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Task Force on Guidelines for Desirable Characteristics for Pain Treatment Facilities

DESIRABLE CHARACTERISTICS FOR PAIN TREATMENT FACILITIES

Facilities for the treatment of patients with chronic pain have developed rapidly in the past fifteen
years. There have been few, if any, govcrnmcntal  or professional standards or controls for such patient
care facilities, even in the developed nations of the world. In the United States of America, pain
treatment facilities that exist within hospitals are theoretically evahrated  under the aegis of the Joint

Committee on the Accreditation of Hospitals, but the accreditation process does not specificahy  assess
the pain treatment facility. Free-standing pain treatment programs and those within hospitals may
also obtain voluntary certification from the Commission on Accreditation of Rehabilitation Facilities

through a program instituted with assistance from the Americvl Pain Society in 1983. In other
countries, both governmental agencies and the national chapters of the International Association for

the study of Pain (IASP) have developed some standards. Governmental health care systems in some

countries regulate all aspects of the provision of health care, and the freedom to establish new types of

health care delivery is limited.

The International .Association  for the Study of Pain believes that patients throughout the world would
benefit from the establishment of a set of desirable characteristics for pain treatment  ficihties.
Although IASP  itself does not plan to offer certification on accreditation, the standards set forth in this
document can serve as a guideline for both practitioners and those governmental or professional
organisations involved in the establishment of standards for this type of health care delivery. The field
of pain management has been viewed with scepticism by many physicians and health policy and
funding administrators*, reasonable guidelines should be established and adhered to by reputable

treatment facilities.

It is important to recognise that not every patient referred to a pain treatment facility requires the

services of a large number of health care professionals. Nonetheless, many pain patients do require the

services of multiple disciplines and resources must be available to effectively manage the patient. It is

on the basis of the types of resources available that the following classification scheme has been

proposed.

This Task Force has not addressed the issues of pain management in the post-operative or

post-trauma setting. Such treatment programs may occur within a pain treatment flicility,  but they are

not required for the assessment and treatment of patients with chronic pain.
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DEFINITION OF TERMS

The following terms will be briefly defined in this section; a more complete description of the
characteristics of each type of facility appears in subsequent portions of this report.

1. Pain treatment fkility:

A generic term used to describe all forms of pain treatment ficilitics  without regard to pcrsonnd
involved or types of patients served. Pain unit is a synonym for pain treatment ficility.

2. Multidisci~llnary  pain centre

An organisation of health care professionals and basic scientists which includes research, teaching and

Patient arc related to acute and chronic pain. This is the largest and most complex of the pain

treatment facilities and ideally would exist as a component of a medical school or teaching hospital.

Clinical programs must be supervised by an appropriately trained and  licensed clinical director; a wide

array of health care specialists is required, such as physicians, psychologists, nurses, physical therapists,

occupational therapists, vocational counsellors, social workers and other specialised health care

providers.

The disciplines of health care providers required is a f!unction of the varieties of patients seen and the
health care resources of the community. The members of the treatment team must communicate with

each other on a regular basis, both about specific patients and about overall development. Health care

services in a multidisciplinary pain clinic must be integrated and based upon multidisciplinary
assessment and management of the patient. Inpatient and outpatient programs are offered in such a

facility.

3. Multidisciplinary pain clinic:

A health care delivery facility staffed by physicians of different specialties and other non-physician

health care providers who specialise in the diagnosis and management of patients with chronic pain.
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This type of facility differs from a Multidisciplinary Pain Centre only because it does not include

research and teaching activities in its regular programs. A Multidisciplinary pain clinic may have

d’ntgnostic  and treatment Facilities which are outpatient, inpatient or both.

4. Pain Clinic:

A health arc delivery ficility focusing upon the diagnosis and management of patients with chronic

pain. A pain clinic may specialise in specific diagnoses or in pains related to a specific region of the

body. A pain clinic may be large or small but it should never  be a label for an isolated solo practi-

tioner. A single physician functioning within a complex health care institution which offers
appropriate consultative and therapeutic services could qualify- as a pain clinic, if chronic pain patients
were suitably assessed and managed. The absence of interdisciplinary assessment and management
distinguishes this type of facility from a multidisciplinary pain centre or clinic. Pain clinics can, and
should be encouraged to, carry out research, but it is not a required characteristic of this type of

facility.

