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Introduction
Pain management programmes (PMPs) for patients 
with ongoing intractable pain have traditionally been 
offered when no further medical interventions are suit-
able. The aim is to introduce self-management skills 
enabling participants to live successfully with chronic 
pain and to disengage them from being dependent on 
healthcare professionals or seeking further treatments 
which are unlikely to offer lasting benefits. There are 
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commonly used inclusion and exclusion criteria for 
PMPs published by the British Pain Society in their 
Guidelines for PMPs.1,2 In the latest version,1 updated 
in 2013, they are summarised as follows:

Common inclusion criteria:
•• Presence of persistent pain causing significant 

disability and/or distress.
•• The participant is able to communicate in the 

language in which the PMP is conducted (a 
trained independent interpreter may facilitate 
successful participation).

•• The participant is willing to participate in a 
group.

Common exclusion criteria:
•• The participant has a limited life expectancy or 

rapidly deteriorating disease or condition.
•• Uncontrolled psychosis and moderate-to-severe 

cognitive impairment are contraindications.

The guidelines mention that other criteria (such as 
poor motivation, ongoing litigation and poor written or 
spoken English) have been treated as obstacles in the 
past, but are likely to disadvantage certain patient 
groups and might exclude them from treatment with 
little evidence that they would not benefit when the 
issues are addressed adequately. The updated guide-
lines recommend a flexible use of pain management 
skills within care pathways, such as offering pain man-
agement components alongside treatments aimed at 
eliminating or reducing pain.1 Similarly, the original 
guidelines state that

Historically, patients have been referred to PMP only 
when many other treatments have failed. This is illogical. 
It is now recognised that this treatment should be offered 
when indicated by persistent pain causing distress, 
disability, and a negative impact on quality of life. (p. 13)2

Indeed, reviews show efficacy of combining pain 
management methods with disease management in 
osteoarthritis and rheumatoid arthritis.3,4 A recent 
study reports that people considering further medical 
interventions (neuromodulation) appeared to benefit 
from a PMP based on psychological principles offered 
as part of the treatment pathway.5

Some patients self-exclude for various reasons. 
Looking at barriers to attending a self-management 
programme for patients with arthritis, Ackerman et al.6 
identified the following reasons why patients felt una-
ble to participate: physical limitations, including ill-
ness, restricted mobility and pain (22%), difficulty 
getting to or from courses (22%), work commitments 
(22%), the time commitment required (17%) and 
family roles (12%).

In a previous study within our service, attrition 
rates were explored in the context of a change in the 
treatment pathway.7 Attrition rates were similar for 
the two different pathways and ranged from 47% to 
57%. The main reasons for not proceeding to attend 
a PMP were seeking further medical treatment,  
not meeting the physical requirements for the  
programme (which is residential), self-exclusion 
(i.e. patients deciding against attending) and  
needing onward psychological referral as a priority. 
Addressing attendance issues is clearly an ongoing 
challenge for PMPs.

To date, there has been little research into how 
inclusion and exclusion criteria are used and applied to 
select patients for PMPs. Knowing more about who is 
likely to be excluded, for what reasons and what other 
recommendations are made could point towards ways 
of improving access and identifying the most suitable 
treatment pathways.

Of course, knowing who is most likely to benefit 
from a PMP could potentially inform the selection 
process. A recent systematic review exploring pre-
dictors and moderators of outcomes, specifically 
looking at contextual cognitive behavioural therapies 
for chronic pain, found that results were inconclu-
sive and inconsistent.8 There were no predictors or 
moderators that were clearly supported across sev-
eral different studies. The most consistent finding 
was that higher levels of emotional distress at base-
line were associated with better treatment outcomes; 
yet even this pattern was not fully consistent and 
reversed in some of the reviewed studies. 
Demographic variables did not predict treatment 
outcomes and were largely non-significant. These 
inconsistent and at times contradictory results could 
be due to the heterogeneity of the studies included 
in the review and methodological variation as well as 
quality issues. The authors stress the need to study 
mediators (as well as moderators) using a theoreti-
cally driven approach to determine which treatment 
methods are most effective for different patient groups.8 
With various different treatment modalities (resi-
dential, outpatient, individual, online) available, the 
challenge is to choose the most suitable option for 
any individual patient.

