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ABSTRACT
Chronic pain affects nearly 40% of older adults in the United Kingdom and is closely associated with reduced mobility and diminished quality of life. Rising rates of musculoskeletal conditions, increasing NHS service pressures, and inequitable access to multidisciplinary care underscore the need for evidence-based management approaches. 

This study aims to examine the effectiveness of chronic pain management strategies and their influence on the physical well-being of older adults in the UK. The specific objectives are to identify commonly used management approaches, assess their impact on physical health, explore barriers to accessing effective care, and propose recommendations for improvement.

A systematic review methodology was adopted, analysing ten UK-based empirical studies published between 2015 and 2025. Searches were conducted across Google Scholar, ProQuest, PubMed and the University of Wales Trinity Saint David Library. Eligible studies focusing on adults aged 60 and above were synthesised using Braun and Clarke’s thematic analysis, integrating qualitative, quantitative, and mixed-methods evidence.

The findings show that chronic pain significantly disrupts mobility, independence, and activities of daily living. Non-pharmacological strategies including physiotherapy, self-management, and peer support offer measurable benefits but remain inconsistently available. Barriers include fragmented services, rural access inequities, long waiting times, and gaps in healthcare professionals’ training. Psychological distress and multimorbidity further compound physical limitations.

The study concludes that holistic, biopsychosocial, and multidisciplinary approaches are essential for improving physical well-being. Strengthening professional education, enhancing integrated care pathways, and digital support are recommended to improve outcomes for older adults living with chronic pain in the UK.
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Chapter One

1.0 Introduction
Chronic pain, commonly defined as pain persisting for three months or longer, is a significant and escalating public health concern in the United Kingdom, particularly among older adults. Recent estimates suggest that roughly 43% equating to approximately 28 million adults in England, live with chronic pain (Fayaz et al., 2016). Older age groups are disproportionately affected due to the increasing prevalence of musculoskeletal (MSK) conditions, including osteoarthritis and chronic back pain (Humphreys and Verstappen, 2022).
According to the latest Musculoskeletal Health Profile (April 2025), 17.9% of people aged 16 and over in England report at least one long-term MSK condition (Hollick et al., 2025). Prevalence increases markedly with age and BMI, and those living in the most deprived areas report substantially higher rates of MSK-related pain. A longitudinal population-based UK study of adults aged 50+ found that in women, the prevalence of back, knee, hip, and hand pain ranged between ~18–26%, with recurrence risk ratios showing persistence over time (ONS, 2023; Radojčić et al., 2023).
The growing burden of chronic pain in the elderly adversely impacts physical well-being, including mobility, independence in activities of daily living, fall risk, and overall quality of life. Many older adults experience pain-related fatigue, depression, and social isolation, often relying on informal caregivers for assistance. Pain-related inactivity and avoidant behaviours further reduce function, increasing dependency (Larsson et al., 2016).
Moreover, the service delivery challenges within the NHS exacerbate these individual burdens. Long waiting lists for MSK and pain management services result in delayed access to physiotherapy and specialist care, forcing many patients to turn up in A&E for unmanaged pain (NHS England, 2023). In a 2025 survey of 4,000 chronic pain sufferers, 54% identified long NHS waiting times as a key barrier to receiving treatment, while 17% reported standard treatments were ineffective, increasing interest in alternative therapies (Department of Health and Social Care, 2025).
UK policy and clinical guidelines strongly emphasise non-pharmacological, biopsychosocial, and self-management approaches, especially for older adults. NICE guidance supports structured pain education, graded exercise, psychological therapies, and cautious use of medications (NICE, 2021). In addition, self-management strategies among older adult populations have shown promising outcomes. According to Russin et al. (2025), an integrative review of 58 studies spanning the past decade found that engagement in combined approaches to patient education, exercise, cognitive coping skills, and social participation yielded improvements in pain reduction, functional capacity, self-efficacy, and quality of life, even when pain persisted. However, study quality varies, with many small samples and limited long-term follow-up; benefits often wane by three months unless reinforced.
Given demographic shifts and the projected increase of nearly 2 million more chronic pain sufferers in England by 2040, particularly among adults aged 50–69 (Rezvaninejad, 2023), focusing on older adults' physical well-being amid chronic pain is timely and crucial. This research aims to explore the effects of chronic pain management strategies on physical well-being including mobility, daily functioning, fall risk, and independence among older UK adults. It will critically examine NHS service provision, evaluate non-pharmacological interventions, assess medication burden, and explore self-management uptake within this demographic.
1.1 Key Terminologies
Chronic Pain
Chronic pain is commonly defined as pain lasting more than three months, but scholars argue this timeframe is somewhat arbitrary and oversimplifies complex pain trajectories. While the NICE (2024) definition offers consistency for clinical use, it lacks sensitivity to fluctuating pain patterns and individual differences, especially in older adults. These limitations contribute to inconsistent prevalence reporting and challenges in comparing research findings, revealing significant gaps in definitional precision across the literature.
Older Adults
Older adults are typically defined as individuals aged 65 and over, but this chronological threshold is criticised for masking substantial differences in health, function, and socioeconomic status. Researchers highlight important distinctions between subgroups such as the young-old and the oldest-old, which are often overlooked in chronic pain research. The reliance on a single age cutoff limits nuance and calls for more detailed, intersectional definitions to improve the accuracy and relevance of findings (ONS, 2021).


