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Have I identified further  
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Patients often use their pharmacy as the first 
point of call for advice on the management of 
acute pain. This article outlines how to conduct 
a patient-centred acute pain consultation using 
a shared-decision making approach.

With so many over-the-counter (OTC) 
analgesics available, it can be confusing for 
patients looking to self-manage their acute 
pain symptoms.[1] However, pharmacists and 
members of the pharmacy team can provide the 
expert advice and support that patients require 
to make an informed choice.[2],[3]

Key points:

• The range of over-the-counter analgesics can 
make it difficult for patients to select  
the appropriate medicine to self-manage  
their pain.

• Pharmacy teams should be able to 
confidently support and work together with 
patients to help them make an informed 
choice, putting them at the centre of 
decisions about their treatment.

In 1998, the World Health Organization (WHO) 
stated that pharmacists have many different 
roles in self-medication and self-care, including:

• Communication;

• Provision of quality medication;

• Training and supervising (support staff);

• Collaboration (with the patient and other 
healthcare professionals);

• Provision of health promotion advice.[8]

The trusted and accessible nature of the 
community pharmacy team provides 
opportunities to support patients to make safe 
and appropriate choices on how best to self-
manage minor conditions.[9]

Managing acute pain

Acute pain is defined as pain lasting less than 
three months or pain relating to soft tissue 
damage.[11],[12] It serves as a warning to alert the 

body to a problem, with the aim of preventing 
further tissue injury[13], and is often proportional 
to the severity of injury, often resolving when 
tissue healing is complete.

There are a variety of OTC treatments available, 
including pharmacological options containing 
paracetamol, ibuprofen or aspirin and  
non-pharmacological treatment options, such 
as heat patches.

The evidence base and guideline 
recommendations for first-line treatment vary 
based on the presenting complaint. Additional 
factors, such as clinical presentation, patient 
comorbidities and contraindications, need to  
be considered when supporting patients 
with the best options for self-care, in order to 
address misconceptions. 
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acute pain in the Pharmacy

60 Second Summary
Patients often use their pharmacy as 
the first point of call for advice on the 
management of acute pain. This article 
outlines how to conduct a patient-centred 
acute pain consultation using a shared-
decision making approach.

The range of over-the-counter analgesics 
can make it difficult for patients to select 
the appropriate medicine to self-manage 
their pain. 

Acute pain is defined as pain lasting less 
than three months or pain relating to soft 
tissue damage. It serves as a warning to 
alert the body to a problem, with the aim of 
preventing further tissue injury, and is often 
proportional to the severity of injury, often 
resolving when tissue healing is complete.

A widely-recognised approach to patient 
consultations is the Calgary–Cambridge 
model, which is commonly used as the 
framework for healthcare professional-
patient consultations, with an emphasis 
placed on including patients in decisions 
about their care, the importance of active 
listening and use of open questions.

As with any consultation, patients 
presenting with acute pain should be made 
to feel comfortable while discussing their 
symptoms. This could be through simple 
steps such as offering the opportunity to 
talk in the consultation room or, if possible, 
to speak to a member of the pharmacy 
team of the same gender or have a 
chaperone present.

Pharmacy teams should be able to 
confidently support and work together with 
patients to help them make an informed 
choice, putting them at the centre of 
decisions about their treatment.
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Treating Pain

People will generally feel more positive if they 
can play a part in managing their condition, so 
pharmacy teams have a vital role in helping their 
customers make good lifestyle choices and 
advising them on how to choose OTC products 
to help relieve pain.

Patients should be encouraged to self-care 
for the following acute pain conditions: aches 
and pains, bruising, colds, cuts, earache, fever, 
headache, period pain, recovery after a simple 
medical procedure, self-limiting musculoskeletal 
pain, sinusitis/nasal congestion, sore throat, 
sprains and strains, teething and toothache. 
However, self-care generally means that 
patients are presented with a broad range of 
oral OTC analgesics at different concentrations 
per tablet, alone or in combination with other 
ingredients, which makes appropriate medicine 
selection confusing.