The present study reports on an audit of an assess-
ment pathway where we tracked the outcomes of 200 
consecutive patients from multidisciplinary assess-
ment (determining suitability for a PMP). The aim 
was to explore which inclusion/exclusion criteria 
were used, reasons for discharge and to feed this 
information back to the clinical team. The results of 
the audit would serve as a basis for a review of the 
assessment process, identifying possible ways that 
access to the service could be improved and 
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optimised to best meet the needs of patients referred 
to the department.

Methods
Data were derived from consecutive patients attending 
a routine multidisciplinary assessment at a specialist 
pain management service in central London from 
September 2014 to December 2014. The assessment 
has two parts: one conducted by a psychologist and one 
conducted by a physiotherapist. The aim is to deter-
mine patients’ suitability for a PMP and/or their need 
for other services. Both residential and outpatient pro-
grammes are offered and there is also the option of 
some short-term individual psychological or physio-
therapy pain management support. Patients who may 
be suitable for a programme but need to make some 
preparations first in order to allow them to engage with 
the treatment can be referred for ‘case management’. 
Such changes may include changes to analgesic medi-
cation or to their daily routine. The study was registered 
as an audit on the Trust audit database (audit no 5236).

Participants

200 chronic pain patients (70.0% women) referred by 
a general practitioner or pain consultant to a speciality 
pain service in central London were included in the 
study. The majority of participants defined their eth-
nicity as white (61.4%) and participants ranged in age 
from 19 to 92 years old (mean 46.8 years, standard 
deviation (SD) = 13.0). The mean number of years of 
education was 12.0 (SD = 5.4); 53.6% of participants 
reported their lower back as the main site of pain. The 
mean pain duration was 134.0 months (SD = 117.2; 
range: 6–504 months) (see Table 1 for demographic 
details).

Patients referred to tertiary pain centres typically 
report high levels of pain-related distress and disability. 
Although data on pain-related distress and disability 
were not collected in the present study, another study 
using a different sample from our centre did so.9 In this 
study, 60.8% of participants attending for assessment 
met criteria for probable major depressive disorder 
(with 55.6% of these reporting a severe level of 

Table 1.  Demographic variables.

n (%) or mean (SD)

Age 19–92 46.8 (13.0)
19–29 15 (7.5)
30–39 42 (21)
40–49 68 (34)
50–59 47 (23.5)
60–69 15 (7.5)
70–79 9 (4.5)
80–89 3 (1.5)
90–99 1 (0.5)

Gender Male 60 (30.0)
Female 140 (70.0)

Ethnicity White 70 (61.4)
Mixed 3 (1.5)
Black 24 (12.0)
Asian 9 (4.5)
Latin/Hispanic 1 (0.9)
Other 7 (6.1)

Years of education 12.0 (5.4)
Pain duration (months) 134.1 (117.2)
Main pain Lower back 75 (53.6)

Generalised 40 (28.6)
Lower limbs 9 (6.4)
Abdomen 6 (4.3)
Chest 3 (2.1)
Neck region 3 (2.1)
Head area 2 (1.4)
Upper shoulder or limbs 2 (1.4)
Missing 60 (30.0)

SD: standard deviation.
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symptoms), 52.8% reported being unable to work 
because of health reasons. The mean Brief Pain 
Inventory – Interference Scale10 score was 8.0, indicat-
ing that pain significantly interfered with functioning in 
this sample.9

Data collection
For each patient, the outcome of the assessment (based 
on clinic letters) was recorded using the following six 
categories:

1.	 Intensive residential PMP;
2.	 Outpatient programme;
3.	 Case management (to provide support in order 

to work up to attending a programme);
4.	 Individual input within the service (psychology 

or physiotherapy);
5.	 Referral to pain consultant;
6.	 Discharge:

•• Does not meet minimum physical criteria
•• Psychological complexities or other needs that 

would impact on engagement in PMP/be better 
addressed in another service

•• 	Not ready to engage with a pain management 
approach (focus on pain reduction and 
treatment/further interventions planned)

•• Pain is not significantly impacting on 
functioning

•• Addiction or substance use

•• Language/capacity to participate in English
•• Other...... (Please state).

