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British Society for Rheumatology and IASP Musculoskeletal Pain
Taskforce Guidelines for the Inteqrated Management of
Musculoskeletal Pain Symptoms (IMMsPS). Summary Document

This document provides a brief executive summary and the main
guidelines schemas which summarise each component of the
guidelines. A more detailed version can be found on the same website
at:

http://www.hope-academic.org.uk/Academic/researchdevelopment/Themes/Neurosciences/Pain/IMMsPS.htm

1. Executive Summary

Lead Author: Professor Anthony Jones
1 Scope and Purpose of the guideline.

1.1 Background

Musculoskeletal pain is one of the most common reasons for referral of patients to
primary care physicians and rheumatologists (Woolf and Pfleger, 2003). It is a major
cause of distress (Fishbain et al., 1997) and disability (Hawley and Wolfe, 1991).

The costs of arthritis and related conditions to the economy and the health services
in the UK are £18 billion and £5.5 billion, respectively, with 206 million working days
lost in the UK in 1999-2000 - equivalent to a loss of production of £18 billion (ARC
figures for 1999-2000).

The main therapeutic conditions targeted by the guidelines are pain in association
with osteoarthritis, inflammatory arthritis, chronic regional (e.g. back pain) and
widespread pain (fiboromyalgia). The guidelines have been drafted on the pragmatic
principle of most benefit for least risk of harm. They are informed by evidence where
it exists and the principle that if there is reasonable evidence for positive therapeutic
effect in one condition then, as long as there is no evidence to the contrary, we have
assumed it may have some benefit for another. The IMMsP guidelines are tailored to
the individual's needs and preferences.

Current health policy in the UK requires that the management of chronic conditions is
carried out predominantly in primary care and focuses on the development and
implementation of self management strategies. It is essential that the members of
the primary care team feel well equipped to manage patients with MsP. This
guideline is designed to provide sufficient information for health care professionals to
manage most people with non-inflammatory conditions in primary care thus reducing
referrals to secondary care. However, it is also intended for guidance for
managements of the more complicated patients with MSP in secondary care, so
MSP management can be as integrated as possible across primary and secondary
care. Patients with inflammatory conditions are likely to continue to require
secondary care input for their complex disease-modifying therapy but their pain can
be managed in the primary care setting.



The current evidence from functional imaging studies is that all types of pain are
processed within a common human pain matrix in the brain and that acute pain and
chronic arthritic pain are also processed within this same common matrix of brain
structures (Jones, 1999;Kulkarni et al., 2005). Only two or three of these structures
(Primary somatosensory, insula cortices and the lateral thalamus) are concerned
with where the pain comes from. The rest of the pain matrix is mainly concerned
with the psychological context of the pain and planning motor responses to the pain.
It is therefore likely that there is much common physiology for the perception all
types of pain and that there may be substantial commonalities of effect between
different types of therapeutic interventions. So far, there is no evidence to refute
this. As the level of evidence for different interventions being specific for different
musculoskeletal pain conditions is relatively poor or absent, we have developed the
guidelines on the principle that if there is reasonable evidence for positive
therapeutic effect in one condition, then as long as there is no evidence to the
contrary, we have assumed it may have some benefit for another. So, for instance
trials of paracetamol have not been performed in fibromyalgia, but clinically many
patients find it useful. Many patients with fibromyalgia also have OA so we have
kept paracetamol as a generic intervention.

1.1.1 Need for the Guidelines

The clinical resources and knowledge-base available for the management of
musculoskeletal pain are highly variable as is the proportion of patients managed in
primary and secondary care. There is therefore a need to begin the process of
providing a guideline for the management of musculoskeletal pain that can be used
by all health-care professionals who have appropriate training across the health
economy.