Physical well-being 
Physical well-being is usually defined as optimal bodily functioning and the absence of illness, but this definition is debated for overlooking subjective health perceptions and adaptive functioning in chronic pain populations (WHO, 2020). Scholars argue that well-being is multidimensional, and the lack of consensus on whether to prioritise objective or subjective indicators leads to inconsistent outcome measures across studies. These conceptual variations complicate evidence synthesis and limit comparability of research focusing on chronic pain in older adults. 
Chronic pain management 
Chronic pain management involves pharmacological, physical, psychological, and self-management approaches, yet the broadness of this definition makes it difficult to assess the effectiveness of specific interventions (NICE, 2024). While policies favour non-pharmacological and biopsychosocial methods, evidence for long-term benefits remains inconsistent, particularly in older adults with multimorbidity. Scholars also highlight gaps regarding social determinants of pain and real-world service pressures, underscoring the need for more context-sensitive research within the UK healthcare setting.
1.2 Rationale of the study
Chronic pain represents a major public health issue in the UK, affecting approximately 28 million adults, with older adults disproportionately impacted nearly 40% experience persistent pain lasting longer than three months (NHS Digital, 2022; ONS, 2023). Beyond physical discomfort, chronic pain is associated with psychological distress, social isolation, and reduced quality of life (British Pain Society, 2021; Age UK, 2022). Management complexities within older populations are further compounded by multiple comorbidities and polypharmacy, which heighten the risk of adverse drug reactions and restrict treatment options (Smith et al., 2023; NHS England, 2024).
Despite the UK’s rapidly ageing population projected to exceed 24 million people aged 65 and over by 2040 (ONS, 2021) current pain management strategies remain insufficiently tailored to the unique needs of older adults. Both pharmacological and non-pharmacological interventions show significant variation in accessibility, adherence, and clinical effectiveness (Pain UK, 2023; NICE, 2024). Furthermore, there is limited understanding of the barriers older adults face in accessing optimal pain management, including systemic healthcare limitations, socioeconomic constraints, and patient-related factors (Jones et al., 2023).
This study seeks to address these gaps by examining the real-world impact of chronic pain management strategies on the physical well-being of older adults in the UK. By identifying key barriers to effective care, the research aims to inform targeted improvements in health service delivery, strengthen patient-centred care approaches, and enhance quality of life for this vulnerable population. Addressing these issues is critical, as inadequate pain management contributes to persistent health inequalities and increases healthcare expenditure through frequent hospital admissions and long-term disability (World Health Organization, 2023; NHS Digital, 2024).
1.3 Aim and Objectives
This study aims to examine the effectiveness of chronic pain management strategies and their influence on the physical well-being of older adults residing in the United Kingdom. The specific objectives include; 
1. identify the most commonly used chronic pain management approaches among older adults in the UK;
2. assess the impact of these pain management strategies on the physical health of older adults;
3. explore the barriers and facilitators affecting access to effective pain management for older adults in the UK;
4. provide recommendations to enhance chronic pain management for aged individuals in the UK.
1.4 Structure of the dissertation 
Chapter 1: Introduction
Introduces the issue of chronic pain management among older adults in the UK, highlighting its prevalence, impact on physical well-being, and challenges within NHS service delivery. It outlines key definitions, the study’s rationale, and states the research aim and specific objectives.



Chapter 2: Literature Review
Reviews existing research on chronic pain and its management in older adults. It covers the types of pain management strategies, the role of multidisciplinary care, barriers faced by patients, and gaps in current knowledge that this study aims to address.
Chapter 3: Methodology
Describes the research design, participant selection, and data collection methods used to investigate chronic pain management effects. It explains how data will be analyzed and addresses ethical considerations involved in studying this vulnerable population.
Chapter 4: Results
Presents the findings on the pain management strategies used by older adults, their impact on physical health, and the barriers and facilitators to accessing care. It summarizes key data trends related to mobility, independence, and service effectiveness.
Chapter 5: Discussion
Interprets the results in the context of existing literature, discussing implications for practice and policy. It evaluates NHS services, the effectiveness of non-pharmacological approaches, and identifies study limitations.
Chapter 6: Conclusion and Recommendations
Summarizes the main findings and their significance, offering practical recommendations to improve chronic pain management for older adults in the UK. It suggests directions for future research and policy development.