The inclusion/exclusion criteria for the residential 
PMP have previously been published in this journal 
in the context of another study11 and the categories 
used in the reasons for discharge section reflect 
these.

Data analysis
The frequency of each assessment outcome was calcu-
lated. The reasons for discharge were analysed in more 
detail using information documented in clinic letters. 
Comparisons were made between the group of patients 
who were offered treatment and the group who were 
not offered treatment using chi-square or t-tests as 
appropriate.

Results
There was no significant difference in age between those 
who were offered treatment (M = 48.2, standard error 
(SE) = 2.3) and those who were not offered treatment 
(M = 45.9, SE = 1.8), t(98) = .816, p = .417. There was no 
significant association between a person’s gender and 
whether or not they were offered some form of treatment 
X2(1) = .322, p = .570. There was no significant associa-
tion between a person’s ethnicity and whether or not 
they were offered some form of treatment X2(1) = 1.766, 
p = .184. Please see Table 2 for a summary.

53.2% of patients assessed were offered treatment 
within the pain management service (Table 3). 38.6% 
of patients attending assessment were booked straight 
on to a treatment programme (residential or outpa-
tient) and the others were offered case management or 
individual work (see Table 3). The proportion of 
patients discharged at assessment was 44.7%. The 
most frequent three reasons for discharge were: not 
being ready to engage with a pain management 
approach (35%), complex psychological or other needs 
needing to be addressed first (29.5%) and patient 
declining (19.3%) (see Table 4).

Table 2.  Comparison of demographic differences between the group of patients who were offered treatment and the 
group who were not offered treatment with no statistically significant differences found.

Mean (SE) Chi-square test t(df)

Age 0.816 (98)
  Offered treatment 48.2 (2.3)  
  Not offered treatment 45.9 (1.8)  
Ethnicity X2(1) = 1.766  
Gender X2(1) = 0.322  

SE: standard error.

Table 3.  Assessment outcomes.

n (%)

Intensive PMP 60 (30.5)
Outpatient PMP 16 (8.1)
Case Management – Medication 16 (8.1)
Case Management – Occupational Therapy 5 (2.5)
Case Management – Both 2 (1.0)
Individual psychology (internal) 5 (2.5)
Internal consultant 4 (2.0)
Change to neuromodulation pathway 1 (0.5)
Discharge 88 (44.7)

PMP: pain management programme.
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Discussion
About half the patients who attended the multidisci-
plinary assessment for a PMP were directly offered 
some form of treatment, most frequently the residen-
tial PMP (30.5%) followed by the outpatient pro-
gramme (8.1%). 11.6% were offered case management 
(medication review and/or occupational therapy 
intervention) with the objective of preparing to attend 
the residential programme in the near future. A small 
number were offered brief individual treatment. The 
audit showed that clinicians made use of the different 
treatment options and having a range of services of 
different intensity seems to allow for greater flexibility 
to respond to patients’ needs. The outpatient pro-
gramme was introduced more recently, in 2013, and 
the figures here confirm that a proportion of patients 
referred to the department were assessed as more 
suitable for this and did not seem to need a high 
intensity residential programme. The outpatient pro-
gramme is appropriate for participants who are likely 
to benefit from a brief intervention. It is designed for 
people who report a less severe impact of pain on 
their everyday functioning. They might still be in 
work or have other ongoing commitments (such as 
childcare). For patients who do not meet the mini-
mum physical criteria for the residential programme, 
the outpatient programme is not likely to provide 
enough time and professional input, so is not a viable 
alternative. For example, it does not include occupa-
tional therapy or medication reduction, frequently 
needed in more complex cases. We can recommend a 
hospital-based high intensity programme elsewhere 
for patients who would not be able to manage the 

independent and self-caring aspects of our residential 
programme.