1.1.2 Objectives of the Guidelines

The aim of this guideline is to provide an integrated approach to the management of
patients with chronic musculoskeletal pain that is not primarily dependant on a
definitive diagnosis. The latter is obviously very important both in terms of disease
management and providing a prognosis, but the process of making a diagnosis in
some cases is difficult and may take time. Our intention is that the lack of a precise
diagnosis should not inhibit adequate pain management. We have therefore tried to
make the guidelines as simple and generic as possible.

113 Target Audience

The generic design of these guidelines has the added advantage that adequately
trained health-care professionals, including practice nurses, pharmacists,
physiotherapists, not trained in all aspects of musculoskeletal diagnosis and
assessment can engage with using these guidelines to manage the pain in parallel
with whatever diagnostic processes may be taking place.

114 Areas the Guidelines do not cover

These guidelines do not specifically cover the management of malignancy in
association with musculoskeletal pain, although the principles of management of the
pain will be very similar. Although chronic regional and widespread pain are often
associated with chronic visceral pain and headaches the latter are not specifically
covered by this guideline. Although there is often overlap between neuropathic pain



and musculoskeletal pain we have not provided guidelines for the management of
neuropathic pain.

1.2 The guideline itself with reference to the management
algorithm
1.21 Eligibility criteria

These guidelines are intended to cover chronic benign musculoskeletal pain of any
kind. This includes all types of arthritis, chronic widespread pain or fiboromyalgia and
chronic regional somatic pain. The latter includes any benign chronic somatic pain
from the neck downwards.

Chronic pain is defined (IASP definition) as lasting for longer than three months. We
have focussed on chronic pain because acute pain would encompass post-operative
pain, which is outside our remit. However, we suggest that the division between
acute and chronic pain should not be overemphasised as many patients with, for
instance arthritic pain, suffer from recurrent acute pain particularly on exercise and at
night. Currently, there is no evidence that any therapeutic intervention is specific for
acute or chronic pain (Jones et al., 2003). So, until this situation is altered we
suggest that in patients with musculoskeletal pain the guidelines can be used for
management of both their acute and more chronic unremitting pains.

1.2.2.1 Exclusion criteria

a) Malignant pain,

b) Visceral pain,

c) Referred visceral pain,
d) Headache

e) Sepsis

f) Painin children

1.2.3 Algorithm of the guideline
We have initiated the development of six main components of the guideline:

[. Self-Help
II. Non-Surgical Physical interventions such as Physiotherapy, Podiatry,
Occupational Therapy, Acupuncture and Chiropractice.
lll. Psychological Interventions.
IV. Management of Depression associated with chronic pain.
V. Pharmacological Management.
VI. Injection Therapies and Surgery.

Osteoarthritis (OA) is the commonest cause of musculoskeletal pain. In the absence
of a cure for OA, pain alleviation is likely to be the most effective intervention for
improving the quality of life in this patient group (Fitzcharles et al., 2005). The same
principles apply to fibromyalgia or chronic widespread pain, which may frequently co-
exist with OA. Chronic regional pain is slightly more problematic in that it may be



caused by specific pathologies such as arthritis, which may or may not be evident or
it may be part of a chronic regional / widespread pain syndrome. Epidemiologically
chronic regional pain tends to flip into chronic widespread pain or resolve
spontaneously(McBeth et al., 2001). This makes for difficulties in diagnosis. We
would obviously recommend that pathologies such as shoulder impingement, tendon
damage and nerve root damage have been excluded by a competent physician and
if present, managed appropriately. The treatment of pain with combinations of
appropriate analgesics, psychological interventions for psychological distress and
physical interventions need to be initiated on their own individual merits.

These guidelines are purely for guidance and are based on a combination of
evidence and clinical experience of the Local Working Group based in Salford and
the National Steering Group and International Colleagues from the I|ASP
Musculoskeletal Pain Taskforce. They are intended to be pragmatic and safe in
addition to providing for patient choice. In order to preserve patient choice and
compensate for the small range of therapeutic interventions we have included some
therapies on which there have been no clinical trials but which are safe and relatively
cheap. One example of this is one of the older analgesics, nefopam.