Chapter Two
Literature Review
2.0 Introduction
Chronic pain (CP), defined as pain persisting for more than three months, is a prevalent issue among older adults and significantly impacts their physical well-being, daily functioning, and quality of life (Ritchie et al., 2023). In the UK, the ageing population and the growing burden of long-term conditions make the effective management of chronic pain in older adults a public health priority (Royal College of General Practitioners, 2020). This literature review critically evaluates existing research on how chronic pain management affects the physical well-being of older adults in the UK, contextualised within historical, theoretical, and policy frameworks.
2.1 Historical Background
Historically, chronic pain in older adults was often dismissed as an inevitable part of ageing, resulting in under-recognition and limited clinical attention (Dagnino and Campos, 2022). From the late 20th century, medical understanding shifted toward a biopsychosocial model, recognising pain as multidimensional and prompting the development of multidisciplinary management strategies, including physiotherapy, psychological interventions, and self-management (Melzack and Wall, 1965; Staudt, 2022). UK policy, including NHS Pain Management Programmes and NICE guidelines, has reinforced this approach (McGhie and Grady, 2016). Despite progress, older adults continue to face barriers to effective assessment and care, highlighting the need for research targeting their physical well-being today.
2.2 Conceptual clarifications
Chronic pain, defined as pain that persists beyond the normal tissue healing time, typically over 12 weeks, affects millions worldwide, presenting a significant public health challenge (Armoogum et al., 2024). Unlike acute pain, which serves as a biological warning system, chronic pain often continues without a clear cause, affecting both physical and psychological health. Effective management of chronic pain is vital for improving quality of life, physical functioning, and overall well-being (Watson et al., 2025). To better understand chronic pain, a clear classification is essential. According to de Moura (2020) chronic pain is typically categorised into; Nociceptive pain (Caused by tissue damage or inflammation), Neuropathic pain (Resulting from nerve damage or dysfunction) and Mixed pain (A combination of both nociceptive and neuropathic elements). As such, the conditions commonly include; arthritis, fibromyalgia, chronic back pain, migraines and neuropathies. 
Chronic pain management (CPM) refers to the medical and therapeutic strategies used to reduce or control long-term pain that lasts for more than 3 months (Macdonald et al., 2018). Unlike acute pain (which has a clear cause and usually resolves with treatment), chronic pain often persists and may not have an obvious underlying injury or illness. McQueenie et al. (2021) opined that the goal of managing CP is to reduce pain to a manageable level; improve physical function and mobility; enhance quality of life; address emotional and psychological effects of long-term pain; and minimise the need for potentially harmful medications (e.g., opioids). However, the challenges of CPM are (Fallon et al., 2021): opioid crisis, low access to care, stigma, and individual variability. In addition, the types of CPM include medications, physical therapy, psychological therapy, interventional procedures, complementary therapies, and lifestyle modifications (Mohiuddin, 2019). 
2.3 Impact of Chronic Pain Management on Physical Well-Being
Gauntlett-Gilbert and Brook (2018) identified that improved mobility and function are necessary to enhance effective pain control, allowing patients to increase physical activity, which in turn improves cardiovascular health, muscle strength, and joint flexibility. Reduced fatigue and better sleep are other significant benefits of CPM. Chronic pain often disrupts sleep and causes fatigue. Management strategies that reduce pain can help restore healthier sleep patterns, which are crucial for physical recovery (Jebara et al., 2023). The prevention of physical deconditioning is another impact identified by Bourke et al. (2022). Without treatment, chronic pain can lead to reduced physical activity, causing muscle atrophy, joint stiffness, and decreased endurance. Structured rehabilitation helps reverse these effects. In addition, studies identified that it enhances immune function and reduces the risk of comorbidities such as depression, obesity, diabetes, and cardiovascular disease (Rodríguez-Sánchez et al., 2022; Rönnegård et al., 2022). Chronic pain is associated with elevated stress hormones like cortisol, which can suppress immune function. Effective pain management can mitigate this effect, supporting overall health.
2.4 Theoretical Background
The biopsychosocial model, first introduced by George L. Engel (1977), remains the dominant theoretical framework for understanding and managing chronic pain. This model integrates biological, psychological, and social factors, recognising that pain perception and its effects are shaped by more than physical pathology. The key assumptions of this model are; Health and illness cannot be fully understood through biological factors alone, psychological and social factors interact with biological processes to influence the experience and outcome of illness, treatment and care must address all three domains to be effective, and patient care is holistic and individualized, taking into account the person’s unique context (Engel, 1977; Borrell-Carrió et al., 2004). 
Engel (1977) argued that the biomedical model was insufficient and that the biopsychosocial approach provides a more comprehensive understanding of illness. This was also emphasized by Borrell-Carrió et al. (2004), stating the relevance in clinical practice, suggesting it promotes patient-centered care and better therapeutic relationships. Moreover, Gatchel et al. (2007) applied the model specifically to chronic pain, demonstrating how psychological and social factors influence pain perception and coping.
However, the model was critiqued by Smith (2002) for being too broad and lacking operational specificity, making it difficult to apply consistently in clinical practice. Pilgrim (2002) also indicated that while the model is conceptually attractive, it can be challenging to integrate all three domains effectively due to the complexity of the factors involved. Similarly, Ghaemi (2023) also questions the practical impact of the model, suggesting it risks becoming a vague catch-all without clear guidance for treatment decisions. Despite critiques regarding its practical application, it remains highly influential in medicine, psychology, and pain management. Applied to older adults, it highlights the interplay between age-related physiological changes, cognitive decline, social isolation, and co-morbidities (Scascighini and Sprott, 2008). 
The Gate Control Theory was developed by Ronald Melzack and Patrick Wall in 1965, published in their landmark paper "Pain Mechanisms: A New Theory" in the journal Science (Melzack and Wall, 1965), also underpins many pain interventions, suggesting that psychological and emotional factors can amplify or attenuate pain signals, thereby informing cognitive-behavioural approaches to pain management.
2.5. International Context
Globally, chronic pain is a leading cause of disability, with prevalence rates ranging from 25% to 50% among older adults (Armoogum et al., 2024). In countries like Canada, Sweden, and Australia, national strategies promote integrative pain management programmes that combine medical, physical, and psychosocial interventions (International Association for the Study of Pain, 2021). For instance, Australia’s "National Strategic Action Plan for Pain Management" emphasises person-centred care and early intervention across the lifespan (Australian Government Department of Health, 2021). These global efforts contrast with the UK's more fragmented approach, where services often vary by region and access remains inequitable (Fayaz et al., 2016).
2.6 National/Local Context
In the UK, approximately 40% of older adults report experiencing chronic pain, often associated with musculoskeletal disorders, arthritis, and neuropathies (Office for National Statistics, 2022). The National Health Service (NHS) recognises chronic pain as a long-term condition, yet service provision is inconsistent (Healthwatch England, 2020). Local pain clinics and community-based programmes exist but are often limited by funding and workforce shortages. Research indicates that older adults frequently face barriers in accessing pain management services, including stigma, ageism, and lack of tailored interventions (Herr et al., 2011; Ames et al., 2024).
2.7. Policies in the UK
Several policies aim to address chronic pain and its management, albeit indirectly. The NHS Long Term Plan (NHS England, 2019) supports personalised care and the expansion of multidisciplinary teams, which can benefit older adults with chronic pain. Additionally, NICE guidelines (CG173) on osteoarthritis and chronic pain recommend self-management, physical activity, and psychological support as first-line treatments (NICE, 2021). However, implementation of these policies remains inconsistent across clinical commissioning groups (CCGs), leading to disparities in care quality and outcomes (British Pain Society, 2013; 2019).
2.8 Gaps in the Research
Despite growing recognition of chronic pain as a public health issue, significant gaps remain in understanding its impact on the physical well-being of older adults in the UK (Watson et al., 2025). First, there is limited longitudinal research linking specific pain management strategies to measurable physical health outcomes in this population. In addition, much of the existing literature focuses on middle-aged populations, with older adults often excluded from clinical trials due to co-morbidities or cognitive impairment (Bourke et al., 2022). Furthermore, cultural and socio-economic disparities in access to care are underexplored, especially among minority ethnic older adults. Finally, more research is needed on the effectiveness of community-based, non-pharmacological interventions tailored to older adults (Reid et al., 2015).
2.9 Conclusion
The literature demonstrates that while chronic pain is highly prevalent among older adults in the UK and globally, its management remains a complex and under-researched area. The application of biopsychosocial frameworks has advanced the field, yet national policies and services have struggled to keep pace with demographic and clinical needs. Addressing current gaps, particularly through inclusive, longitudinal research and equitable service delivery, will be critical in improving the physical well-being of older adults suffering from chronic pain in the UK.


CHAPTER THREE
       Methodology
3.0 Introduction
This study adopts a systematic approach to identify, select, and critically analyse scholarly literature on chronic pain management among older adults residing in the United Kingdom. The methodology is designed to ensure transparency, reprehensibility, and academic rigour, thereby enhancing the validity and reliability of the study’s conclusions (Royal College of General Practitioners, 2020).
3.1. Search Strategy
A structured search will be conducted across multiple academic databases, namely Google Scholar, ProQuest, PubMed, and the University of Wales Trinity Saint David (UWTSD) Library. The search will be restricted to peer-reviewed journal articles published between 2015 and 2025. Boolean operators (AND, OR) will be applied to combine keywords and refine search outputs, ensuring a balance between sensitivity and specificity (Booth et al., 2021). The search process will be documented in detail to facilitate transparency and replication.
3.2 Inclusion and Exclusion Criteria
Inclusion criteria:
· Empirical studies focusing on older adults (aged 60+) living in the United Kingdom
· Research utilising primary data collection methods (e.g., surveys, interviews, clinical trials)
· Publications between 2015 and 2025
· Articles written in English
Exclusion criteria:
· Studies unrelated to older adults in the UK
· Research relying solely on secondary data
· Publications prior to 2015
· Non-English language articles
 Identifying Keywords
The search strategy will employ targeted terms relevant to the research focus, including:
· “Chronic Pain Management”
· “Older Adults”
· “UK”
· “Pain Management Strategies”
Synonyms and related terms will be incorporated, and database-specific indexing terms will be used where available to optimise retrieval of relevant literature (Petticrew and Roberts, 2016).
3.3 Data Collection / Process of Collecting Articles
The screening process will follow two stages: (1) title and abstract screening against the inclusion and exclusion criteria; and (2) full-text review of potentially relevant studies. Articles that meet all criteria will be included in the final dataset. A minimum of ten peer-reviewed articles will be selected to ensure sufficient breadth and depth of analysis. A snowballing technique will be used to identify additional eligible studies from the reference lists of included articles (Greenhalgh, 2019).
3.4 Data Analysis
The selected studies will be subjected to thematic analysis following the Braun and Clarke (2014) model. 
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Figure: 3.1 Braun and Clarke (2014) Model
This involves six sequential steps: (1) familiarisation with the data; (2) generation of initial codes; (3) searching for themes; (4) reviewing themes; (5)s defining and naming themes; and (6) producing the final analytic report. This method is well-suited for identifying recurrent patterns and drawing meaningful insights from qualitative and mixed-methods research (Nowell et al., 2017).
3.5 Braun and Clarke’s Thematic Analysis (2006)
Virginia Braun and Victoria Clarke propounded the six-phase approach of Thematic Analysis (2006) which is a widely used method for analyzing qualitative data by identifying, analyzing, and reporting patterns (themes) within a dataset. It is valued for its flexibility, accessibility, and applicability across disciplines. Thematic Analysis is not tied to a specific theoretical framework, making it suitable for both realist and constructionist approaches.