Almost 45% of patients were not directly offered 
treatment within the service following the assessment, 
which may appear to be a high number. We searched 
the available literature and were unable to find pub-
lished data from other service audits to compare our 
results with. Most patients are referred with a view of 
attending the residential programme, and this requires 
participants to be self-caring and able to stay away 
from home independently, so this requirement does 
lead to some patients being sent elsewhere for care. 
We note that alternative recommendations were fre-
quently made for patients who were not offered 
immediate access to treatment within our centre, 
often with the understanding that they could be 
referred back on completion of other treatments or 
consultations. In addition, as we are a national ser-
vice, we get referrals for patients living some distance 
away, which might make it less feasible for them to 
attend, and again require that we arrange alternative 
treatment elsewhere.

The main reasons for exclusion are outlined below. 
A number of groups emerged and were studied in more 
detail with the aim of determining what could be done 
to meet the needs of these patients better.

Patients who are still seeking medical 
treatment and pain reduction
A sizable group of patients were not offered a PMP 
because they were still seeking treatment, investiga-
tions or pain reduction. Looking at these cases more 
carefully, it was found that some of them had further 

Table 4.  Reasons for discharge (according to the exclusion categories used in the audit).

Reasons for discharge na (%)

Not ready to engage with pain management approach 31 (35)
Of these
  Seeking pain reduction 18 (20.5)
  Further pain intervention planned 13 (14.8)
Complex psychological or other needs needing to be prioritised 26 (29.5)
Pain not significantly impacting on functioning 14 (15.9)
Does not meet minimum physical criteria 13 (14.8)
Addiction/substance misuse 1 (1.1)
Language 1 (1.1)
Otherb 29 (33)
Of these
  Patient declined (in six cases due to family or work commitments) 17 (19.3)
  Further consultation with pain consultant needed 5 (5.7)
  Miscellaneous 4 (4.5%)
  Treatment for other health conditions to be prioritised 3 (3.4%)

aMore than one option applied in several of the 88 cases so percentages total more than 100%.
bDue to the high frequency in this category, it was broken down further.
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treatments planned, but over half of this group had 
been referred because a self-management approach 
was seen as the best option by their referring doctor 
and no other medical procedures or investigation were 
seen as appropriate. Yet, they were not offered a PMP 
because they were deemed not sufficiently open to a 
self-management approach. To be clear, in line with 
the British Pain Society (BPS) guidelines, having an 
intervention planned was not in and of itself an exclu-
sion criterion.1 Rather, when this was coupled with not 
being open to a pain management approach, it became 
a reason for exclusion.

There is a question as to how these patients could 
be better served. An extended assessment or individual 
follow-up appointments are possible, allowing patients 
more time to explore a self-management approach and 
working towards willingness to engage. At times, intro-
ducing pain management skills alongside interventions 
can be useful, as outlined in the updated BPS guide-
lines.1 Although engaging patients in a self-manage-
ment approach may be challenging if they are still 
seeking medical solutions, there is some evidence that 
offering a PMP as part of the neuromodulation path-
way to prepare patients for the procedure is beneficial 
and can help improve patients’ emotional and physical 
functioning.5

Patients with overriding complex needs 
that need to be prioritised
Patients who were assessed as presenting with com-
plex co-morbidities (often psychological in nature, 
such as severe post-traumatic stress disorder and 
severe depression) that would impede their capacity 
to participate in a PMP formed another sizable 
group. Attending a residential programme with non-
staffed accommodation requires participants to be 
psychologically stable enough to manage indepen-
dently away from home. An exploration of the 
detailed clinic letters for these complex patients 
revealed that in the vast majority of cases, a clear care 
plan was put in place at assessment. For example, a 
referral to a local mental health service or to social 
services was recommended, frequently with the 
option of a review for a PMP once psychological 
therapy was completed. In some cases, psychiatric 
care was in place already. In many cases, the asses-
sors offered to provide consultancy about pain man-
agement principles to local mental health teams. The 
option of seeing patients for a short number of indi-
vidual sessions within the pain management service 
is often not suitable for patients with complex  
mental health needs and risk issues, who need more 
intensive psychological support or who are already 
involved with other service providers.