Pharmacists and pharmacy professionals 
should use guidelines supported by a 
review of the latest evidence as a basis for 
recommending OTC oral analgesics for  
acute pain.

Ibuprofen is the first-line recommendation for a 
range of aches and pains, including lower back 
pain, period pain and toothache. Aspirin is also 
used for aches and pains, such as headache, 
migraine, toothache and period pain. It can be 
used to treat colds and ‘flu-like’ symptoms, and 
to bring down a fever (38°C and above). 

NSAIDs should not be sold to patients with 
active gastrointestinal (GI) bleeding or active 
GI ulcer; history of GI bleeding related to 
previous NSAID therapy or history of recurrent 
GI ulceration (two or more distinct episodes); 
a history of hypersensitivity/severe allergic 
reaction to an NSAID.

Aspirin is contraindicated in history of 
hypersensitivity to aspirin or any other NSAID, 
which includes those in whom attacks of 
asthma, angioedema, urticaria, or rhinitis have 
been precipitated by aspirin or any other NSAD

Paracetamol is a suitable first-line choice for 
most adults with mild-to-moderate pain. 

Often combined with paracetamol in OTC 
preparations codeine can be offered for a 
variety of acute aches and pains. 

Topical analgesics are applied externally to the 
skin – either by rubbing or via patch or plaster 
formulations – and exert their effects locally. 
Effective skin penetration is key to their efficacy 
and certain products may boast advantages 
over others. The balance between lipid and 
aqueous solubility must be optimised and the 
delivery formulation is also critical. Creams 
appear generally less effective than sprays or 
gels and state-of-the art formulations such as 
micro-emulsions also appear to offer certain 
key advantages.

Once through the skin barrier, topical non-
steroidal anti-inflammatory drugs (NSAIDs) – 
like their oral cousins – exert their therapeutic 
effects by inhibiting the cyclo-oxygenase (COX)-
2 enzyme, which is a key driver of prostaglandin 
production. It has been confirmed that topically 
applied NSAIDs reach tissue levels high enough 
to block COX-2. Their main effect is likely to 
be localised – reducing symptoms arising from 
periarticular and intracapsular structures in the 
joints and skeletal muscle.

Topical NSAID gels, creams and ointments 
have shown improved efficacy compared with 
placebo in a number of short-term clinical 
studies of patients with joint pain, particularly 
knee osteoarthritis. 

Over the counter (OTC) analgesics containing 
codeine or dihydrocodeine in combination 
with other analgesics, such as paracetamol or 
ibuprofen, are intended for short-term use (no 
longer than three days) to minimise dependence 
and addiction. Concerns that codeine or 
dihydrocodeine containing analgesics are  
being taken regularly should be discussed 
with the patient and the patient should be 
encouraged to seek medical advice and access 
appropriate services.

Other interventions that community pharmacists 
can provide for patients with pain include:

• Lifestyle advice, including diet and exercise, 
and supported self management of pain.

• Improving protection against potentially 
harmful over-use of common analgesics such 
as paracetamol and NSAIDs available over 
the counter

• Informing public understanding of what 
types of pain should be either accepted and 
‘worked through’, or referred to GPs and/or 
specialists;

• Opening the way to an extended use of 
assessment instruments to identify persistent 
pain risks, and cases; and

• Signposting psychological and other care 
providers, or facilitating patient use of 
relevant computer based services.

TOP TIPS: QUESTIONS FOR PATIENTS 
TAKING PAIN KILLERS

Do you obtain adequate pain relief to allow 
you to function 'normally'?

Do you experience any side effects?

Have you taken more doses than 
prescribed?
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During the past month have you often felt 
subdued, depressed, or hopeless?