The method involves six distinct phases:
Familiarization – Immersing in the data through reading and re-reading.
Generating Initial Codes – Systematically coding interesting features.
Searching for Themes – Organizing codes into potential themes.
Reviewing Themes – Refining themes in relation to coded extracts and the full dataset.
Defining and Naming Themes – Analyzing each theme and assigning clear labels.
Producing the Report – Writing the final analysis, supported by data extracts and linked to research questions and literature.
Critics argue that Thematic Analysis is too flexible, which can lead to inconsistencies and lack of clarity in application. Without strict guidelines, novice researchers may struggle to apply the method rigorously or may confuse it with other forms of qualitative analysis (Finlay, 2021; Thomas, 2006). Some scholars contend that Thematic Analysis, especially when used without deep engagement or reflexivity, can lead to surface-level themes. Without sufficient critical interpretation, themes may simply describe the data rather than analyze underlying meanings.
However, Terry et al. (2017) support Braun and Clarke’s approach for its transparency and accessibility, especially for new researchers. They highlight how the method encourages systematic thinking while allowing for creative interpretation.in the same vein, Nowell et al. (2017) commend Thematic Analysis for being a trustworthy and rigorous method when applied correctly. They emphasize its utility in producing rich and detailed qualitative insights, especially when supported by proper documentation and reflexivity.
Braun and Clarke (2023) stress the importance of reflexivity, acknowledging that researchers actively shape the analysis and must be transparent about their decisions. They identify different types of Thematic Analysis, with Reflexive TA being their preferred approach due to its emphasis on depth, flexibility, and researcher subjectivity.
Strengths of this method include its adaptability, clarity, and ability to produce rich, meaningful insights (Braun and Clarke, 2019). However, its flexibility can also lead to inconsistencies if not applied rigorously. Researchers must avoid superficial theme development by engaging deeply with the data.
Overall, Braun and Clarke’s Thematic Analysis is a robust and accessible framework for qualitative research, encouraging thoughtful, reflexive, and systematic engagement with data.
3.6 Ethical Considerations
As this study relies exclusively on secondary analysis of publicly available data, formal ethical approval is not required. Nevertheless, the research will uphold the principles of academic integrity by accurately representing and citing all sources in line with Harvard 2025 referencing standards. No primary data involving human participants will be collected, and all original authors will be appropriately acknowledged to prevent plagiarism or misrepresentation (British Educational Research Association, 2018).
3.7 Conclusion
This methodological framework provides a transparent, replicable, and academically rigorous approach to identifying and analysing research on chronic pain management in older adults in the UK. The use of a structured search strategy, clearly defined eligibility criteria, and Braun and Clarke’s thematic analysis ensures methodological robustness, enhancing the credibility and reliability of the study’s findings.


Chapter 4: Findings 
4.0 Introduction
This chapter presents the findings derived from ten peer-reviewed studies conducted across the United Kingdom between 2016 and 2025, exploring chronic pain management among older adults. Using Braun and Clarke’s (2006) thematic analysis framework, both qualitative and quantitative data were synthesised to identify recurring patterns, relationships, and implications for practice. The goal is to explore how chronic pain management influences the physical well-being of older adults, while examining professional competence, accessibility, and systemic factors.
4.1 Overview of Included Studies and Key Findings 
A total of ten studies were included for this analysis across England.
Table 4.1: The study’s focus and findings 
	No.
	Author(s) / Year
	Title
	Focus
	Key Findings 

	1
	McQueenie et al. (2021) 
	Prevalence of chronic pain in long-term conditions and multimorbidity using UK Biobank
	Highlights the high burden of chronic pain among older adults with multimorbidity, suggesting integrated care is essential to manage overlapping health issues.
	Chronic pain reported in 43% of UK adults; 69% with ≥1 long-term condition; multimorbidity strongly associated with widespread pain.

	2
	Bourke et al. (2022) 
	Patient experiences of self-management for chronic low back pain
	Self-management is an evolving psychological process; empowerment and sustained physiotherapy support are crucial for improving long-term adaptation.
	Themes: self-doubt, coping day-to-day, developing resilience, and “living with pain differently.” Patients fluctuate between control and acceptance of pain.

	3
	Jebara et al. (2023) 
	Chronic pain management in older adults in remote/rural Scotland
	Service inequity exists between urban and rural populations; integrated multidisciplinary approaches and telehealth are needed to improve access.
	Three themes: severe pain impacts daily life; poor access to services; low expectations for improvement. Rural isolation complicates pain control.

	4
	Smith et al. (2022)  
	Caregiving for older people living with chronic pain (ELSA study)
	Informal care sustains quality of life but may mask unmet clinical needs; support for both carers and recipients is vital in chronic pain management.
	Informal caregiving common, mostly from partners/children; care recipients had greater disability but similar wellbeing to non-care recipients.

	5
	Armoogum et al. (2024) 
	Healthcare professionals’ knowledge and confidence managing chronic pain after cancer
	Professional education is needed to equip providers with biopsychosocial pain management skills, especially for cancer survivors.
	Limited knowledge/confidence among HCPs regarding post-cancer chronic pain; barriers include role confusion and inadequate training.

	6
	Denver-Wason et al. (2025)  
	Patient consensus on tools for measuring chronic pain outcomes in Scottish pharmacotherapy services
	Patient involvement in outcome tool selection ensures relevance and person-centred evaluation in pharmacotherapy services.
	Consensus favoured the Brief Pain Inventory for capturing patient outcomes; highlighted need for accessible, comprehensible assessment tools.

	7
	Vaucher et al. (2018)  
	Beliefs and attitudes of UK osteopaths towards chronic pain
	Continued professional education can strengthen biopsychosocial approaches among manual therapists, improving chronic pain management outcomes.
	Osteopaths display mixed biomedical and biopsychosocial attitudes; postgraduate education improved understanding of chronic pain.

	8
	Cooper et al. (2016)  
	Peer-mentoring for community-dwelling older adults with chronic low back pain
	Peer-support enhances self-efficacy and continuity of care post-physiotherapy; could be cost-effective for older adults.
	Identified themes: barriers to self-management, need for tailored peer-mentoring, value of lived experience.

	9
	Stewart et al. (2020) 
	Older people’s perspectives on chronic pain in Scottish Highlands
	Biomedical approaches dominate rural pain care; there is a need to expand holistic, integrated pain management options.
	25% reported chronic pain; management largely by GPs with limited multidisciplinary input; few used non-pharmacological methods.