5. Modality-oriented  clinic

This is a heahh  care facility which offers a specific  type of treatment and does not provide
comprehensive assessment or management. Examples include nerve block clinic, transcutaneous  nerve

stimulation clinic, acupuncture clinic, biofeedback clinic etc. Such a facility may have one or more
health care providers with different professionals training; because of its limited treatment options and
the lack of an integrated, comprehensive approach, it does not qualify for the term, muhidisciplinary.

DESIRABLE CHARACTERISTICS OF MULTIDISCIPLINARY PAIN
CENTRES

1. A multidiiciplinary  pain centre (MPC) should have on its staff a variety of health care  providers

capable of assessing and treating physical, psychological, mediaI,  vocational and social aspects of
chronic pain. These can in&de  physicians, nurses, psychologists, physical therapists, occupational
therapists, vocationa counsellors, social workers and any other type of health care professional who can

make a contribution to patient diagnosis or treatment.

2. At least three  medical specialities should be represented on the staR of a multidisciplinary pain

centre. If one of the physicians is not a psychiatrist, physicians from two specialities and a clinical

psychologist am the minimum required. A multidisciplinary pain centre must be able to assess and

treat both the physical and the psychosocial aspects of a patient’s complaints. The need for other types

of health care providers should be determined on the basis of the populations scrvcd by the MPC.

3. The health care professionals should communicate with each other on a regular basis both about
individual patients and the programs which arc offered in the pain treatment facility.

4. There should be a Director or Co-ordinator of the MPC. He or she needs not be a physician, but

if not, there should be a Director of Medical Services who will be responsible for monitoring of the

medical services provided.
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5. The MPC should offer diagnostic and therapeutic services which include meditation manage-

ment, referral for appropriate medical consultation, review of prior medical records and diagnostic

tests, physical examination. psychological assessment and treatment, physical therapy vocational

assessment and counselling and other facilities as appropriate.

6. The MPC should have a designated space for its activities. The MPC should include facilities for

inpatient services and outpatient services.

7. The MPC should maintain records on its patients so as to be able to assess individual treatment

outcomes and to evaluate overall program effectiveness.

8. The MPC should have adequate support staff to carry out its activities.

9. Health care providers active in a MPC should have appropriate knowledge of both the basic

sciences and clinical practices relevant to chronic pain patients.

10. The MPC should have a medically trained professional available to deal with patient referrals and

emcrgencics.

11. All health care providers in an MPC should be appropriately liccnscd  in the country or state in

which they practice.

12.  The MPC should be able to deal with a wide variety of chronic pain patients, including those

with pain due to cancer and pain due to other diicasa

13.  An MPC should establish protocols for patient management and assess their eflicacy periodically.

14. An MPC should see an adequate number and variety of patients for its profwional staff to
maintain their skills in diagnosis and treatment.

15. Members of a MPC should be carrying out research on chronic pain. This does not mean that
everyone  should be doing both research and patient care. Some will only function in one arena, but
the institution should have ongoing research  activities.

16. The MPC should be active in educational programs for a wide variety of health care providers

including undergraduate, gtaduatc and postdoctoral levels.

17. The MPC should be part of or closely filiated with a major health sciences educational or

rescarch institution.

DESIRABLE CI3&ACTERXS’l’IcS  FOR A MUIXIDISCXPLJNARY  PAIN CLINIC

The distinction between a Multidisciplinary Pain Centre  and a Multidisciplinary Pain Clinic is that the

former has research and teaching components that need not be present in the latter. Hence,  items 15,

16 and 17 above are not required for a Multidisciplinary Pain Clinic. All of the other items should be

present.
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DESIRABLE CHARACTERISTICS FOR A PAIN CLINIC

1. A Pain Clinic should have access to and regular interaction with at least three types of medic?l
specialities or health  care providers. If one of the physicians is not a psychiatrist, a clinical psychologist

is essential.

2. The health care providers should communicate with each other on a regular basis both about

individual patients and programs offered in the pain treatment ficility.

3. There should be a Director or Co-ordinator of the Pain Clinic. If he or she is not a physician,
there should be a Director of Medical Services who is responsible for the monitoring of medical
services which are provided to the patients.