Highly functioning patients who do not 
report a significant impact of pain on 
their lives
Some patients were not offered a PMP because they 
did not seem to need the intensity of a residential or 
outpatient course. They were functioning relatively 
well. However, it seems reasonable to consider devel-
oping treatment options for this patient group to pre-
vent deterioration and support their self- management, 
such as online or app-based pain management courses 
that patients can access flexibly in their own time from 
home. This is particularly suitable for people who are 
working or have other commitments that would make 
it difficult for them to participate in a conventional 
PMP. Evidence is accumulating that online and app-
based formats can be effective.12–15

19.3% of patients declined the offer of a programme 
and in some cases this was due to family and work 
commitments. Having the option of an online pain 
management course might have been a suitable alter-
native for some of these patients.

Patients who do not meet the minimum 
physical criteria for attendance
For some patients, the assessment revealed that they 
were not able to function independently enough to 
attend a programme. To address this, an occupational 
therapy-led case management service can be offered in 
our service for patients with more complex needs. Case 
management aims to help patients prepare for a pro-
gramme to increase the likelihood for fully engaging and 
completing the course. It typically addresses issues like 
daytime sleeping, anxiety regarding being away from 
home and over-reliance on others that would make it 
challenging for them to manage independently while on 
the programme. Clinical nurse specialists are involved in 
case management when patients need to address medi-
cation use, such as unsafe use of liquid morphine. These 
options increase flexibility within the service to respond 
to complex needs. However, in some cases, even case 
management is not likely to be sufficient to get patients 
to a place where they can reach the level of functioning 
required for a programme. Other support might be 
needed, such as help through social services.

Language barriers
Few patients were excluded because of language barri-
ers. However, this might be because such patients were 
not referred in the first place, as most referrers are 
aware that attending a PMP requires at least basic 
competency in the English language (although some 
services do offer programmes in other languages or 
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with interpreters). In this service, individual sessions 
are available should the patient wish to engage in a 
pain management approach, but is not able to speak 
English sufficiently to manage in a group.

Age – are older adults 
underrepresented?
While there is no upper age limit and attendance is 
open to all adults, the demographic breakdown of the 
sample seems to reveal that older adults are possibly 
underrepresented. This is noteworthy, as age-related 
conditions can also be associated with pain. There is 
evidence that older adults benefit from PMPs16–18 and 
improving access for this group should be addressed. 
There was no significant difference in age between 
those who were offered treatment and those who were 
not offered treatment in the present study, which indi-
cates that the bias might occur at the referral stage.

Service implications and feedback
The outcomes of the audit were shared with the multi-
disciplinary team (including referring consultants). 
The need to establish better links with referrers and 
provide clear information on exclusion/inclusion crite-
ria was highlighted. How the service could better meet 
the needs of patients currently excluded was discussed 
– some of the ideas are outlined above.

We hope that similar audits on the use of inclusion/
exclusion criteria will be conducted and published in 
other services. Sharing best practice and learning from 
audit data can lead to proactive improvement of clini-
cal services and guidelines, resulting in changes that 
are likely to benefit patients directly.

Limitations of the study
As the study was conducted as an audit and a case study 
rather than a research trial, it has obvious limitations 
and merely presents a ‘snap-shot’ of clinical practice in 
one service. How the findings would translate and gen-
eralise to other services is not known and it would be 
interesting to have similar audit data from other pain 
management services in other contexts. How access to 
PMPs can be improved and optimised is an area that 
needs further research. It would be particularly interest-
ing to look into patients with ongoing pain who are not 
referred for PMPs and exploring the reasons for that.

Conclusion
In the service examined here, patients were most  
frequently excluded from attending a PMP for the fol-
lowing reasons: lack of openness to a self-management 

approach, other complex issues needing to be addressed 
first, patient declining, failure to meet the minimum 
physical criteria and, for some, lack of need for treatment 
due to high functioning and pain not having a significant 
impact. The audit pointed towards some actions that 
could help to make the service more accessible, such as 
offering extended assessments for patients who might 
need more time to consider a self-management approach. 
Making a range of options available (residential, outpa-
tient, individual, online) makes it more likely that patients 
can access a service best suited to their needs and also 
creates efficiencies and cost savings, since the intensity of 
the treatment is more precisely matched to patient need. 
Complex patients might need other treatment approaches 
before they can be considered for a programme. Their 
care plans may include being reviewed again at a later 
stage, once other therapies have been completed. Liaising 
with other services might facilitate engagement with a 
plan that includes more than one step. The assessment 
can serve to put necessary care in place.
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