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GUIDELINE UPDATE

Managing chronic pain: 
What’s the best approach? 
New recommendations take an interdisciplinary approach 

and avoid making medication the sole focus of treatment 

•  What are the critical steps in assessing 

a patient with chronic pain?

•  What are the 4 biological mechanisms 

of pain?

•  When is referral to a pain specialist 

recommended? 

The answers to these questions are 
summarized at right and in the 
2008 edition of Assessment and 

Management of Chronic Pain. Original-
ly developed in 2005, the guideline was 
funded and published by the Institute for 
Clinical Systems Improvement (ICSI), a 
collaboration of 57 medical groups spon-
sored by 6 Minnesota health plans. A 3rd 
edition, released in August, summarizes 
the current evidence in the assessment and 
treatment of chronic pain in mature ado-
lescents (ages 16-18 years) and adults.  

Chronic pain—a persistent, life-alter-
ing condition—is one of the most chal-
lenging clinical disorders for primary 
care physicians to treat. Unlike acute 
pain, where we seek to cure the under-
lying biological condition, the goal of 
chronic pain management is to improve 
patient function in the face of pain that 
may never completely resolve. 

Achieving that goal, according to 
the new guideline, requires a patient-
centered, multifaceted approach—of-
ten involving a health care team that 
includes specialists in behavioral health 

and physical rehabilitation—that is co-
ordinated by a primary care physician. 
An effective treatment plan must ad-
dress biopsychosocial factors as well 
as spiritual and cultural issues. Patients 
must be taught self-management skills 
focused on fi tness, stress reduction, and 
maintaining a healthy lifestyle (TABLE). 
Medications may be part of the treat-
ment plan but should not be the sole fo-
cus, according to the guideline. Opioids 
are an option when other therapies fail.

ICSI’s new guideline also addresses 
the effects of various therapies, the role 
of psychosocial factors, and the iden-
tifi cation of barriers to treatment. The 
comprehensive guideline, which has 172 
references and 9 appendices, also features 
2 easy-to-use algorithms. One algorithm 
addresses the assessment of chronic pain 
(FIGURE 1) and the other deals with 
chronic pain management (FIGURE 2). 
Both algorithms identify level I and lev-
el II strategies. And both can be readily 
adapted to primary care practice, and are 
extremely helpful to physicians who are 
evaluating and developing care plans for 
patients with chronic pain. 

❚  4 objectives  
This latest guideline was developed to:

•  Improve the treatment of adult 
chronic pain patients by encour-
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Strength of recommendation (SOR)

A  Good quality patient-oriented evidence

B  Inconsistent or limited-quality patient-oriented evidence

C   Consensus, usual practice, opinion, disease-oriented 
evidence, case series

Grade A recommendations
•  Develop a physician-patient partnership. This should include 

a plan of care and realistic goal-setting.

•  Begin physical rehabilitation and psychosocial management. 

This includes an exercise fi tness program, cognitive-

behavioral therapy, and self-management.

Grade B Recommendations
•  Obtain a general history, including psychological assessment 

and spirituality evaluation, and identify barriers to treatment.

• Obtain a thorough pain history. 

•  Perform a physical examination, including a focused 

musculoskeletal and neurologic evaluation.

•  Perform diagnostic testing as indicated. X-rays, computed 

tomography, magnetic resonance imaging, electromyography, 

and nerve conduction studies can help differentiate the 

biological mechanisms of pain.

• Teach patients to use pain scales for self-reporting.

Grade C recommendations
•  Categorize the 4 biological mechanisms of pain 

(infl ammatory, mechanical, musculoskeletal, or neuropathic).

• Consider the following pharmacologic options for Level I care: 

 Nonopioid analgesics

 Nonsteroidal anti-infl ammatory drugs 

 Antidepressants, including tricyclics 

 Anticonvulsants 

 Topical agents

 Muscle relaxants 

 Anxiolytics

 Drugs for insomnia

 Opioids (last line)

• Consider the following Level I therapeutic procedures:

 Facet joint injection

 Percutaneous radiofrequency neurotomy

 Intradiscal electrothermal therapy

 Epidural corticosteroid injections

 Vertebroplasty and kyphoplasty

 Acupuncture

• Consider the following Level II interventions: 

 Referral to an interdisciplinary team and pain specialist

 Surgery

  Palliative interventions (nucleoplasty, spinal cord stimulation, 

intrathecal medication delivery systems)

 Multidisciplinary pain rehabilitation

Practice recommendations 
for management of chronic pain

aging physicians to complete an 
appropriate biopsychosocial as-
sessment (and reassessment).