4. The Pain Clinic should offer both diagnostic and therapeutic services.

5. The Pain Clinic should have designated space for its activities.

6. The Pain Clinic should maintain records on its patients so as to be able to assess individual

treatment outcomes and to cvaluatc  overall program effectiveness.

7. The Pain Clinic should have adequate support staff to carry out its activities.

8. Health  care providers working in a Pain Clinic should have appropriate knowledge of both the
basic sciences and clinical practices relevant to pain patients.

9. The Pain Clinic should have a trained health care professional available to deal with patient
referrals and emergencies.

10. All health care providers in a Pain Clinic should be appropriately licensed in the country and

state in which they  practice.

DISCUSSION

The Tuk Force is strongly committed to the idea that a multidisciplinary approach to diagnosis and
treatment is the preferred method of delivering health care to patients with chronic pain of any

etiology Not every  patient referred to a pain treatment facility is in need of multidisciplinary

diagnosis or treatment, but the facility should have  those resources available when they are

appropriate. Although the Task Force recognises that health care resour~ arc not uniformly distrib-

uted throughout any country or the world and that compromises will be necessary, all health care

providers should strive to attain the standards set forth in this document for the care of patients with

chronic pain. Health care providers in pain treatment h&ties  should be encouraged and expected to
be members of IASP  and its national chapters in order  to ficilitatc exchange of information and

research activities.

The primary goal for a pain treatment facility is to provide effective, humane care for those who

suffer from chronic pain. The complexities of the chronic pain patient must be recognised to
accomplish these goals. In the modern era,  however, the issue of cost effectiveness must also be

considered and we cannot erect standards for chronic pain treatment which are above and beyond the
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standards for patients with other types of complaints. Moreover, health care delivery systems are

rapidly changing and standards that prevent innovation and progress should not be proposed.

All patients with chronic pain should be appropriately evaluated before treatment is implemented.

Facilities that offer only one type of treatment or have limited access to professionals in various

disciplines must demonstrate appropriate patient selection prior to the initiation of therapy. Patients

who attend such a health care ficility  should have been fully cvaluatcd elsewhere before such a referral

is made. For example, if a “pain cllmic”  specialises in headache patients and offers only biofeedback

therapy, the patients referred to such a facility must have an appropriate medical evaluation prior to

embarking  on this treatment program. Pain treatment facilities must go beyond this stereotypic
approach and determine what services the patient needs prior to embarking upon one or another type

of treatment. If what the patient needs is not available, the patient should be referred elsewhere.

Resources and patient demands vary throughout the world, and there is no single guideline that can

be made which well apply to every location. In developing nations, pain treatment fiuiitics may
appropriately consist of a small number of health care profizssionals  with limited resources. Such groups
may mainly see chronic pain due to cancer or to nervous system injuries; the problems of chronic pain
as seen in the industrialised nations may have not yet arrived. Treatments may be limited to nerve
blocks and drugs if economic conditions preclude more apensive treatment strategies. It is unlikely
that research activities will be carried out in such an environment, but the mission of teaching other
health care providers should never be overlooked.

In the developed nations of the world, there would seem  to be no reason to allow an isolated

practitioner to call himself  a pain clinic. The diagnosis and management of patients with chronic pain
has become so complex that multiple skills and knowledge are required. There arc many possible

combinations, but such a facility must have at least one physician who assumes responsibility for
obtaining a complete history and performing a screening physical aamination. Old records must also
be reviewed. The speciality of the physician performing this review is not particularly relevant, but
clearly someone with cxpcrtisc in the type of disease process responsible for the patient’s chronic pain
should be either the referring physician or part of the pain treatment facility’s assessment team. At last
two other medical specialities as well as other types of health care providers should be represented to
justify  the term, multidisciplinary pain clinic. There is some question as to whether  any pain manage-

ment facilities which are not multidisciplinary should exist in a developed nation.

Other types of health care professionals are of great value in a pain treatment facility. These include

psychologists, nurses, physical therapists, occupational therapists, social workers, vocational counsellors
and others. The variety and number will be determined by the types of patients seen and the number
of visits per year to the facility. We should remember that the etiologies of chronic pain are not well

understood; medical treatments have already &led many of these patients and effective evaluation and
treatment may be administered by other health care professionals.