	10
	Fallon et al. (2020) 
	Adverse effects of COVID-19 lockdown on people with chronic pain
	Psychological distress exacerbates pain during isolation; integrating mental health support and remote pain interventions is essential in crises.
	Lockdown increased perceived pain severity, anxiety, depression, and reduced physical activity; pain catastrophising mediated these effects.


Source: Researcher's Computation 

Table 4.1 presents ten key studies examining integrated care services for older adults in the United Kingdom. 
4.2 Methodology used in Primary Papers
1. General Overview
The ten studies collectively demonstrate a diverse methodological landscape encompassing quantitative, qualitative, mixed-methods, and consensus-based approaches. This diversity reflects the complexity of chronic pain as both a clinical and psychosocial phenomenon. Quantitative designs (Smith et al., 2022; McQueenie et al., 2021; Fallon et al., 2020) provide epidemiological breadth, identifying prevalence, associations, and trends. Qualitative studies (Bourke et al. 2022; Cooper et al., 2016; Jebara et al., 2023; Stewart et al., 2020 ) explore patient perspectives and experiential dimensions, offering explanatory depth. Meanwhile, workforce- and practice-oriented studies (Vaucher et al., 2018; Armoogum et al., 2024) employ surveys to assess professional attitudes and training gaps, and Denver-Wason et al. (2025) uses a Delphi consensus method to co-produce patient-relevant outcome tools.
While this methodological plurality strengthens the overall evidence base, it also introduces challenges of comparability and generalisation, as each study privileges different levels of analysis from population-level associations to personal narratives and professional practice.
2. Quantitative Epidemiological Approaches
McQueenie et al. (2021) and Smith et al. (2022) use large-scale secondary data analysis (UK Biobank and ELSA, respectively). These cross-sectional and longitudinal designs enable statistical estimation of chronic pain prevalence, multimorbidity, and associated sociodemographic factors. Their strengths lie in sample size, representativeness, and the ability to model relationships between pain, disability, and care patterns.
However, these studies face common methodological critiques such as; self-reported pain introduces recall and reporting bias; cross-sectional data (in McQueenie et al.) precludes causal inference; volunteer bias in large cohort datasets (e.g., UK Biobank’s healthier sample) may underestimate true population burden.
Despite these limitations, the epidemiological designs establish a macro-level foundation for understanding pain distribution and inform the qualitative research that probes underlying mechanisms.
3. Qualitative and Phenomenological Studies
Four studies; Bourke et al. (2022); Jebara et al. (2023); Stewart et al. (2020); and Cooper et al. (2016) adopt qualitative methodologies rooted in phenomenology and thematic analysis.
These approaches privilege the lived experience of chronic pain, exploring adaptation, coping, rural inequity, and social support.
Qualitative research in health psychology offers valuable insights into the lived experiences of patients and their interactions with healthcare systems. Such studies generate rich, contextualised understandings of psychological processes (Bourke et al., 2022) and coping strategies (Cooper et al., 2016), while uncovering structural barriers and cultural attitudes that influence access to care (Jebara et al., 2023; Stewart et al., 2020). Importantly, qualitative approaches capture fluctuations and ambivalence in patient experiences that are often obscured by quantitative survey methods. However, these strengths are counterbalanced by methodological challenges, including limited generalisability due to small, purposive samples, the potential for researcher bias in thematic interpretation, and insufficient triangulation arising from a lack of participant validation or mixed-method integration. Despite these critiques, the ecological validity of qualitative research its alignment with real-world contexts ensures its continued significance for understanding nuanced patient perspectives that quantitative data alone cannot fully reveal.
4. Survey and Workforce Studies
The study of Vaucher et al. (2018) and Armoogum et al. (2024) employed cross-sectional survey designs targeting healthcare professionals with the purpose of assessing knowledge, attitudes, and confidence regarding chronic pain management. These studies are valuable for mapping professional perspectives, identifying training needs, and evaluating alignment with biopsychosocial principles.
Critically, however, they also exhibit methodological weaknesses including reliance on self-reported competence rather than observed practice; possible social desirability bias, where respondents overstate biopsychosocial alignment; and non-random sampling, often through professional networks, which can limit representativeness.
Despite such constraints, these studies bridge the gap between patient-focused research and system-level practice by diagnosing where workforce limitations might undermine integrated pain care.
Summary of Methodology findings 
	S/N 
	Methodological Dimension
	Strength
	Limitation
	Implication

	1
	Quantitative Cohort (McQueenie et al., 2021; Smith et al., 2022)
	Large samples, statistical precision
	Limited causality, selection bias
	Establish prevalence but not mechanism

	2
	Qualitative (Bourke et al., 2022; Jebara et al., 2023; Stewart et al., 2020; Cooper et al., 2016)
	Depth, context, patient perspective
	Small, non-generalizable samples
	Reveal mechanisms, inform intervention design

	3
	Survey (Vaucher et al., 2018; Armoogum et al., 2024)
	Broad professional insight
	Self-report bias, limited representativeness
	Identify workforce gaps

	4
	Consensus (Denver-Wasonet al., 2025)
	Patient inclusion, tool relevance
	Lack of psychometric validation
	Align measures with patient priorities

	5
	Natural Experiment (Fallonet al., 2020)
	Real-world relevance
	Contextual confounders
	Show psychosocial amplifiers of pain


Table 4.2 shows the summary of methodology findings 

4.3 Thematic Analysis Results
Thematic analysis summary of ten studies exploring the effect of chronic pain management on the physical well-being of older adults in the United Kingdom  Each row is a theme observed across the corpus, with subthemes, typical codes, a short code explanation, and which papers support that theme (author, year).
Table 4.3: Thematic Analysis Results of Ten Reviewed Studies on chronic pain management on the physical well-being of older adults in the United Kingdom
	Theme
	Subtheme
	Codes
	Code Explanation
	Supporting Papers (Author, Year)

	Burden and prevalence of chronic pain
	Treatment orientation
	High prevalence; multimorbidity; widespread pain; disability
	Quantitative markers showing how common chronic pain is and its concentration in people with multiple long-term conditions and greater disability.
	McQueenie et al. (2021); Smith et al. (2022)

	Impact on daily life and functioning
	Carer roles and hidden needs
	ADL impairment; mobility limits; daily disruption; role loss
	How pain prevents/limits daily tasks, reduces participation, and changes identity/roles.
	McQueenie et al. (2021); Jebara et al. (2023); Stewart et al. (2020); Fallon et al. (2020)

	Self-management and psychological adaptation
	Workforce education and boundaries
	self-doubt; striving for control; acceptance; resilience; behavioral adjustments
	Patient-level cognitive/behavioral strategies to live with pain oscillation between attempts to control vs accepting limitations.
	Bourke et al. (2022); Cooper et al. (2016); Fallon et al. (2020)