•  Improve patient function by rec-
ommending the development and 
use of a comprehensive treatment 
plan that includes a multispecialty 
team.

•  Improve the use of Level I and 
Level II treatment approaches to 
chronic pain.

•  Provide guidance on the most ef-
fective use of nonopioid and opi-
oid medications in the treatment of 
chronic pain. 

With these objectives in mind, the 
ICSI work group conducted a compre-
hensive literature review, giving priority 
to randomized controlled trials (RCTs), 
meta-analyses, and systematic reviews. 
The work group used a 7-tier grading sys-
tem to rate the evidence and a 3-category 
system for the worksheets in the appen-
dix. For this article, we have converted the 
evidence ratings into SORT taxonomy.1

❚  What’s changed? 
In addition to refl ecting the latest research, 
the new guideline contains a number of 
clarifi cations. For example, the update 
states that medications are not the “sole” 
focus of treatment and should be used, 
when necessary, as part of an overall ap-
proach to pain management. The previ-
ous version noted that medications were 
not the “primary” focus.

The management algorithm (FIGURE 2) 
now leads with “core principles”—a term 
suggesting greater importance than the 
former term, “general management,” im-
plied. Clinical highlights, a synthesis of key 
recommendations, have been revised to 
better align with the guideline’s main com-
ponents—assessment, functional goals, 
patient-centered/biopsychosocial care 
planning, Level I vs Level II approaches, 
and medication and patient selection. 

Other changes in the guideline may 
contribute to clinicians’ understanding of 
chronic pain and its complex presentation. 

C O N T I N U E D
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Medications 
are not the sole 
focus of treatment 
and should be 
used, when 
necessary, as 
part of an overall 
approach to pain 
management

FIGURE 1

Chronic pain assessment algorithm

Patient has pain

Critical fi rst step: assessment
• History and physical

• Key questions

•  Pain and functional assessment tools

Determine biological
mechanisms of pain*

Infl ammatory 
pain

•  Infl ammatory

arthropathies

(eg, rheumatoid

arthritis)

• Infection

•  Postoperative 

pain

• Tissue injury

Mechanical/
compressive pain
• Low back pain

• Neck pain

•  Musculoskeletal 

pain (shoulders,

elbow, etc)

• Visceral pain

Neuropathic pain
•  Peripheral (eg, 

complex regional 

pain syndrome, 

HIV sensory 

neuropathy, met-

abolic disorders,

phantom 

limb pain)

•  Central (eg, 

Parkinson’s 

disease, MS, 

myelopathies, 

poststroke pain)

Muscle pain
•  Fibromyalgia 

syndrome

•  Myofascial pain 

syndrome

To management algorithm

See ICSI acute 
pain guideline

Specialty 
involvement

Yes

No

Yes

No

Is there a correct-
able cause of pain?

Is pain chronic?

HIV, human immunodefi ciency virus; ICSI, Institute for Clinical Systems Improvement; MS, multiple 

sclerosis. 

 *Pain types and contributing factors are not mutually exclusive. Patients frequently have more than 

one type of pain, as well as overlapping contributing factors.  

Source: Institute for Clinical Systems Improvement. Reprinted with permission.

Other assessment
• Work and disability issues

• Psychological and spiritual assessment

• Contributing factors and barriers*
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The guideline now includes a statement 
about allodynia and hyperalgesia to in-
dicate that both may play an important 
role in any pain syndrome—not just  
complex regional pain syndrome. Infor-
mation about fi bromyalgia symptoms 
and myofascial pain has been added. 
The defi nitions page now has an entry 
for “biopsychosocial model,” as well as 

language designed to stress the differ-
ences between untreated acute pain and 
ongoing chronic pain.

❚  A limitation, 
an improvement

A limitation of the guideline is the lack of 
studies addressing the effectiveness of a 

FIGURE 2

Chronic pain management algorithm

Level I management:
infl ammatory pain

Level I management:
neuropathic pain

Level I management:
muscle pain

Self-management
plan of care

Outcome assessment

Goals met?
• Function

• Comfort

• Barriers

Primary care to 
measure goals and 
review plan of care

Level I other management:
•  Pharmacologic (obtain 

DIRE score)

• Intervention

• Complementary

Level I core principles:
•  Develop plan of care and set goals using 

the biopsychosocial model

•  Physical rehabilitation with functional goals

•  Psychosocial management with functional 

goals

Has enough been
tried with Level I
management?

Yes

No

Yes

DIRE, diagnosis, intractability, risk, effi cacy.