In summary, the developed nations should require that any facility  calling itself a pain clinic or pain

centre offer  a multidisciplinary array of diagnostic and treatment facilities. Single modality therapy

programs should be identified by the modality they utilise; e.g. “Biofeedback Clinic” rather than the
term, “Pain Clinic”. Neurosurgeons who perform pain-relieving procedures do not call thcmselvcs  a

“Pain Clinic”, nor should any other solitary specialist. Health care facilities which specialise in one

region of the body should be identified by that region in their title; e.g. “Headache Clinic”, rather
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than “Pain Clinic”. A Multidisciplinary Pain Clinic or Centre should provide comprehensive,

integrated approaches to both assessment and treatment.

In developing nations, it may not be immediately possible to amass the professional and physical

resources to establish a multidisciplinary pain clinic. A single health care provider may initiate a health

care facility with the goals of adding other personnel as the institution evolves. This should be encour-

aged by IASP  even though the health care facility at its inception may not meet the desired standards.

Pain Clinics and Pain Centres require not only physical resources but also specially trained health care

providers. There is no specific training program in pain management at this time, so all health care
providers have entered this area from existing specialities. Fellowships in pain management are
beginning to develop, and those individuals who wish to specialist  in pain management should bc

encouraged to obtain such a period of training. Others become reasonably skilled through their work

with pain patients, but the field should move  toward the establishment of specific training programs
in pain management and the development of a method  of evaluation and certification of individual
health  care providers  by responsible leaden.

All pain clinics should work toward the USC of a single method of coding diagnoses and treatments.
Although  the ICD-9 system is utilised in many countries, it is not particularly good for illnesses in
which pain is the major complaint. The IASP Taxonomy system is a step in the right direction, but it
will need further refinement before it becomes clinically acceptable. Noncthclcss,  excellence in pain
management  will require a standardised reporting system which can be used by all types of treatment

facilities throughout the world.

Finally, excellence is dependent  upon education of young health arc providers who may wish to enter

thii field. Pain Centres need  to establish educational programs on all levels to accomplish this goal.

These programs should attempt to integtate  with degree granting institutions in all the health sciences

as well as post-graduate educational programs.

R+ntrd with permirsion - Copyrigbt  1990 by the InternatMnal Association  $r the Study  of Pah

(IASP).  All rights reserved. This  monograph is protected by copyright; no part of it may be

duplicated or reproduced without written permission of the publisher (USP).
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Appendix C

m

Organisations and individuals contributing evidence and information

Action for Sick Children
Action Research

Association of Anaesthetists of Great Britain & Ireland*
Association of British Neurologists*
Association of Community Health Councils for England & W&s

Association of Medical Research Charities

Association for Palliative Medicine of Great Britain and Ireland
Audit Commission
Breast Cancer Care*

British Association of Medical Managers (BAMM)*
British Chiropractic Association
British Diabetic Association
British Heart Foundation*
British Medical Acupuncture Society
British Medical Association
British Osteopathic Association
British Psychological Society for Children
British Shaitsu Society

British Society of Rheumatology

Cancer Care Society
Centre for Health Services Research - University of Newcastle  *

Chartered Society of Physiotherapy
Children Nationwide

College of Health

College of Pharmacy Practice*

Department of Complementary Medicine, Exeter University

English National Board (ENB)
Fibromyalgia Association (including local Fibromyalgia support groups)

General Council and Register of Osteopaths

Harrogate Health Care
Health Services Research Unit

Hospice Information Service
King’s Fund

Kings Healthcare NHS Trust
Macmillan Foundation*

Motor Neurone Disease Association

NAPP

National Audit ORice

National Backpain Association

National Board for Nursing, Midwifery & Health Visiting (Ireland)

National Board for Nursing, Midwifery & Health Visiting (Scotland)*



National Osteoporosis Society

National Pharmaceutical Association

Occupational Therapists Board
Osteopathic Association of Great Britain .