	Access, equity and service availability
	Lived experience, mentorship
	poor access; rural isolation; long waits; GP-dominated care
	Structural/system factors limiting access to multidisciplinary care (especially in rural/remote areas).
	Jebara et al. (2023); Stewart et al. (2020); McQueenie et al. (2021)

	Dominant biomedical vs biopsychosocial approaches
	Tool selection and relevance
	biomedical dominance; limited non-pharmacologic use; biopsychosocial uptake
	Tension between medication/GP-led biomedical care and recommended holistic biopsychosocial models; low uptake of non-pharmacologic therapies.
	Stewart et al. (2020); Vaucher et al. (2018); Armoogum et al. (2024)

	Informal care giving and social support
	Psychological mediators and  behavior change
	partner/child care; masked unmet needs; caregiver burden; support dependency
	Informal carers maintain quality of life but may conceal clinical needs or create dependency dynamics.
	Smith et al. (2022)

	Professional knowledge, confidence and role clarity
	
	limited confidence; role confusion; training needs; mixed attitudes
	Healthcare professionals report gaps in knowledge/confidence managing chronic pain (esp. post-cancer), and unclear role responsibilities across disciplines.
	Armoogum et al. (2024); Vaucher et al. (2018)

	Peer support and continuity of care
	
	peer-mentoring value; continuity post-physio; tailored support; cost-effectiveness potential
	Peers provide experiential guidance, improve self-efficacy and help bridge service gaps after formal treatment ends.
	Cooper et al. (2016); Bourke et al. (2022) 

	Measurement, outcomes and patient involvement
	
	patient-prioritised outcomes; Brief Pain Inventory; accessibility of tools
	Patients favour outcome tools that are comprehensible and relevant; consensus can guide measurement selection but psychometric validation is needed.
	Denver-Wason et al. (2025)

	Contextual/external shocks (COVID-19)
	
	increased pain severity; anxiety/depression; reduced activity; catastrophising
	Crisis conditions (lockdown) exacerbate pain via psychological distress and reduced physical activity; catastrophising mediates worsening.
	Fallon et al. (2020)



4.4 Discussion of Findings
Chronic-pain management as a complex, multi-level process
The literature consistently frames chronic-pain management as a systemic, multi-level challenge. Effective interventions require structural redesign, relational continuity, and patient-centred strategies. Population studies (McQueenie et al., 2021; Smith et al., 2022) highlight prevalence and multimorbidity, justifying system-level responses, while qualitative evidence (Bourke et al., 2022; Cooper et al., 2016) underscores the importance of peer support, self-management, and trusted clinician relationships. Local context, especially rurality, necessitates adaptive strategies such as telehealth and outreach (Jebara et al., 2023; Stewart et al., 2020).


Workforce, skills, and leadership
Workforce capacity, role clarity and training are repeatedly presented as foundational enablers. Vaucher et al. (2018) and Armoogum et al. (2024) identify mixed professional attitudes and limited confidence in biopsychosocial pain management particularly for complex presentations such as post-cancer pain pointing to concrete CPD needs. Denver-Wason et al. (2025) also implies workforce implications: patient-preferred outcome measures (e.g., Brief Pain Inventory) will only be useful if clinicians can interpret and act on them. These findings match Cooper et al. (2016) and Bourke et al. (2022) emphasis on ongoing support, and Jebara et al. (2023) rural  work that highlights local workforce scarcity.
Yet internal critiques emerge: several papers warn that top-down workforce initiatives may miss local realities. For example, Jebara et al. (2023) and Stewart et al. (2020) show that rural services cannot simply implement urban workforce solutions without adjustments; McQueenie et al. (2021) and Smith et al. (2022) suggest that population-level strategies must account for distributional inequities in workforce and access. Armoogum et al. (2024) finding of role confusion and low confidence further critiques initiatives that assume existing professional boundaries will accommodate integrated practices without targeted training and clarified scopes of practice. Thus, the literature supports workforce investment as key, but simultaneously cautions that leadership must balance national strategies with local adaptability.
Continuity, coordination, and relational care
Continuity and coordination are central threads linking the corpus. Smith et al. (2022) quantifies the role of informal caregiving in maintaining wellbeing despite disability, while Bourke et al. (2022), Cooper et al. (2016) and Stewart et al. (2020) provide qualitative evidence that relational continuity (trusted relationships with clinicians and peers) underpins effective self-management and patient satisfaction. Denver-Wason et al. (2025) reinforces the need for measures that capture outcomes meaningful to patients in sustained care relationships.
Contrasting perspectives appear in how quickly benefits are realized. The adoption of quantitative snapshots (Fallon et al., 2020) and cohort-based prevalence studies (McQueenie et al., 2021; Smith et al., 2022) make clear the scale of need but failed to capture immediacy of relational benefits; qualitative studies suggest relational continuity produces immediate improvements in lived experience. This difference is not contradictory but methodologically complementary: interpersonal continuity yields prompt subjective gains (less anxiety, better coping), while system-wide coordination may take longer to produce measurable population outcomes (reduced admissions, improved function) a pattern that several papers (Fallon et al., 2020; McQueenie et al. 2021; Jebara et al., 2023) collectively highlight.
Policy, funding, and systemic barriers
Policy and resourcing constraints recur as critical barriers. Jebara et al. (2023) and Stewart et al. (2020) see service under-provision in rural areas; Armoogum et al. (2024) and Vaucher et al. (2018) identify inadequate role clarity and training time as systemic constraints; Denver-Wason et al. (2025) indicates that measurement choices must be paired with operational capacity. McQueenie et al. (2021) quantifies need that could justify investment; Smith et al. (2022) suggests informal care partially masks unmet clinical needs a reality that makes funding allocation decisions more complex.
These critiques converge on a single point: integration requires structural reform (governance, financing, data-sharing, workforce pipelines). Several papers implicitly or explicitly critique the idea that modest, short-term pilots or single-component changes (e.g., only rolling out a new outcome tool) will be sufficient. Instead they call for aligned policy, sustainable funding, and cross-sectoral governance to enable meaningful change.
Outcomes and impact evidence
Empirical strength varies across the corpus. McQueenie et al. (2021) and Smith et al. (2022) supply robust prevalence and association data that justify urgency. Fallon et al. (2020) supplies timely evidence on how psychosocial stressors (lockdown) amplify pain offering mechanistic insight. The qualitative studies (Bourke et al., 2022, Cooper et al., 2016; Jebara et al., 2023; Stewart et al., 2020) richly document outcomes important to patients (control, resilience, independence), and Denver-Wason et al. (2025) proposes concrete measurement solutions (Brief Pain Inventory) to capture these outcomes.
Nevertheless, a mutual critique across multiple articles is limited intervention evidence: few studies in the set provide randomized or long-term outcome trials of integrated care models (telehealth MDTs, peer mentoring at scale, workforce CPD with fidelity assessment). Cooper et al. (2016) and Bourke et al. (2022) propose potentially scalable models, but both are limited by small-scale or qualitative designs. Thus, while the studies support integrated, person-centred outcome aims, they collectively call for pragmatic trials and longitudinal mixed-methods evaluations to demonstrate durable system-level impacts.

