain specialist is the medical specialist best trained to
ensure that patients have been offered a comprehensive
package of pain treatments and to enable participants to
have a fully informed discussion on the appropriateness
of pain treatments ,or further pain related investigations.
They also have expertise in discussing the relative risks
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and consequences of pain treatments that participants
are using or are contemplating .

Whilst not exclusively the role of a pain specialist, their
presence within a PMP often provides a valuable
opportunity to identify complications of pain related
treatments, or to advise if further assessment or
investigation is indicated in relation to this .For
example endocrine or sleep related disorders associated
with opioid medications

= Specific competencies include their role in the
assessment and management of medical needs of
participants, and in the education and training of
participants and staff,pertaining to this. .

+ Medical

personnel, should have an understanding of

behavioural principles, and be able to help shift a patient’s
focus away from medical treatments and towards pain
management/rehabilitation.

* Medical personnel ensure the safety and well-being of
participants, especially if new medical problems emerge
during the course of the PMP.

6.6. Psychologist

A chartered clinical psychologist, Health and Care Professions Council
(HCPC)-registered practitioner psychologist or a British Association for
Behavioural & Cognitive Psychotherapies (BABCP1)-registered cognitive
behavioural therapist with appropriate training and supervision is required.

¢ Since the treatment model for PMPs is psychological, many clinical
service directors are consultant psychologists.

e Cognitive and behavioural elements fundamental to the delivery of
PMPs require high levels of competence in providing an effective service
to participants with complex needs, and in training and supervising staff
not formally trained in psychological methods.

e Specific competencies: they have a role in the assessment,
implementation of psychological principles, the delivery of behavioural and
cognitive therapies, and staff education, training and supervision.

e The lead psychologist must have adequate training in cognitive and
behavioural technigues in psychological and physical health problems,
and experience of group work.

6.7 Physiotherapist
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A HCPC-registered physiotherapist with specialist experience in assessing
and managing people with chronic pain is required.

e Pain management is a complex specialty and requires a broad
background of experience in rehabilitation. The physiotherapist should
also be skilled in the delivery of exercise within the psychological
model used by the PMP and should link to content covered by other
professionals.

e Physical conditioning and restoration of physical function is a key
component of the rehabilitation process. The role of the
physiotherapist may encompass a wide range of areas such as:

= Working collaboratively with the participant to develop effective
exercise programmes which will assist in the increase in physical
function as a means of improving quality of life.

= Exploring movements and physical activities which the participant
perceives as challenging due to pain or associated factors.

= Assisting the participant to build an awareness of their body and
develop behavioural flexibility in the presence of pain..

= Provide ongoing assessment of musculoskeletal symptoms and
signs experienced during the PMP and act upon these if required.

= Physiotherapists may undertake further training and obtain
gualifications as prescribers which enables them to provide advice
about medication

= Physiotherapy standards of practice for work in pain management
programmes are described by the Physiotherapy Pain Association
https://ppa.csp.org.uk

6.8 Occupational therapist

An HCPC registered occupational therapist is recommended. Occupational
therapists contribute to effective programmes (Turk et al., 2008; Stanos &
Houle., 2006 Demoulin et al.,2010; Lagueux et al., 2018). Pain management
teams that currently involve occupational therapists strongly recommend their
inclusion.

e As experts in enabling occupation, occupational therapists are primarily
concerned with supporting how individuals living with chronic pain can
perform and engage in their chosen daily activities. (Lagueux et al., 2018)
These could include essential day-to-day tasks such as self-care, work or
leisure (RCOT, 2019).
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Occupational therapists are dual trained across both physical and mental
health and so can consider the totality of an individual’s needs. (RCOT,
2017)

Work is an essential occupation to ensure good health and wellbeing.
Supporting people to remain in, return to or obtain work is a key function of
occupational therapy. (RCOT, 2019)

e Occupational therapists are able to assess for and prescribe
interventions that facilitate people with chronic pain to stay in, or return
to work, given their remit regarding vocational occupations,
productivity, and knowledge regarding activity analysis (BSRM, 2003).

e Occupational therapists should be considered to provide prompt work
intervention for patients who are identified as struggling to retain work
or who are off sick from work and at risk of losing their job.

Occupational therapists should gain additional training, experience and
skills in the understanding and teaching of pain mechanisms and the
physiology of chronic pain and the psychological approaches used within
the pain management programme.

Standards for occupational therapists working on PMPs may be found in
CSPMS Core Standards for Pain Management Services in the UK section
5.5

CSPMS Core Standards for Pain Management Services in the UK

6.9 Nurse

An NMC registered Nurse with specialist experience in managing people with
chronic pain can enhance the PMP inter-disciplinary team. Preferably they
should have or be working towards their Non-medical Prescribing qualification.

e The nurse’s role may include medication review, rationalisation and
reduction, as well as providing information regarding general health
needs and liaising with the participant’s family and other agencies, such
as primary care practitioner, pharmacist, etc.
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o They should have sufficient skills and experience to participate in the
assessment of people with chronic pain regarding their suitability for
attendance at a PMP.

e Specialist chronic pain nurses have been shown to effectively facilitate
integrated CBT and ACT programmes, thereby improving participants’
perceived ability to manage pain and improve function. They should be
experienced in delivering supported self-management information using
psychologically informed practice. (Wells-Ferdman et al., 2002).

e The nurse’s role can also include providing quality evidence-based
education and training to primary and secondary care multi-disciplinary
staff.

o Specialist Pain Nurses can liaise with medical personnel to ensure the
safety and well-being of participants.