Pain and Nociceptive Group (PANG)

Pain Association (Scotland)

Pain- Concern UK

Pain Management Unit, Royal National Hospital for Rheumatic Diseases

Pain Society
Patients Forum
Physiotherapy  Pain Association

Research Council for Complementary Medicine
Rheumatic Diseases Centre

Royal College of Anaesthetists

Royal College of General Practitioners
Royal College of Nursing
Royal College of Obstetricians & Gynaecologists
RoyaI College of Physicians & Surgeons  of Glasgow
Royal College of Surgeons of Edinburgh
Royal London Homeopathic Hospital
Scottish Association of Health Councils

Scottish Partnership Agency (Palliative Care) .
Special Interest Group of Pain Society

St John’s Ambulance*
Standing Committee on Postgraduate Medical and Dental Education (SCOPME)
Stroke Association Therapy Research Unit
United Kingdom Central Council (UKCC) for Nursing, Midwifery & Health Visiting
University of Dundee, Ninewells Hospital and Medical School (for North British Pain Society)*
Welsh National Board (WNB)
West Sussex Health Authority

(*mporukd  but unabk to prow&  Avant injhvnation)

The researchers  would also like to thank all those who contributed to the study by completing

questionnaires and giving interviews.
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Appendix D

A sunmary of national and international clinical guidelines relevant  to acute and
chronic pain scrviccs  (available in 1997)

4 National

1 National Guidelines aeking to Chronic Pain - Non Malignant
Includes Curriculum Guidelines)

L 1 Clinical GnidcL’ncs~ rbt M‘zna~mnu  of
h-ntt  Low Buck Pain 19%  (Royal College

of General  Practitioners (RCGP))

I .2 Back Pain 1994 (Clinical Scan&A

Advisoty  Group)

1.3 Thr Managmeru  of Patha witk Chronic  Pain

1994 (Scottish Home Office and Health

Department)

1.4 Anarrrherim  and Non-acute Pain

Managemmt.  1993 (Association of

Andecim. the Royal couege of

hacstherisn  and The Pain Society)

1.5 Stan&& fir PLyiodxmpists  working in Pain

Maqpnmt  Progntmmet  1997

(Physiotherapy  Pain Association)

1.6 Tkr Cum~cnlum Fmmwork 19%  (Chartered

Society of PhyJiothenpy  and the Council

for Professions Supplementary to Medicine)

Provides  clinical guidelines and supporting kc of research

evidence br clinicians in the management of acute  bac&

pain intcmxional cvidcrux  and makes  recommendations

on case-managemmt.  These guidelines are proposed for use

by JI health professionah  who advise  people  with acute

back pain.

Examines epidemiology of low back pain and associated

disnbiii~  suggests guidelines; mriews  current NHS services

and service  developments; and makes recommendations on

the Iinure  otganisation  of NHS retvices  for patients with

back pain.

Gi M xcount of the definition, cluification  and

management of chronic prin:  describes bow pain servias

are  organi.ud  in Scodmd;  and makes  recommendations for

future developments.

Examines non-acute pain management pmvision;  describes

the provision of pain management services and the training

requited at both undergraduate and postgraduate level  in

non-acucc  pain relief and makes  recommendations on the

organisation of pain management services.

Provides  standards nppetuining to physiotherapy practice

within interdisciplinary Pain Management Programmes

Describes the core skills needed  in a PMP that arc  part of

physiotherapy prc-qualivig  md post-quaiiQing  education.
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2 . National Guidelines relating to pain within Palliatk Care

2.1 Inf;)nnatien  fir purrbarn:  Backpund  to

avai&bL  qm-ialirt  palLath can mvictt 1995

(National Guncil  for Hospice and Specklist

Palliarivc Care Services (NCHSPCS))

2.2 Outcome Meantm in PaUiative  Care 1995

(NCHSPCS)

2.3 Guidr[ner  jh Managing Cbtcn Pain in Adults

1994 (NCHSPCS)

2.4 Pmwcol~%r  hvertment in Hultb G&r  Path

Discomfirt  and P~iative Cam  1992 (W&h

Health  Planning Forum, Welsh Office

NHS Directorate.