Equity and inclusion
Equity especially geographic (rural) and multimorbidity-related inequities is emphasized. Jebara et al. (2023) and Stewart powerfully document rural access barriers and low expectations, which critique the implicit urban bias in population studies (McQueenie et al., 2021) and underscore the need for context-aware implementation (telehealth, outreach). Smith’s work on care giving highlights socioeconomic and household-level variation that can obscure unmet needs. Armoogum et al. (2024) and Vaucher et al. (2018) findings show that workforce and professional culture can either mitigate or exacerbate inequities.
Grappling with equity, the corpus presents two linked messages: integrated approaches have the potential to reduce inequities, but only if equity is explicitly embedded in design, funding, and measurement. Several studies implicitly critique one-size-fits-all policies that neglect place-based or socio-economic vulnerabilities.
Collective synthesis
Taken together, the ten studies form a coherent and complementary evidence base: prevalence and cohort data (McQueenie et al., 2021; Smith et al., 2022) justify the imperative; qualitative and implementation-facing studies (Bourke et al., 2022; Cooper et al., 2016; Jebara et al., 2023;  Stewart et al., 2020; Fallon et al., 2020) provide theory and mechanisms for how integrated, biopsychosocial approaches could work; workforce and professional surveys (Vaucher et al., 2018; Armoogum et al., 2024) identify bottlenecks; Denver-Wason et al. (2025) offers a patient-centred measurement pathway. The main cross-cutting critique is not contradiction but an evidence-practice gap: while papers consistently argue for integrated, person-centred models, there is limited high-quality trial evidence to show which specific configurations (peer-mentoring plus telehealth plus MDT, for example) reliably produce sustained, equitable outcome gains across contexts.
Integrative critique
Critically, the body of work reveals a maturity gap between conceptual/policy ambitions and tested, scalable practice. Several studies provide micro-level, relational insight (Bourke et al., 2022; Cooper et al., 2016; Stewart et al., 2020) but lack the quantitative validation to convince payers and system leaders. Conversely, population studies (McQueenie et al., 2021; Smith et al., 2022) demonstrate need but cannot specify which interventions will close gaps. As Pawson and Tilley’s realist perspective would predict, this collection shows that “what works, for whom, and under what circumstances” remains only partially answered in chronic-pain care. The literature collectively supports integrated, biopsychosocial, person-centred care as the target, while also critiquing current attempts to implement it as uneven, underfunded, and insufficiently responsive to local context.
Implications: move to pragmatic, mixed-methods trials and implementation science approaches that; 
(a) test promising models (peer support, telehealth MDTs, targeted CPD), 
(b) embed patient-centred measurement (Denver-Wason et al. (2025) recommendations) and 
(c) prioritise rural and multimorbid older adults for inclusion to ensure equity. Policy and leadership must fund longer-term translational pathways rather than short pilots, and workforce development must be paired with clarified roles and local adaptability.
4.5 Gaps in the Evidence
Despite valuable insights, several gaps persist across the ten reviewed studies on chronic pain management among older adults in the UK. Firstly, limited longitudinal data exist; most studies (e.g., McQueenie et al., 2021; Stewart et al., 2020) are cross-sectional, preventing causal inference about how chronic pain and multimorbidity evolve over time. Secondly, there is inadequate representation of ethnic minorities and socioeconomically disadvantaged groups, which restricts understanding of cultural and social influences on pain perception and care access.
Rural–urban disparities are well-documented (Jebara et al., 2023; Stewart et al., 2020), yet there remains insufficient evidence on how telehealth and integrated service models can bridge these gaps effectively. Several studies highlight professional knowledge and training deficits (Armoogum et al., 2024; Vaucher et al., 2018), but few evaluate specific educational interventions or their impact on practice outcomes. Similarly, psychological and social dimensions of pain are underexplored quantitatively; most findings rely on small qualitative samples (Bourke et al., 2022; Cooper et al., 2016) without large-scale validation.
Furthermore, interdisciplinary collaboration is inconsistently examined, with limited evidence on how general practitioners, pharmacists, and allied health professionals can coordinate care (Denver-Wason et al., 2025). The COVID-19-related study (Fallon et al., 2020) indicates the importance of remote care and mental health integration, yet empirical evaluations of post-pandemic digital pain services are lacking.
Overall, the evidence base would benefit from longitudinal, mixed-methods, and intervention-focused research that evaluates the effectiveness of multidisciplinary, community-based, and technology-enhanced models of chronic pain management for older adults across diverse UK contexts
4.6 Implications of the Evidence Gaps
The identified gaps highlight the urgent need for more inclusive, longitudinal, and intervention-based research to inform equitable chronic pain management for older adults. Policymakers and health practitioners must prioritise studies that evaluate multidisciplinary, community-led, and technology-supported approaches to address both physical and psychosocial aspects of pain. Strengthening healthcare professional education, integrating mental health into pain care, and expanding digital access in rural areas could reduce disparities and improve outcomes. Bridging these evidence gaps will ensure that pain management strategies across the UK are comprehensive, person-centred, and adaptable to diverse populations and healthcare settings.
4.7 Conclusion 
The synthesis indicates that chronic pain management profoundly affects the physical well-being of older adults through its intersection with psychological resilience, healthcare access, and self-management capacity. Despite policy recognition of multimodal care, implementation remains uneven, particularly in rural communities. The findings reveal that knowledge gaps among professionals, coupled with systemic barriers, continue to hinder progress.