We have deliberately not recommended how the guidelines should be implemented
as this will be up to the local health providers. However, we would encourage an
initial thorough clinical review of the rheumatological problems and associated co-
morbidities by a heath-care professional who is competent to do so. In our view, the
broader the training of the heath-care professional who performs this initial
assessment, the more likely the subsequent management is likely to result in health
improvement with a minimum of unnecessary investigations and referrals. This initial
assessment becomes particularly important in relation to the cardiovascular and Gl
risks of NSAIDS. Once such a holistic assessment has been made, the patient can
be directed down the appropriate components of the guidelines(Jones, 2001). Some
patients may need to go down more than one pathway in parallel or in series. We
would recommend that there is a local Musculoskeletal Lead who could be a
rheumatologist or a primary care health professional who ensures that there is
adequate regular training to support these guidelines. It is intended that these
guidelines will help to support more co-ordinated management of patients with
musculoskeletal pain than occurs at present.

Finally the format is the result of extensive discussions with local GP’s and GP’s on
our National Steering Committee. The result is that each component of the guideline
has a simple management schema on a side of A4. Following that are some
abbreviated notes and further guidance. In the full version of the guideline there are
more extensive sections on each stage of the guideline and on some of the clinical
decision-making processes in relation to potential risk and benefit with a review of
the evidence-base. At present this is a paper/electronic guideline, but we intend it in
the longer-term for it to be more interactive so that clicking on the appropriate place
on the facing page can access all the information.

The guidelines are intended to provide a guide to the alternative therapeutic
interventions with some guidance on decision-making. However, they are not
intended to provide an exhaustive series of decision boxes as it would not be



possible to provide these on a single side of A4 and these do not allow for individual
clinical judgement or patient choice.

1.24 Rigour of development

We have taken available evidence from a number of sources. Wherever possible,
evidence is based on systematic reviews or meta analyses. However due to the lack
of robust RCT evidence, some of these recommendations are based on Grade Il or
IV evidence. In common with other guidelines, a hierarchy of evidence as described
below has been used. We have also liaised with colleagues working on the NICE
guidelines for the Management of OA to ensure that they are as compatible with the
NICE guidance as possible and that there are no major areas of disagreement.

Hierarchy of strength of evidence:

la Evidence from systematic reviews or meta-analysis of randomised controlled
trials

Ib  Evidence from at least one randomised controlled trial

Ila Evidence from at least one controlled study without randomisation

IIb Evidence from at least one other type of quasi-experimental study

Il Evidence from non-experimental descriptive studies, such as case controlled
studies

IV Evidence of committee reports or opinions or clinical experience of respected
authorities

The other overriding principle of the guidelines is that the first priority is safety. This
is why mild opiates such as meptazinol and tramadol are recommended before
NSAIDs of any kind in spite of relatively poor evidence. It is also why codeine is
included in spite of relatively poor NNT (numbers needed to treat) values.

Greater detail of the strategies for literature searches are contained in the individual
sections of the guideline

It is also hoped that in the longer-term these guidelines will serve to stimulate the
rheumatology community to perform more well-designed clinical trials so that we will
be in a better position to reassure our patients of the quality of evidence for our
everyday decisions.

These guidelines will be fully reviewed bi-annually and updated annually.

1.25 Assessment of symptoms and response to treatment.
Guidance to this has been written into the individual guidance notes in the full
version of the guideline.

1.2.6 Monitoring Treatment
Guidance to this has been written into the individual guidance notes.

1.2.7 Criteria for withdrawal of therapy

We will have individual criteria for withdrawal of therapy written into the individual
intervention guidance note. The assessment of response is more complicated and
will need to be based on a combination of health-care professional and patient
perceptions.



1.3 Practical aspects of help to physicians and patients.

There will be a short guide to clinical assessment of patients with musculoskeletal
pain. We also intend to develop a patient-held guideline including access to
information on the internet and by post.