  Source: Institute for Clinical System Improvement. Reprinted with permission.

No

Level I management:
mechanical/

compressive pain

Level II management:
Interdisciplinary team 

referral, plus a pain 

medicine specialist 

or pain clinic
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comprehensive, multidisciplinary treatment 
approach to chronic pain management. 
Most studies consider single therapies. 

An improvement in this guideline is 
that the evidence levels of each strategy 
are now listed within the section describ-
ing it—a notable change that makes it far 
easier to identify the quality of individual 
recommendations.

As has been the case in the past, this 
latest edition of the guideline offers a 
number of tools for physicians. The as-
sessment and management algorithms 
(FIGURES 1 AND 2, respectively) walk cli-
nicians through the decision-making 
process. In addition, the following 9 ap-
pendices provide practical guidance to 
physicians in various aspects of patient 
evaluation and care:

• Brief Pain Inventory (Short Form)
•  Patient Health Questionnaire 

(PHQ-9)
• Functional Ability Questionnaire 
•  Personal Care Plan for Chronic 

Pain
•  DIRE (diagnosis, intractability, risk, 

effi cacy) Score: Patient Selection for 
Chronic Opioid Analgesia

• Opioid Agreement Form 
• Opioid Analgesics
•  Pharmaceutical Interventions for 

Neuropathic Pain
•  Neuropathic Pain Treatment 

Diagram.

❚ Source for this guideline
Institute for Clinical Systems Improve-
ment (ICSI). Assessment and Manage-
ment of Chronic Pain. 3rd ed. Blooming-
ton (Minn): Institute for Clinical Systems 
Improvement (ICSI); 2008 July. Available 
at: http://www.icsi.org/pain__chronic__
assessment_and_management_of_14399/
pain__chronic__assessment_and_man-
agement_of__guideline.html. Accessed 
September 9, 2008. ■

References
 1.  Ebell M, Siwek J, Weiss BD, et al. Strength of rec-

ommendation taxonomy (SORT): A patient-centered 
approach to grading evidence in the medical litera-
ture. J Fam Pract. 2004; 53:111–120.

G
U

ID
E

L
IN

E
 U

P
D

A
T

E

for 2008?

DO YOU HAVE ENOUGH 

Earn FREE CME credits for these and other 
supplements online. 

Click on JFP Supplements at 
jfponline.com

S U P P L E M E N T  T O

May 2008Available at www.jfponline.com

TM

• Paul P. Doghramji, MD, FAAFP   • Emile R. Mohler III, MD
• Joyce L. Ross, MSN, RNC, CRNP
• John S. Sundy, MD, PhD   •   Michael J. Thorpy, MD

Treating the Diabetic Patient With Leg and Foot Pain

Edema and Reduced Leg Mobility: Challenges in Diagnosis

Identification and Management of Nighttime Leg Pain

Managing the Patient With Knee Pain

Unraveling the Mystery of Exertional Leg Pain

Evaluating the Impact of Leg Discomfort on Sleep Quality

This supplement to THE JOURNAL OF FAMILY PRACTICE is part of the 

Biology of Leg Disorders (BOLD®) educational initiative, sponsored by 

Professional Postgraduate Services®.

This CME activity is supported by an educational grant 

from AR Scientific, Inc. Content has been edited and 

peer reviewed by The Journal of Family Practice.

ACTIVITY RELEASE DATE: May 1, 2008
ACTIVITY EXPIRATION DATE: April 30, 2009

DIFFERENTIATING

Leg Disorders
Strategies for Diagnosis and Treatment 
in the Primary Care Setting

Larry Culpepper, MD, MPH 
Boston University School of Medicine

Department of Family Medicine

Boston, Mass

Paul Doghramji, MD 
Collegeville Family Practice

Collegeville, Pa

Susan Kornstein, MD 
Virginia Commonwealth University

Mood Disorders Institute

Richmond, Va

Thomas Roth, PhD 
Henry Ford Hospital

Detroit, Mich

Insomnia in the 
primary care practice . . . . . . . . . . . . . . . . . . . . . . S2

Nocturnal awakenings: 
A case study with decision points . . . . . S6

Managing insomnia: 
A physician-patient partnership . . . . . . . . S8

The art of sleep: 
Recognizing and 
treating insomnia in 
primary care practice

Sleeping is no mean art: 
for its sake one must stay awake all day.  

—Friedrich Nietzsche

March 2008

SUPPLEMENT TO

Available at www.jfponline.com

Presented by The Johns Hopkins 
University School of Medicine

Support has been provided by an educational 
grant from Neurocrine Biosciences.