2.5 l37.lliatiue  care.  Guitk~nerfir  Good Ih-tice and

A&it M e -  1 9 9 1  (byal College  o f

Physicians of London (RCP))

3. National Guidelines-Acute Pain

3.2 Acute  Pain Manugtmmt.  A Quick hjhtce

Cui& 1997 (NHS Wales)

3.3 A cvidc w Pain Maugemmt  1997

(NHS Waes)

3.4 The Rovirion  of Services  fir Acute  Postopmttive

Pain h Scotkmd  1996 (Scottish Office

Department of Health)

3.5 Dq Cute Sttrgo) The  Anatrtbetist~  Rok in

Promoting Higk  Qua&~ Care 1994

(Association of Anaestherists)

3.6 Rtport  of tke  Working Paty on Pain A&

surg7 1990 (Rayal  collcgcs of surgeons

and of Anaesthetists)

Provides information and guidance for purchasea  on

palliitive  tax services.

Provides information on outcome measures which have

been  used or are proposed for use in palliative care,

Guidelines tix health professionals on ancct pain;

pharmacological managemenr,  adjuvann;  non-pharma-

cological interventions and on other aspects of managcmenr,

Cowrs issues regarding pain. discomfort and palliative care.

Protocol covers areas  such as ncwologic~.  musculosk&ral.

g&to-urinary,  gynaecological and gastrointestinal conditions

ItpLIoidcntitkswixrefixthcrin vwtmmtcouldbringMrhgain

Guidelines and audit measures on palliative care  for

pmfcssionals.

A reference document based on the full guide (3 3) This

guide provides clinicians with a practical approach  to acute

Pain atsessmenr  and management.

A guide wbicb assists health care stafT  in the managcmcnt  01

patients’ pain and covers advice on: pain assessment; optionr

to prevent and control postoperative pk site specific pain

controk  patient with special needs: treatment of side-effects;

and information on the acute pain ream.

Describes the role of an acute pain service;  addresses the

care of patients with acute  postoperative pain and di-

how postopemtive  pain is managed.

Describes effective day case surgery practia and diies:

patient selection; staffing arrangements; documentation;

anaesthetic managemenr;  recovery, diiarge procedures;

audit; and conrracrual  arrangements.

Examines the nature of current management of postoPera&

pain in the UK; finds rhc manmgement  of pain after surgeq

to be unsatisfactory and makes  recommendations on how

to improve the management of postoperative pain (e.g.

establishment  of acute pain teams in all major haspirals.)
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4. National guidelines covering both acute and chronic pain, including in children

4. I Thr l+vvirion  of Pain Sewices  1997

(Association of Anaesrhetists  and The Pain

Society)

2 730 I+vvention  and Conmd of P& in

Cbikn. A Manual for Heal&  h$s&nah

1997 (Royal Colkgc]  of Paediatrics and

Child Health)

4.3 Gnidonce$r  Pur&nrm  on Pain Managmmr

&wires  19% (Royal Cnlkgc  of Anaesthetists)

4.4 GuiaZinu fiw anaIg&a  in &k&n in rhr A&F

drpnmnnt  1997 (British Associarion  for

Accident and Emergency Medicine)

Dacribcs  pain managemenr suviccs  in Great Brirain  and

gives information to purchasers and providea  on: compo-

nents of service provision; content of an appropriate busiius

plan; financial considetation;  xscarch;  audit and education.

Provider advice on detecting pain and io pharmacological

and non-pharmacological  management.

Provides  guidance for puAasers  on put&sing pain

management services (indudes  acute pain and non-acute pain

Prwida guidance for professionals  on treatment for v&our

categories of pain.

b) International Guidelines

5. International Guidclinu  relating to Chronic Pain - other than cancer pain
(Includes Curriculum Guidelines).

5.1 D&nbk  Criteria fir Phin  Manapwnt

I+ugmmma  1997 (Pain Society (British  and

Irish  Cbaprer  ‘of L4SP))

5.2 Nnu ikknd Acute Low Bark Pain G&i&

1997 (Accident Rchabiliration  and

Compensation  Insurance Corporation)

5.3 cuidr  ta Anening  Bych~o&l  &Gw l&g3  in

Acute Low Back Pain: Risk lirrtorr fir Long-

term Disabihy  and l%rk Lou 1997

(Accident Rehabilitation and

Compensation Insurance Cqomtion)

5.4 Cm Curricubun’~r  Avfemhal  Eduration  in

Pain 1995 WP)

5.5 Bark Pain in thr Wororlpkacr  1995  (IASP)

5.6 Acute Low Back Probkms  in Adults:

Asswnmt  and Trrrcmmt.  Quick @muc

Guide $r Clinicians 19% (AHCPR)

Describes: the d&able  criteria for pain Management

Programmes conrent  of P PMP:  patient refer&  and

selection for PMPs;  resources and training rcquirrd; and

the importance of audit and rcsard~

Discuses acute low back pain. Definer  ‘Red’ and ‘Yellow’

tlag system to improve prediction of chronicicy.  pmposcs

early intervention ro prevent chmnicity.