1.4 Audit

We intend to develop and road test a simple audit tool that will probably be based on
a simple global pain score and a Hospital Anxiety and Depression Score (HAD). At
present, as far as we are aware, there is no pain, mood and disability audit tool that
has been validated for use in primary and secondary care.

1.5 Stakeholder involvement
Guidelines sponsored by the BSR and the International Association for the Study of
Pain (Musculoskeletal Pain Task Force)
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Algorithm of quideline

The following section contains the summary schemas for the different aspects of the
guideline. Some of these have further guidance notes. The detailed description of
the evidence and guidance on using that evidence for each section is provided in the

full length guideline within our website:
http://www.hope-academic.org.uk/Academic/researchdevelopment/Themes/Neurosciences/Pain/IMMsPS.htm

1) Summary of all the schemas

2) Brief individual guidance notes for each schema



2. Summary of all schemas

21 Aims of clinical assessment.

To provide a diagnosis and to exclude serious pathology early.

Assess and plan management of co-morbidities.

Assess a person’s understanding of their condition and its likely outcome.

Assess psychosocial risk factors including mood and emotions.

Establish what activities their pain and distress is interfering with.

Establish with the patient what their therapeutic goals are.

If there is uncertainty about the diagnosis plan referral to a specialist centre

but do not delay effective pain management.

o Referral for specialist advice if there is evidence of inflammatory arthritis, if
symptoms are deteriorating rapidly or causing severe disability.

e Urgent specialist advice should be sought if there is clinical evidenc eof joint
infection, malignancy, progressive neurological deficit or evidence of cord
compression including a cauda equine lesion.

2.2 Aims of interventions.

To reduce pain and stiffness.

To reduce disability and / or distress.

To improve quality of life with minimal adverse effects.
To educate.

Management matrix for musculoskeletal pain.

Physiotherapy Qccupational Therapy
Rehahilitation

&)
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Self management strategies

# Health professional assesses patients understanding of
their condition.

4 Health professional provides reassurance, educational
advice on exercise, posture & cognitive strategies to
include relaxation, distraction & stress management.

# Advise patient to remain as active as possible.
# Recommend return to usual activiies ASAP.

4 If some symptoms require rest, maintain as much
mobility as possible.

# Simple, safe analgesia e.g. paracetamol, before NSAIDs.
# Topical preparations may be of some short-term help.
% Aids and appliances recommended, if appropriate.

# Self help strategies should be used concurrently with
other components of treatment.

# Health care professional should direct patient to self-help
resources.

10



Elicit beliefs about the condition causing pain and the pain itself. Resolve any misunderstandings or misconceptions e.g the difference between
"hurt" and "harm".

How confident is the patient in their ability to manage their condition or pain (self-efficacious)?

Elicit any fears of activities /situations; is the patient managing them by avoidance? Consider early referral to pain management programmes (or
for cognitive behavioural therapy if available) if low self-efficacy and high pain-related fear and avoidance.

Assess motivation and barriers to change.

Provide reliable, evidence-based information or direct on how to access information.

Consider web based education for patients with internet access. The Directory of Individual Patient Experiences (DIPEX) resource provides
reliable evidence-based information about chronic pain ; The Arthritis Research Campaign provides useful information about
arthritic related pain

Suggest local self-help services, workshops or organisations. The Directory of Individual Patient Experiences (DIPEX) resource and The British
Pain Society gives information on organisations, support groups and suggested self help reading material.

Enquire into what self-management strategies are being used. Encourage the greater use of active strategies over passive strategies.

Active strategies can be defined as those that involve action by the individual to manage their pain through their own efforts, (usual tasks, correct
posture, exercise, work, relaxation, stress management). In contrast, passive coping strategies are defined as when an individual is more reliant
on the efforts of others, or depend on other agents such as medications, alcohol and tobacco.

Self management education programmes are normally lay-led courses designed to train people with long term conditions to more effectively self
manage. The Expert Patient Programme is an NHS funded primary care initiative that aims to help empower and encourage people with chronic
diseases to take a greater role in the management and monitoring of their condition in partnership with health professionals.