The Johns Hopkins University School of Medi-
cine is accredited by the Accreditation Council 
for Continuing Medical Education to provide 
continuing medical education for physicians. 
The Johns Hopkins University School of Medi-
cine takes responsibility for the content, qual-
ity, and scientific integrity of this CME activity.

Accreditation Statement: This activity has 
been planned and implemented in accor-
dance with the Essential Areas and policies 
of the Accreditation Council for Continuing 
Medical Education through the joint sponsor-
ship of The Johns Hopkins University School 
of Medicine and Health and Wellness Educa-
tion Partners.

Credit Designation: The Johns Hopkins 
University School of Medicine designates this 
educational activity for a maximum of 1.0 
AMA PRA Category 1 Credit ™. Physicians 
should only claim credit commensurate with 
the extent of their participation in the activity. 

Audience: The intended audience for this 
supplement includes primary care physicians, 
internists, and ob-gyns. 

Learning Objectives
At the conclusion of this activity, participants 
should be able to: 
1. Discuss the epidemiology of insomnia, in-

cluding individual symptoms, with the goal 
of establishing a link between insomnia 
symptoms and patient self-management.

2. Describe current neurobiological findings 
regarding sleep and insomnia. 

3.  Determine how the neurobiology impacts 
the individual nature of insomnia and 
explore how to use that information to 
educate patients on their role in insomnia 
management.

4. Describe key elements of behavioral treat-
ments for insomnia, including understand-
ing the best outcomes that can be achieved 
with behavioral treatments. 

5. Review current and emerging pharmaco-
logic treatments for insomnia.

6.  Challenge the current thinking behind sleep 
through an understanding of the science.

Disclosures
As a provider accredited by the Accreditation 
Council for Continuing Medical Education 
(ACCME), it is the policy of The Johns Hopkins 
University School of Medicine to require the 
disclosure of the existence of any significant 
financial interest or any other relationship 
a faculty member or provider has with the 
manufacturer of any commercial product(s) 
discussed in an educational presentation. The 
presenting faculty reported the following:

Dr Culpepper reports that he serves as a 
consultant to Eli Lilly, Forest Laboratories, 
Neurocrine, Pfizer, Takeda, and Wyeth. He is 
on the speaker’s bureau of Forest Laborato-
ries, Pfizer, and Wyeth.

Dr Doghramji reports that he serves as a 
consultant to Cephalon, Neurocrine, sanofi-
aventis, and Takeda. He is on the speaker’s 
bureau of Cephalon, sanofi-aventis, Sepracor, 
and Takeda.

Dr Kornstein reports that she receives grant/
research support from Boehringer-Ingelheim, 
Bristol-Myers Squibb, Forest Laboratories, Eli 
Lilly, Novartis, Pfizer, and Wyeth. She serves 
as a consultant to Bristol-Myers Squibb, For-
est Laboratories, Eli Lilly, Neurocrine, Pfizer, 
Sepracor, and Wyeth.

Dr Roth reports that he receives grant/re-
search support from Cephalon, GlaxoSmith-
Kline, Neurocrine, Pfizer, sanofi-aventis, 
Schering Plough, Sepracor, Somaxon, Syres, 
Takeda, TransOral, Wyeth, and Xenoport. He 
serves as a consultant to Abbott, Accadia, 
Acoglix, Acetlion, Alchemers, Alza, Ancil, Are-
na, AstraZeneca, Bristol-Myers Squibb, Ceph-
alon, Cypress, Dove, Elan, Eli Lilly, Evotec, For-
est Laboratories, GlaxoSmithKline, Hypnion, 
Johnson & Johnson, King, Ludbeck, McNeil. 
MediciNova, Merck, Neurim, Neurocrine, 
Neurogen, Novartis, Orexo, Organon, Oringer, 
Prestwick, Procter & Gamble, Pfizer, Purdue, 
Resteva, Roche, sanofi-aventis, Schering 
Plough, Sepracor, Servier, Somaxon, Syrex, 
Takeda, and TransOral. He is on the speaker’s 
bureau of sanofi-aventis and Takeda. 

Drs Culpepper, Doghramji, Kornstein, and 
Roth have indicated that their presentation will 
include information on off-label products.

Susan Terner provided editorial assistance 
for this project and has no financial interests 
to disclose.  

Release date: March 2008

Expiration date: March 2009

Estimated time to complete: 1 hour

There are no prerequisites for participation.