Provides an overview of psycho-social risk Factors fbr long-

rum dirabilicy  and work lap from low back pain and

provides a method for assessment; it also allows for the

idcnriticarion of rhosc  at risk to allow for early intervention

to prevent chronic pain and disability.

Rcferrnce  for designing training programs and for assisting

h&h profarionala  plan scrvics  fbr patients with pain.

Describes  the relationship of pain to suffering. impairment

and disability; looks at the pmbkms ficing workers with

non-specific km back pain; suggcxs  srraregies  for dealing

with non-spccilic  low badt pain and makes rec~~mmmdariom

Provides guidelines for  the evahmtion  and treatment of acur

low back problems in adults; which includes providing

clinicians with information on the detection of spinal

pathology as well  as non-spinal pathology.
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5.7 Cur&-&m  on Pain& Stndtna in Ptycbokgy Dcsctibcr  a pain curricuhuri  for psychology srudents.

1997 (IASP)

5.8 Pain Cmriculnm  for Stwahrtc in Ckcupational Da&es a ‘pain curriculum’ for students in -parional

Therapy  or Physical Thmpy lYY4 (IASP) therapy or physical therapy.

5.9 Pain Cwricuh  fir Bark Nurting  E&cation Dacsibcs a ‘pain curriculum for basic muse  &canon.

1993 (MP)

5.10 Pain Avpowd  Model  of Ar-dortorrrl  Cnrricsdnm Describes a pmposed  curricula  on pain for dental

on Pain fir Dent& Scbook  1993 (IASP) students.

5. I 1 Lhimbk  Chamcthtiu  fir Pain T-t Describes rrandatds which serve as guidelines for clinicians

Facilitia 1990 (IASP) in cstablishiig  pain treatment ficihtics.  specifics staging and

rrcarment  componena,  as&n researchers and purchasers

wmmissioncrs  ro  da+ pain strviccs  according to degree

of sophistication.

5.12 An Out&u Gm’cdnm on Pain jib McakaI

ScJhdJ  1988 (IASP)

An editorial which provides an outline ‘model pain course

for those  involved in medical school curriculum

development.

5.13 Proposed Curriculum on Pain for Pliamiacy Describer a proposal curriculum on pain fbr pharmacy

Studcnn  1988 (IASP) srudena.

6. International Guidelines rehtiag  to Palliative Care

6.1 Looking Fhrr~sti  to Cirk Pain &&for  A&

Inunrrrtiowal  Cimwnnu en the Managcwnt  of

Cimcrr  Pain 1997 (World Health Organisation

(WHO))

Provide  infonnarion for cliniis on cancer pain, WHO

metbod  for relief  of cancer pain pain evsluarion  erhical

issues a%cting  patients  with cancer education and issues in

clinical research.

6.2 Gancer  Pain R&f 2nd E&ion  - with a gstuidr

to opioid awikbiliq  19% (WHO)

Describes cancer pain relief  and opioid availabiliry,

including guidelina for health pmfusionals direcrly

involved in diipmsing opioids.

6.3 hctice GuideLines  $r Cancer  Pain

Management 1996 (ASA)

6.4 Managmvnt  of Gtnccr  Pain. Clinical hctice

Guidrlinr  No.9 1994 (AHCPR)

Provides guidelines for cancer pain management which

hxus on the skills  and interventions that an essential

componeno for cffccri~  management of pain and pain-

related problems in patients with cancer.

Guideline which is designed to help diicians who work

with oncology patimtr  to understand the arsusmmt and

matmmr  of pain and associated symptoms.