The pain consultation

A widely-recognised approach to patient 
consultations is the Calgary–Cambridge model, 
which is commonly used as the framework for 
healthcare professional-patient consultations, 
with an emphasis placed on including patients 
in decisions about their care, the importance of 
active listening and use of open questions.[14] 

Acute pain consultations can be conducted by 
any member of the pharmacy team, provided 
they are competent to do so.

Steps in the Calgary–Cambridge model include:

1. Initiate the consultation and build rapport;

2. Gather information;

3. Shared decision making, including 
the discussion of treatment options 
alongside patient education (e.g. dosage, 
administration, what to expect in terms of 
symptom relief and relevant signposting);

4. Summarise and close the consultation.[14]

Although every consultation will be different, 
these methods can be used to ensure the 
essential points of an impactful consultation  
are achieved.

1. Initiate the consultation and build rapport

As with any consultation, patients presenting 
with acute pain should be made to feel 
comfortable while discussing their symptoms. 
This could be through simple steps such 
as offering the opportunity to talk in the 
consultation room or, if possible, to speak to 
a member of the pharmacy team of the same 
gender or have a chaperone present. Previous 
studies have shown patient preference towards 
having consultations in an environment where 
their privacy is protected.[15],[16]

The pharmacist or team member should then 
introduce themselves and ask the patient the 
purpose for them visiting the pharmacy.[14]

“Hello. My name is … what brings you to the 
pharmacy today?”

Consultations in which the presenting patient 
asks for a specific medicine or product by  
name should be treated in a similar manner.  
It is important for the entire pharmacy team to 
be aware that, although the patient may  
be requesting a product, it may be 
inappropriate. In this situation, the patient  
may be unsure, or even irritated, as to why you 
are asking them further questions. Therefore 
it is important to communicate that these 
questions are being asked to ensure they 
receive the most appropriate and effective 
treatment for their pain. This aligns with the 
Calgary–Cambridge guide to negotiate the 
agenda with the patient.[14]

“Before I can sell you this product, I would 
like to ask you a few questions to help ensure 
we are providing you with the best possible 
treatment. If you prefer, we can discuss this in 
the consultation room.”

2. Gather information

Ask open questions

By asking open questions, the patient will feel 
encouraged to open-up about their history 
and acute pain experience[14], rather than 
simply asking questions that get a ‘yes’ or 
‘no’ response (see Box 1). The pharmacist or 
team member should be conscious of their 
use of verbal and non-verbal communication. 
In addition, it is necessary to confirm 
understanding of what the patient has said.

Box 1. Consultation points for acute pain

Pharmacy teams should focus on the 
following areas when discussing acute pain 
with a patient:

Location - “Where does it hurt?”

Duration / onset - “When did the pain 
start?”; “Do you have any ideas about what 
might have caused it?”

Intensity - “How would you rate the pain?” 
(Use a rating scale to assess the level of 
pain).

Description of pain - “Can you describe 
what the pain feels like?”; “Does it feel like a 
dull ache or sharp, stabbing pain?”

Impact on day-to-day life - “Over the past 
two weeks, do you think your pain has been 
bad enough to interfere with your day-to-day 
activities?”; “Over the past two weeks, have 
you felt worried or low in mood because of 
this pain?”; “How does it make you feel?”

Previous treatment - “What have you tried 
previously?”; “Do you think this helped?”; 
“How frequently are you using it?”

Common mnemonics, such as WWHAM 
and ASMETHOD, can be used to help guide 
what questions to ask, but patients may 
feel that their scripted nature feels intrusive, 
especially if this takes place at the  
pharmacy counter.[17]

WWHAM

 • W ho?

 • W hat?

 • H ow?

 • A ction?

 • M edicines?

ASMETHOD

 • A ge/appearance?

 • S elf or someone else?

 • M edicines?

 • E xtra medicines?

 • T ime persisting?

 • H istory?

 • O ther symptoms?

 • D anger symptoms?