Other programmes may be available that teach self management and have been shown to be efficacious e.g The Mindfulness-Based Pain
Management Programme (MBPM) by Breathworks, a Community Interest Company.

Interdisciplinary pain management programmes should be reserved for patients’ that have complex presentations and are unlikely to see an
improvement in pain function and disability by the above self-management strategies.




Enhance accurate beliefs about

chronic pain and assess self-efficacy

Provide information to empower the
individual and direct to self help
resources

Self management

Suggest self management
programmes

Encourage active self management
strategies
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Non-surgical Physical interventions

* & & * =

Assess patient’s understanding of condition and
prognosis

Assess impact on function using standardized self-report
and performance measures

Provide education on musculoskeletal pain, and the
benefits of activity, exercise and self-management

Modalities e.?. ice or heat can be used for symptom
relief and to Tacilitate activity (e.g. heat wrap)

Exercise and activity:
» General graded conditioning activity and advice;
= Encourage an active lifestyle;
= Specific strengthening exercises (e.g. OA, LBP);
= Specific flexibility exercises and stretching exercises
(e.g. OA and fibromyalgia);
Passive modalities

= Manual therapies, TENS, and acupuncture can
provide symptomatic relief;

= Should be time limited;

= Should be used to facilitate an increase in activity;
Provide advice for dealing during exacerbation of
symptoms
For persistent distress or increasing disability refer
(physician, psychologist, multidisciplinary pain clinic)
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Non-surgical Physical interventions.

Modalities and/or
manual therapies to
improve activity

Sftlg{?tﬂlti?:gggrfgg’?r Activity related goal setting
General conditioning Management of exacerbation
of symptums

24



Psychological, Behavioural, and Cognitive-Behavioural Methods.

# Symptom management methods alone are often not
completely effective for addressing patients’ emotional,
physical, social, and health-care-related functioning.

# Treatment providers will want to assess patient
functioning and influences on functioning broadly.

# Treatments based on general cognitive-behavioural
principles (CBT) are moderately effective for decreasing
pain, improving mood and daily functioning and
decreasing unneeded healthcare use in chronic pain.

# Uni-disciplinary or outpatient based services are likely to
be effective for most cases of chronic pain and
significant disability.

# Intensive, multi-disciplinary, typically residentially-based
courses, are recommended for highly disabled or
psychologically complex cases.
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Management of depression associated with chronic pain.

# Symptoms of depression are common in chronic
musculoskeletal pain syndromes.

# Antidepressants are widely used to treat non-affective
symptoms of musculoskeletal pain.

# For treatment of non-affective symptoms such as pain
or sleep disturbance, tricyclic antidepressants appear to
be effective.

# For treatment of mild depression, watchful waiting,
CBT, exercise and brief psychological interventions
should be considered.

# For treatment of moderate to severe symptoms SSRI
antidepressants e.g. Fluoxetine or citalopram should be
first line treatment options.

AljeiysAsd
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Management of depression associated with chronic pain

[ Moderate or severe?

v

ookl antidepressant:
=Citaloprarm 20rmy daily
*Fluoxetine 20myg daily

rJJ:ﬂ«ntidepressants fot KJ_-Risl-: of suicide? N
rautinely indicated «Psychotic symptoms
=Watchful waiting =History of bipolar
CBT affactive disorder?
*Exercise «Practitioner feels
*Brief psychological insufficiently
,\Jntewentmns . I\_E}{periEHEEd? . * _
[ Not effective? ]
Fartial response?

¥

*Check compliance
slncrease dose
*Change to SMEI e.qg.
venlafaxine, duloxetine

ki
[ Mot effective? ]

Partial response?

hj Y
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Intra-articular injections and surgery.

