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• The Chronic Pain Policy Coalition promotes policy 
solutions that contribute towards the improvement 
of the quality of life of those affected by chronic pain. 

  
• The Coalition works to achieve this by linking 

representatives of people living with pain, 
policymakers, parliamentarians and professionals, 
creating an expert forum to increase awareness and 
understanding of the issues surrounding pain and to 
influence and facilitate positive action that will 
reduce the impact of pain on individuals and society. 
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To raise awareness of chronic pain in children 
and adults and to provide a forum for 
discussion and debate amongst 
parliamentarians on those issues relating to the 
prevention, treatment and management of 
chronic pain and its associated conditions 



Activities within Parliament and 
Government 

• Parliamentary Questions (oral and written) 
• Westminster Hall /House of Lords debate 
• APPG meetings 
• Constant dialogue with MPs and Lords 
• Good liaison with Department of Health  
• Good liaison with Long Term Conditions 
• Good liaison with NICE 

 
 



• RCGP, BPS, FPM, CPPC, DH + rep of people  with pain 
 Nov 22nd Central Hall Westminster 
• Aimed at Clinical Commissioning Groups & Cluster 

PCTs  
• Develop consensus on way forward 
• Raise awareness of pain in Commissioners minds 
• Support Quality Standard in Pain Management  
• Publicise BPS Patient Pathway & Dr Foster/ BPS Audit 
• Report of the Summit  http://www.painsummit.org/uk 
• Launch Final  Report Parliament 4th July 2012.  

 



Threats 
• People don’t believe the epidemiology 
• ‘All pain patients are mad’ 
• ‘All pain patients are neurotic’ 
• ‘All pain patients are malingerers’ 
• Patient with pain should self-manage  
• Pain does not kill you 
• ‘Pain patients need to pull themselves together and get on 

with it’ 
• Children with pain are avoiding school 
• Children with pain are attention-seeking 
• GPs  can manage chronic  pain and pain clinics are not 

needed 
 
 



Five crises in Pain Management 

1. Lack of evidence for outcomes 
2. Inadequate education of primary care providers 

about pain and how to treat 
3. Unknown value of opioids for CNMP 
4. Funding for the providers of pain management 
5. Access to multidisciplinary care 
  
Pain Management is plagued by factionalism 
       Loeser 2012 







A condition in its own right?  
‘…the Scottish Government recognises that chronic pain is a condition in 
its own right’ 
Nicola Sturgeon Deputy First Minister and Cabinet Secretary 
 
The Department recognises chronic pain as a long-term condition, either 
in its own right, or as a component of other long-term conditions. 
Everyone who suffers persistent pain should have a timely assessment in 
order to determine the cause - if a cause can be determined- and to 
advise on options for treatment, including self-help.   
Paul Burstow in response to a PQ from Linda Riordan Feb 2012 
 
‘’the most important modern insight is that chronic pain, however, it 
begins, can also become a disease in  and of itself. Changes in the brain 
and elsewhere in the nervous system can cause pain to [persist long after 
any adaptive value’ 
US Senate. Deputy Director of NIH March 2012 
 
 
 

 
 



Sir Liam Donaldson 
5 point plan 

1. Undertake a burden of disease analysis to 
describe the scale of the problem 

2. Ensure that in the eyes of the public and the 
media, pain is a high street disease 

3. Embed chronic pain within an NHS performance 
framework (preferably >1) 

4. Showcase centres of excellence 
5. Achieve universal use of pain as a clinical metric 

 
       November 2011 

 



The Future 

• Commissioning pathways across Primary / 
Secondary / Community /Occupational 
Health/Work care  in all specialities 
 

• Improved education health care professionals, 
patients, media, general public 

 
• Involvement of patient 
‘Nothing about us, without us’ 
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