- There are alternatives to this method that  
may feel less intrusive and encourage 
patients to share information, such as the 
TED and ICE principals:[18]

TED

T - Can you tell me why you have come into the    
  pharmacy today?

E - Can you explain who the medicine is for  
  and what the problem is?

D - Please describe your symptoms and how  
  long you have had them?

ICE

I -   What are your ideas about what may have  
  caused it?

C -  What is a concern to you?

E -  What were your expectations from your  
   visit to the pharmacy?

Although exact questions do not need to be 
used prescriptively, these should act as a 
guide when asking patients open questions. 
It is important to establish any other medicine 
that the patient is taking or if they have any 
conditions that could influence treatment 
choice. In addition, there is a need to rule out 
red flags (see Box 2).

Assess the level and location of pain

Pain is a subjective experience; therefore, it can 
be difficult to determine the level of pain the 
patient is experiencing.[19] The Faculty of Pain 
Medicine has developed two questions as an 
early pre-screening tool that focus on quality  
of life and the effects of the pain experienced 
(see Box 1):

“Over the past two weeks, has your pain been 
bad enough to interfere with your day-to-day 
activities?”

“Over the past two weeks, have you felt worried 
or in a low mood because of this pain?”[20]

Pain assessment scales, such as Numerical 
Rating Scales (NRS), Verbal Rating Scales 
(VRS) and the Wong-Baker FACES Pain Rating 
Scale, are an effective way for the patient to 
communicate just how bad their pain is and to 
measure changes in the intensity of the pain.[21] 
An example of a rating scale that  
uses various faces to depict pain, similar to  
the Wong-Baker FACES Pain Rating Scale,  
can be seen in the Figure. These are suitable  
for use in the community pharmacy setting  
to help determine the level of pain a patient  
is experiencing.

The choice of assessment scale may be 
influenced by setting and the age of the patient, 
and their ability to communicate. For example, 
the Wong-Baker FACES pain rating scale is 
particularly useful for rating pain in children 
aged three years and over or for patients 
who have communication difficulties, such as 
language barriers.[21]

A systematic review published in 2018 showed 
the visual analogue scale (VAS), VRS and 
NRS to be valid and reliable tools, with the 
NRS having good sensitivity to changes in the 
intensity of the patient’s pain.[22] 
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Box 2: Red flags for patients with  
acute pain

These are general red flags associated 
with acute pain; however, this list is not 
exhaustive; professional judgement should 
be exercised based on potential causes of 
the pain.

Bleeding;

Pain from the central spinal pain region;

Difficulty breathing or maintaining circulation;

Dizziness;

Fever;

Gradual onset pain;

Headache that worsens on standing or lying 
down;

History of recent physical trauma;

Impaired consciousness;

Loss of physical function, particularly 
asymmetrical;

Neck pain or stiffness with photophobia (i.e. 
sensitivity to light);

Preceding recent head trauma (usually within 
past three months);

Progressive or persistent headache or 
headache that has changed dramatically;

Unexplained seizure;

Severe, unremitting pain;

Sudden onset severe headache, reaching 
maximum intensity within five minutes;

Unexplained weight loss;

Visual disturbance.

Where a red flag is identified, the patient 
should be referred to an appropriate 
healthcare provider, such as their GP 
or hospital emergency department. 
Consideration should be given as to whether 
pain relief should be provided in the interim.

Ask closed questions

Closed questions can be used towards the end 
of the consultation to gather any specific points 
that may have been missed.

3. Shared decision making and discussion of 
treatment options

In patients presenting with mild-to-moderate 
acute pain, in the absence of red flag referral 
criteria (see Box 2), the next step is to discuss 
potential treatment options.

National guidance on medicines adherence 
suggests that patients are more likely to 
adhere to a medicine regime when they have 
been involved in the decision about what 
options are available and where there has been 
consideration towards how taking the medicine 
will fit into their daily routine.[26]

Shared decision-making draws on the expertise 
of both the healthcare professional and the 
patient.[27] While the pharmacist understands 
the analgesics available and the associated 
evidence supporting their use, the patient can 

tell the pharmacist what their preferences and 
values are; both sources of information are 
needed for high-quality decision making.