6.10 Pharmacist

Access to a pharmacist is desirable. Their role includes education and
planning of medication adjustment working closely with team members.
6.11 Clinical support workers

These may include healthcare assistants, occupational therapists and
physio-technicians and assistant psychologists. Assistant psychologists
have an important role, often in data collection and analysis, and in
working alongside specialist clinical staff in a supporting role.

It is crucial that the outcomes of PMPs are evaluated and that audits are
carried out. This requires personnel for distribution and collection of
assessment materials and data entry. Such skills are often provided by
assistant psychologists.

6.12 Administration

A PMP requires secretarial and administrative support appropriate to its
organisational needs. This will entail liaison activities, the organisation of
assessments and sessions, collation and distribution of assessments and
discharge summaries, and correspondence and assistance with the
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production of course materials. The administration team must have
excellent communication skills, as they are often the first point of contact
for participants who may be depressed, anxious, angry or confused.

6.13 PMP past-participant

A past-participant of a PMP whose role includes participant education and
serving as a role model for participants may be helpful.

Leadership

6.14 Leadership within local management structures and in the daily running
of the team and programme is crucial. The discipline or title of the
leader(s) is less important than the identification and recognition of these
roles. Consideration should be given to professional and clinical support
and supervision for the post-holder(s).

6.15 Most NHS staff are accustomed to management hierarchies within their
discipline. True interdisciplinary teams require cross-discipline
supportive management structures.

Team working

6.16 The coexistence of staff with a shared purpose does not make a team.
Working together as a team requires frequent and regular times to meet
and arrive at shared understandings of participants’ needs and staff
provision. Team members also need to appreciate one another’s areas
of unique and shared expertise.

6.17 All staff including medical, can benefit from discussion with the clinical
psychologist or equivalent on the application of cognitive and
behavioural principles to their area of work. Time should be allocated to

team meetings and training. This is important to maintaining the heath
and wellbeing of all staff.

6.18 Training and continued professional development
There is currently no recognised accredited standard pain management
training in the UK or elsewhere directly relevant to PMP work. Appropriate

areas of knowledge and skill are set out in the IASP core curriculum

http://bit.ly/2WFODUi
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Recently, a small number of studies have shown that biopsychosocial based
pain education/training can enhance undergraduate health care professionals’
(HCPs) knowledge of pain and may shift their clinical behaviour in line with
clinical guidelines (Domenech et al. 2011; Colleary et al. 2017; Maguire et al.
2018). Similar studies with qualified HCPs have shown that biopsychosocial
based pain education can improve clinical behaviour and, in some cases,
patient outcomes (Chassany et al. 2006; Evans et al. 2010; Overmeer et al.
2011). These studies do not endorse any specific type of education but
highlight the potential benefit of good clinician training and education. There
are several courses (available up to Masters Level) across the UK which will
equip clinicians with a broad framework of understanding of pain
management. Each professional has a responsibility to ensure their own

training is adequate. The following should be recognised:

e Pain management especially chronic pain should be a core component
of all undergraduate HCP training programmes

e The British Pain Society have published a guide on incorporating pain
management into the medical undergraduate curriculum.
https://adobe.ly/2XF3fn8 and there are other related resources on the
Education SIG webpage). http://bit.ly/32rDOnT

e  PMP staff bring profession-specific as well as generic skills to their

workplace

e In addition to IASP core competencies, that apply to all PMP staff, each

profession should refer to their own professional body's competencies

and the Core Standards document from the faculty of pain medicine
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CSPMS Core Standards for Pain Management Services in the UK

e Management structures should support staff training to achieve core
standards and maintain competencies

e Staff should also be encouraged to attend relevant national meetings,
join special interest groups and network with fellow professionals in
PMPs outside their geographical area.

e Some components of a PMP do not 'belong’ to any particular
profession, so development of training in these areas may be
undertaken by an interested individual from any profession

e Where PMP staff are delivering a component of a PMP that is outside
their usual professional remit (e.g. mindfulness), appropriate
supervision structures should be in place. Where the component is
recognised as profession-specific, the staff member taking
responsibility for supervision will be obvious. Where the component is
not 'owned' by any profession, the individual most qualified to do so will

take responsibility.

Facilities suitable for pain management programmes
6.19 A PMP requires designated space suitable for its activities and where

any necessary equipment can be accommodated, including:
e A disabled-friendly venue
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Access to public transport

Adequate parking

A room large enough for the group size and their PMP team
Adequate floor space for exercise and relaxation practice
Avalilability of private area(s) for individual discussion

Easily accessible toilet facilities

Refreshment facilities

Office space.

When applicable, suitable overnight accommodation should be identified
for participants who require it.

Location

6.20 PMPs are often delivered within hospitals or health centres,. Alternative
venues such as gyms or community centres may also be suitable and
these maybe preferable to ensure closer access to the communities that
participants live in.
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MATCHING PATIENT COMPLEXITY

TO LEVEL OF PAIN REHABILITATION REQUIRED

The purpose of this thermometer is to provide a quick visual guide to commissioners, managers and
providers of services. It is to be used in conjunction with evidence based documents such as the NICE
“Low back pain and sciatica in over 16s: assessment and management” guidelines (NG59) and the
“National Pathway of Care for Low Back and Radicular Pain" (2017).
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