6.5 Gtncer  Pain hrrtmtnt  arid Tnanntnt

Cum’cuhm  Gui&lines  1992 (American

Society of Clinical Oncology)

Guidelines represent an effort to promote formal insttuctior

on the assessment and trearmcnt  of cancer pain in training

pmgrams  and continuing education courses.

6.6 Cancer Pain Reliefand Paikatiu  Garv  1990

w-w

Describes and reviews  the current status of cancet care  and

pain relief  and produces rccommcndations  and guidelines fr

improving quality of life of cancer  patients.
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6.7 Palhive  Cmw Can. A&y  mmmiunt  bated Provides professionals  wirh  in&nation on cancer

on the rccommmdotions  of 4 WHO comltarion

1 9 8 9  WHO)

6.8 Cancer  Pain RrlirflY86  (WHO)

prcvalcncc  in order to look at long-term planning; looks at

the allocation of resources  to palliative cam compated  with

curative care;  and ptovida  guidance for service planning

Provides information for pmfessionals  on the management

of cancer Pain; provides an outline for the use of pain relief

dNg.

I I

7. International Guidelines relating to Acute Pain Services

7.1 hcticc  Gni&ha  fir Acue Pain Management

in tke  Prriopemtiue  &tang 1995 (Ameriun

Sockry  of Anarhesiologisrs  (ASA)

7.2 Management of Acute Paim  A lh-tical  Gni&

I992 (International Association for the

SNdy  Of hi” (MP))

7.3 Aortt Rain Management:  Opcmtiu  or Mea&I

I+vdm  and Tnruma  Chical  h&e

Gnickline  1992 (AHCPR)

7.4 Amtc Pain Manapnont  in Adults  +natiw

l4vcodum Quick R&mm  Guia%$r  Ck’nichu

w-R)

Report by the ASA n&force on pain managemmt  in the

posroperative  period.

Provides a pracrical  guide and information ro clinician  on

the management of acute  pain; provides guidelines for the

appliarion of parriculat  drugs or techniques in d&ring

dinical  siruarions.

Guiddine designed to help cIinicians  and orhen  to

understand the -menr and tmrmmt of posropemtive

and orha  acute pain in both adulrs and childmn.  Includes

strategies fix pain control as well as site specific pain

contml.

Quick reference guide based on the hill docummr  (7.3).

8 . Intemational  gcnerd  guidelines, for both acute mnd chronic, including childm~

8.1 Manual of Acutt Pain Marqmmt  in Cbildmr

1997 (McKenzie 1. Gaukmger  PB. ILgg  p

Brown TCK Cburchii Livingstone

Edinburgh.)

a.2 Qdity Improvement  Gniddin~~fi~  the

Tnatrnmt  of Acutt arid Gvuer  Pain 1991

(fUncrican  Pain Society)

8.3 Acue Pain Manag-t  in In~%na,  Cbikimn

and Aalhctnt~: C+ativc  and Medica!

l+oc&m.  Quick R&wue  Gui& f&r

C&X-Lam  I992 (Agency for H&hare

Policy and Research  (AHCPR))

Provides practical information for anyone involved in acure

pain mamgemmr:  and provides  guidance on analguia  for

inhnrs  and children.

Develops quality improvement  guidelines and pmgrams  to

improve outcomes for Patients with acute pain and cancer

Pain.

Addresses  the =scssmcnr  and management  of postoperative

and pmcedum-related  pain in children. It also conmins

orcerprs  from  the clinical Practice Guidefincr  for Acuv Pain

Management.-  Operative  or Medical  hcedwes  arid Tmuma

0.3).
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c) Scientific Review

9 . 1 In-patim w out-patient  pain managmmt

pmgnr-  that akhpt 1) rognitivr  kbavioural

approach  19% (DEC Report  No 70 NHS

Executive South &West  R&D Directorate)

9.2 +ematic  Rrvicu  of ou~‘e?u  smicet $r
chrrmic  Rein  Control 1997 (Health

Technology Assessment)

Reviews data comparing the relative  d?icacy  of inpatient

and outpatient programmes.

Reviews the evidence  about the effectiveness of cratments

for chronic pain; repom  on the effectiveness of physical

interventions; phvmacologial  intervcnrions;  psychological

approaches and cost.

Printed in the United Kingdom for The Stationery Office

JO06694  2199  C 10170

93