Educate patients and manage expectations

It is important to understand what the patient 
knows about their pain and what their 
expectations are in terms of recovery and the 
effect of any treatment recommended. Start by 
asking the patient open questions, such as:

• “What do you know about the cause of  
your pain?”;

• “What are you hoping treatment will do  
for you?.”

When discussing treatment options, BRAN is a 
useful mnemonic to use:

• B enefits — what are the benefits of the 
treatment?

• R isks — what are the risks of the treatment?

• A lternatives — what are the alternative 
treatments available?

• N othing — what might happen if the patient 
does nothing?[28]

It is important to ask the patient questions that 
will help to identify whether each option will suit 
their lifestyle, such as:

“Would it be convenient for you to apply a 
cream throughout the day?”;

“How would you feel about taking the medicine 
every four hours?”

The management of acute pain can be 
likened to the principles of the WHO’s ‘Cancer 
pain ladder for adults’, with the initial OTC 
management targeted at the use of non-opioids 
(e.g. paracetamol or ibuprofen), before stepping 
up to low-dose opioids (containing codeine or 
dihydrocodeine).[29]

Recommendations for the management of 
mild-to-moderate pain should follow local and 
national guidance, and the manufacturer’s 
product licenses.[30]

An important consideration is whether the 
patient wants to be treated pharmacologically, 
if at all. It is an easy assumption to make 
that a patient presenting in the pharmacy is 
looking for medical treatment, but this may 
not be the case. The patient may only be 
seeking supportive advice or a diagnosis. 
Non-pharmacological management, such heat 
packs, may be beneficial to patients; therefore, 
training on the use of such products should be 
made available to the pharmacy team to help 
empower them during pain consultations.

4. Summarise and close the consultation

Once agreement has been reached on which 
treatment path to follow, the final step in the 
consultation is to utilise the ‘teach-back’ 
method; this is where the pharmacist or team 
member asks the patient to summarise what 
they are going to do.[31] This will confirm if  
the patient has understood what has  
been discussed.

If needed, additional support can be provided 
(e.g. providing the patient with written 

information). Where necessary, a timeline for 
follow-up should be agreed and the patient 
reminded that they can return to the pharmacy 
for support should they need it[14]. 

Following the consultation, it is good practice 
to document and record the outcomes of 
interesting or particularly difficult or complex 
consultations, such as where additional 
intervention or referral may have been required, 
as this can be used to support reflective 
practice and annual performance reviews.

It is important to remember that the patient’s 
experience is individual to them and that it is 
necessary to be sensitive when discussing 
their pain. Statements such as “that must be 
really frustrating” or “I am sure that it is difficult 
managing your pain everyday” can help show 
empathy and improve the patient’s willingness 
to open up and discuss their issues.

Some patients may not want to take medicine 
to manage their pain in the hope that it may 
pass. If this is the case then you can outline 
the evidence base for acute pain management 
(see ‘Clinical guidelines and evidence base for 
acute pain management’) and explain that with 
suitable treatment they could achieve relief from 
their pain.

There is a need to be aware of oversharing 
with the patient. Some pharmacy staff may 
feel that sharing their personal experience will 
help patients relate and open up; however, this 
should be avoided as it risks the patient simply 
mirroring what the staff member says or, due to 
the limited time available for a consultation, it 
may cause a lost opportunity for the patient to 
share their own experience.

Although a consultation should feel natural - like 
a conversation - the entire pharmacy team must 
remember they need to gather information and 
educate the patient. Therefore, there needs 
to be a balance between being concise and 
encouraging the patient to contribute.

When possible, opportunities for the patient 
to ask questions should be offered, because 
this will help clarify any misunderstanding and 
potentially improve patient engagement.
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