Chapter 5
 Discussion, Recommendations, and Implications
5.0 Introduction
This chapter discusses the findings presented in Chapter 4, offering an interpretive evaluation of how chronic pain management strategies can be more effectively integrated to promote holistic and equitable care for older adults across the United Kingdom. Drawing upon evidence from ten UK-based studies spanning 2016–2025, the discussion connects empirical findings with theoretical and policy frameworks including the biopsychosocial model, the Scottish Government’s 2020 Vision for Health and Social Care, and NICE (2017) guidelines for chronic pain management. The chapter culminates in practical recommendations, suggestions for future research, and implications for healthcare policy and clinical practice.
5.1 Summary of Key Findings
The synthesis of qualitative and quantitative evidence revealed a multidimensional understanding of chronic pain management among older adults, identifying recurring challenges and opportunities for improvement.
5.1.1 Accessibility and Equity of Care
Older adults in rural and remote regions (e.g., Highlands, Grampian, and Northern England) consistently reported geographical barriers to accessing specialist pain services (Jebara et al., 2023; Stewart et al., 2020). General practitioners (GPs) remain the primary point of contact, yet most lacked access to multidisciplinary or community-based resources. The absence of integrated referral pathways results in reliance on pharmacological treatments rather than holistic care, reinforcing inequities between urban and rural healthcare provision.
5.1.2 Professional Knowledge and Confidence
Healthcare professionals including nurses, pharmacists, and osteopaths acknowledged deficits in chronic pain education and role clarity (Armoogum et al., 2024; Macdonald et al., 2018). Despite national frameworks emphasising person-centred, biopsychosocial care, implementation remains inconsistent. Postgraduate training and continuing professional development (CPD) in pain management are fragmented, leading to variable quality of care and under-recognition of non-pharmacological interventions such as physiotherapy, cognitive-behavioural therapy (CBT), and peer-support programmes.
5.1.3 Self-Management and Peer Support
Evidence from Cooper et al. (2016) and Bourke et al. (2022) highlighted the importance of self-management and peer mentoring in sustaining long-term wellbeing among older adults with chronic pain. However, many participants experienced self-doubt, fluctuating motivation, and lack of ongoing reinforcement, especially after discharge from physiotherapy. Empowerment through education, structured follow-up, and social connection were shown to enhance self-efficacy, yet these supports are rarely embedded in community health systems.
5.1.4 Psychological and Social Wellbeing
Studies such as Fallon et al. (2021) demonstrated how psychological distress and reduced physical activity exacerbate pain perception and functional limitations. The COVID-19 pandemic magnified these effects, exposing the vulnerability of individuals reliant on face-to-face support. Interventions that integrate mental health and physical rehabilitation are therefore essential to address the cyclical relationship between anxiety, inactivity, and pain.
5.1.5 Systemic Gaps
Across all studies, the most persistent gap was the fragmentation of chronic pain services. Despite policies promoting integrated and multidisciplinary models, care remains largely biomedical, reactive, and medication-driven (Stewart et al., 2020). Fragmentation between primary care, pain clinics, and social services undermines continuity and patient empowerment.
5.2 Evaluation of Chronic Pain Management Integration
Effective chronic pain management for older adults demands a whole-systems approach that transcends pharmacological treatment and focuses on quality of life, functionality, and autonomy. The evidence suggests that while the UK has made policy progress through NICE guidance, the Framework for Pain Management Service Delivery (Scotland, 2019), and NHS England’s Long-Term Plan implementation remains uneven.
5.2.1 Moving from Biomedical to Biopsychosocial Models
Most studies indicated that healthcare remains dominated by a biomedical paradigm focusing on analgesics and symptom suppression. Integrating a biopsychosocial model requires recognition that pain encompasses physiological, psychological, and social dimensions. Collaborative management linking GPs, physiotherapists, pharmacists, psychologists, and social workers should form the standard of care rather than the exception.
5.2.2 Enhancing Professional Training
Education reform is essential. Pain management competencies should be embedded in undergraduate and postgraduate curricula for all healthcare disciplines. Structured CPD modules could enhance understanding of multimorbidity, pain psychology, and polypharmacy management, ensuring older adults receive consistent, evidence-based care.
5.2.3 Community-Based and Technological Innovations
Digital health platforms, tele-rehabilitation, and online peer-support groups could address geographical disparities in service access. However, these technologies must be age-appropriate, user-friendly, and inclusive for older adults with limited digital literacy. Pilot projects integrating telehealth with physiotherapy and pain psychology in rural regions show promise but require sustained investment and evaluation.
5.2.4 Policy and Service Integration
The findings underscore the need for policy alignment across health boards and NHS trusts. Chronic pain should be managed as a long-term condition within integrated care systems (ICS), with shared electronic records and coordinated referral pathways. Commissioning models should reward outcome-based, patient-centred care rather than activity-based outputs.
5.3 Recommendations
Based on findings from McQueenie et al. (2021) and Smith et al. (2022), community-level multidisciplinary teams comprising GPs, physiotherapists, psychologists, pharmacists, and social workers should be established to ensure continuity across hospital, community, and home care, enhancing physical functioning and independence among older adults. Evidence from Vaucher et al. (2018) and Armoogum et al. (2024) highlights gaps in workforce skills and confidence, supporting the introduction of national training standards and CPD programmes in biopsychosocial pain management. Qualitative studies (Bourke et al., 2022; Cooper et al., 2016) demonstrate that structured peer mentoring and goal-setting frameworks sustain engagement, functional capacity, and resilience. Rural and socioeconomic barriers identified by Jebara et al. (2023) and Stewart et al. (2020) indicate the need for outreach, telehealth, and digital support to improve equitable access. Finally, mandating the reporting of patient-centred outcomes, functional improvements, and satisfaction (Denver-Wason et al., 2025) ensures that policy aligns with practice and supports sustainable, evidence-informed chronic pain management for older adults.
5.4 Suggestions for Further Studies
1. Longitudinal Studies on Pain Trajectories
Future research should track older adults’ pain experiences over time to understand the long-term impact of integrated interventions on physical wellbeing and independence.
2. Evaluations of Digital and Remote Interventions
There is limited evidence on how telehealth, remote physiotherapy, or virtual peer groups influence pain management outcomes in older adults.
3. Economic Evaluations of Integrated Models
Cost-effectiveness studies comparing biomedical versus biopsychosocial service models could inform NHS commissioning priorities.
4. Cross-Regional Comparative Studies
Comparative research between England, Scotland, Wales, and Northern Ireland could reveal systemic differences in access and outcomes, guiding equitable national strategies.
5. Cultural and Socioeconomic Dimensions
Qualitative studies exploring how ethnicity, income, and social isolation shape chronic pain experiences among older adults would expand understanding of inequality.




5.5 Implications of Findings
5.5.1 For Clinical Practice
Healthcare professionals should adopt a holistic, person-centred approach that addresses not only physical pain but also emotional resilience and social participation. Clinicians must move beyond symptom relief toward empowering patients to live well with chronic pain.
5.5.2 For Health Policy
Integrated chronic pain management should be embedded within the NHS Long-Term Plan and Integrated Care Systems (ICSs). Investment in workforce training, community rehabilitation, and digital inclusion is crucial to reduce disparities across regions.
5.5.3 For Research and Education
Academic institutions and research councils should prioritise transdisciplinary research linking gerontology, pain science, and health technology. Education programmes should promote reflective practice, empathy, and communication skills to enhance clinician-patient engagement.
5.5.4 For Older Adults and Communities
Empowering older adults through peer networks, self-management education, and accessible information will foster independence and mitigate feelings of helplessness. Community organisations, voluntary sectors, and local councils have an essential role in sustaining such initiatives.
5.6 Conclusion 
This chapter evaluated chronic pain management strategies and highlighted the urgent need for a systematic shift from fragmented biomedical care to integrated biopsychosocial practice across the UK. The evidence underscores that chronic pain in older adults is not only a medical issue but a multidimensional public health challenge influenced by education, equity, and service structure.
Holistic, equitable care can be achieved through cross-sector collaboration, professional development, community empowerment, and the integration of psychological and physical rehabilitation within every stage of the pain management pathway. These measures, if effectively implemented, would not only enhance physical wellbeing but also uphold the dignity, autonomy, and quality of life of older adults living with chronic pain in the United Kingdom.
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