For persistent back pain, consider referral for surgery only
in the context of well defined and focal neurological deficit.
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Pharmacological treatment of chronic pain

Use pharmaceological treatment in parallel with self-
help / non-pharmacological treatments

> I

Low dose Morphine For sleep deprivation and as
sulphate (MR) or equivalent an adjunct analgesic only:
e.g. Oxycocdone or Amitriptyline or Nortriptyline I
buprenotphine patch low dose. .
Moderate — severe depression I
present
SSRI -
*For further advice see I
Consider 2-3 other Guidelines for
NSAIDS management of
interm Ittentl],r, depressian section I
Try Ibuprofen or .
Naproxen. *
vy

Take Specialist Advice

Following specialist recommendation consider higher dose morphine sulphate, or i ineffective or not
tolerated, consider fentanyl or higher dose buprenorphine patches. Titrate dose according to response.

30






Higher doses of opioids may be beneficial for some patients and may be considered following specialist
advice. Their place in the management of fibromyalgia is uncertain, although there is evidence for a
response to Tramadaol. Where such therapies have been prescribed, patients should be assessed at
regular intervals determined by clinical need, initially monthly. Assessment should include pain relief,
physical, psychological and social function.

The evidence of benefit of topical NSAIDs is based on short-term studies and has been shown to be
imited to approximately two weeks in duration. A recent publication suggested that an MNNT of 4 in
treatment of acute injuries and chronic musculoskeletal conditions. The place in therapy of topical NSAIDs
in combination with oral analgesics is unclear.
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Surgical Management of back pain.

COMmpressive
pathology

pathology

Refer

Consider referral
newology ! pain team

Rizk factors f Red flags

Traums:

halignancy:

Infection:

History of trauma.
At risk of Osteoporosis.
Carticosteroid therapy .

Prior history of cancer.

Mo relieve on bed rest. Might pain.

Unexplained weight loss.
Spinal tenderness.

Fewer.
Tenderness.

[% drug use Jimmune suppression.

Irinary tract infection.
Abdominal Sepsiz ar surgery.

BACK PAIN ]
| 1 1
Radicular leg pain ! Progressive neurology Progres=ive [ Back pain alone ]
epinal claudication Bladder ! bowel clinical I
SYTIPLTES deformity I 1 1 .
I I Trauma Inflammatory Persistent
Immediate Radiographs TI.ITIIZ-ILI' arthropathy back pain |
MRI telephone referral refer Infection I
1o spinal surgeon Consider
Urgent MBI +- referral tu_ Conservative
1 referral =pinal rheumatologist measrest
[ Ho compressive ] SUrQeon unsuccessful

Structural spine Heurological 1 or 2 level - Hormal
pathology e.q. COmpression degener ative - Muki level
spondylolisthesis diseases degenerative
s disease
1 p 1 .
Refer zpine Refer spine Consider 3
SUrgeon SN OE O referral spine Pain Team
SLNQEON
—
* Self care
Physictherapey
Acupuncture
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Cognitive behavioural methods
Pharmacological trestment

Injection therapy




Musculoskeletal Foot Problems

-Foot Pain in th st th & t foot pai > Aggess for evidence of generalised 04 RA,
| oot Fain i the past mon current oot pain regionalfwidespread pain and psychological distress.
I

| *——

I Well fitting footwear. specialist running shoes for high- Avoid very Heel pads
: Moisturising cream, emery arched feet, R N -
I boards/Fumice stone on Mlodify activity.
Self Care | ia”tl'_ﬁigtl?ﬁ- . - rlﬁzﬂnisturéaingdciepam__ \ 4 \ 4
pplication of felt rings over joint. mery Boards/Pumice stone on
|+ Crver-the-counter anti- callosities. Rest, NSAIDs and other
! . inflarnmatory creams & tablets. iff-the-shelf arch supports. i et ey L0z cE s

v \

Most heel pain

usually resolves

with conservative
treatment

.-

Post intervention review of conservative treatment

| L + = =« = Postintervention review of self management “
==« == =« == = = ||presolved/ intractable foot pain

1 v
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