Acknowledgment
This supplement is derived from an edito-
rial board call held on September 10, 2007, 
and was independently developed by Johns 
Hopkins and Health and Wellness Education 
Partners pursuant to an educational grant 
from Neurocrine Biosciences and additional 
financial support from Health and Wellness 
Education Partners. Editorial assistance was 
provided by Health and Wellness Education 
Partners. The opinions expressed herein are 
those of the faculty and do not necessarily 
reflect the opinions of the CME provider, the 
publisher, or the commercial supporter.

Disclaimer
The opinions and recommendations ex-
pressed by faculty and other experts whose 
input is included in this program are their 
own. This enduring material is produced 
for educational purposes only. Use of Johns 
Hopkins University School of Medicine name 
implies review of educational format design 
and approach. Please review the complete 
prescribing information of specific drugs or 
combination of drugs, including indications, 
contradictions, warnings and adverse effects 
before administering pharmacologic therapy 
to patients.

This material was submitted by Health and 
Wellness Education Partners. It was edited 
and peer reviewed by The Journal of Family 
Practice.

For receipt of CME credit, an evaluation 
and posttest must be completed at the 
conclusion of this activity (see page S12). 

CME INFORMATION

FREE
1.0 CME 

CREDIT

COPYRIGHT © 2008 DOWDEN HEALTH MEDIA Supplement to The Journal of Family Practice  n   March 2008   S1

Introducing…

  What is JFPFindit?
 A lightning-fast search tool  
 for family physicians

How does JFPFindit work?
Easy as 1-2-3!
1. Go to www.jfponline.com
2.  Type your search term into the 

JFPFindit box at top
3. Click on search

What does JFPFindit do for you?
•  Conducts fast, targeted Internet 

searches
• Searches trusted Web sites
•  Broadens or narrows searches as 

needed

What does JFPFindit search?
Only what you want!
•  Sites relevant to family medicine
•  Millions of pages, minus any 

unproductive sites
• Complete JFP archives

THE JOURNAL OF FAMILY PRACTICE’S 

JFP

810_r1_JFP1208   810810_r1_JFP1208   810 11/20/08   9:30:50 AM11/20/08   9:30:50 AM



www.jfponline.com

Managing chronic pain: What’s the best approach?

 VOL 57, NO 12 / DECEMBER 2008 811

PATIENT HANDOUT

Managing chronic pain: 
Your personal care plan 

The goal of managing chronic pain is to help you 

to return to the activities (work, family, social, and 

recreational pursuits) that are most important to 

you. This form can help us work together toward 

that goal.

 Use the space under “Personal goals” to iden-

tify the activities you want to be able to do again, 

and the dates by which you hope to be able to do 

them. The remainder of the care plan lists treatment 

goals for all chronic pain patients, with check marks 

next to the actions and interventions that the doctor 

recommends for you.

 We will review your progress in reaching these 

goals at every visit, based on your pain level and 

score on the Functional Ability Questionnaire, and 

make any necessary changes in your care plan. If 

you have any questions or problems between visits, 

be sure to call the offi ce and let us know. 

1. PERSONAL GOALS
❑ Return to the following activities/tasks/etc: 

1. _______________________________________________________

2. _______________________________________________________

3. _______________________________________________________

Date_______________

Date_______________

Date_______________

❑ Return to work

Limited schedule 

Normal schedule  

Date_______________

Date_______________

2. IMPROVE SLEEP: SLEEP ________ HOURS PER NIGHT
❑ Follow basic sleep plan
1. Eliminate caffeine and naps

2. Relax before bedtime

3. Go to bed at ________ every night

3. INCREASE PHYSICAL ACTIVITY
❑ Daily stretching ( ________ minutes ________ per day)

❑ Aerobic exercise (________ minutes ________ days per week)

❑ Strengthening ( ________ minutes ________ days per week)

❑ Attend physical therapy, as directed

4.  MANAGE STRESS 
❑ Practice relaxation techniques (meditation, yoga, imagery, etc) daily 

❑ Participate in formal interventions (counseling, classes, support group/group therapy) as directed 

❑ Take medication, as directed 

5. DECREASE PAIN 
❑ Nonmedication treatments (ice/heat, massage, etc)

❑ Take medication, as directed

❑ Other treatments: ____________________________________________________

Adapted from: Institute for Clinical Systems Improvement (ICSI). Assessment and Management of Chronic Pain Guideline Sum-
mary. 3rd ed. Personal care plan for chronic pain. July 2008. Available at: http://www.icsi.org/pain__chronic__assessment_and_
management_of_14399/pain__chronic__assessment_and_management_of__guideline.html. Accessed September 29, 2008.
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