
Acute Pain Services

specidist  acute pain services

10.1 Before 1990, organised specialist services for acute and postopetative  pain were rare. In that year,

a working party of the Royal College  of Surgeons and the College of Anaesthetists published its report

entitled “Pain After Surgery”. As a result many more such services have been set up as well as

educational and training initiatives to support them. The key recommendations of the report are given

in Box 8.

10.2 Factors contributing to earlier poor standards of care have included fear of drug side-effects,

ignorance of opioid pharmacology, low patient expectations and health-care professionals not fully

appreciating the severity of pain after surgical procedures (RCS/RCA,  1990). In the 197Os,  the

inadquacy  of care and of professional education in this area, began to be recognised. At the same

time, there was a better understanding of the pharmacology of opioids and the development of more
effective methods of delivering pain relief, for example patient-controlled analgesia (PCA) and

cpidural injections. The concept also emerged of a specialist acute pain team to manage

postopctative  pain throughout a hospital. The remit of some acute pain teams has since widened to

embrace the management of pain resulting Tom other trauma and certain medical conditions.

Box 8: Recommendations in the report “Pain after Surgay”

* RrsponsibiIity  fir pohcy on management of pain relicfsbould be given to a named

member of stifi
* acute  pain teams should be established in all major hospital.

1 APPP  fl)Y) riate aci ities shozdd be proviaGd$r  postopemtive pain r&fin all hospitah.

Tiitional  amha!es  to postopemtive  pain reIief  should  be chziknged
* For these services, staff should be properly trained and resources made available to

support tbe??l.
* Education of hospital  staff should be improved
* Pain should be assessed ytematzcal~  involving the patient whenever possible,  and the

assessment reb-o&d
* Nnu matment  metboa!r should be intmdtuid  and cx&ing  methods should be used

mote effectively with due regard fir patient suftty
* Audit and a continuous appraisal of activity should be p+naed

IO.3 In the 12 sample sites, the recommendations of the RCS/RCA  report had generally been

followed. However, one Trust did not have anacute  pain service and two trusts provided only limited

services. Two of the hospitals in our sample appeared to represent opposite ends bf the spectrum in the

development of postoperative pain management; their situations are described in Box 9. Lack of
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clinical leadership at Hospital B seemed to be largely responsible for the poor provision of services.

This was compounded by lack of support from the hospital management.

Box 9: Cont~ting  acute pain servicea in two otherwise similar hospitals

Hospital A: In response to the RCS/RGQ  sport,  a j&mai  acute pain team bad been estabhbed

comprising a consuhtnt  anaestbetish  2 &!&me spe&t&h nurses and pbartnav  support. The

majority of swgicd patients were seen be$rc surgery 6y ge pain nunet, sometimes at

prropemtive  clinics, and all wen seen da+ or more )hquent@  a$er turgery Tkcn were

comp~bensive  local guidelines fir acute pain t&f including the use of PCA and epiduml

ana&sia.  Them was a ckar management mucturr  fir the team. It bad a romp&nsiue

teaching  rmit in&ding  the education of ward nunes and trainee mediral  stafl l%e teami

activity wac  audited and sevenal  changes in przutice  bad been maa%  as a result. The team bad

the active tupport  of hospital clinical staff and management.

Hospital B: Them was no firma1 pain team and no individual bad taken mponsibihy  fir

postopenxtive  pain management. A pain nune was emphyed but littk of her time WIU spent on

pain relief as her main nspomibihies  &y ehwbew. Tbnv wat a a%pute  between senior

medical and senior nuning  stztff about the nced+r a speciaht  pain nurse. The senior nurses

tbougbt that such an appointment would  &skill  the wani  nurses. This  con$ict  seemed to have

been unresolved for some time. Them  were  no filmal  arrangonents fir the use of +&nab  on
the  wad and some  medicaL Mf;rt that this practike was  potent&ally  unsufe  and cited

near-m&  inchhts.

10.4 Nationally, 220 (88%) Trusts said they had an acute pain service. Of these. information was

collected by postal survey from 144 and from 9 by a visit (total = 70%). It seems likely that some of

the TNS~S  had only ?okcn” services, as in Hospital B in Box 9. In 13% of services that responded, no

individual was responsible for postoperative pain management.

10.5 Table 25 shows the level of involvement of different professional groups in acute pain teams;

nurses had by fu  the largest time committment  to the services but 19% of services had no nurse

involvement which must be a cause of concern. The best services provided 24 hour nurse cover and

made provision for continued cover when key staff were on leave. Many staIf said they spent more

time providing the service than was formally recognised.

10.6 Consultant anaesthetists were named as the head of the acute pain service in 145 (95%) cases;

7 (5%) services were led by nurses; one service had no namtd lead.

10.7 The national survey revealed a consistent pattern to the activities of acute pain nurses; time was

divided between hands-on management of pain (approximately 40% of time), training and supervision

of other staff (35%), education of patients (10%) and audit and research (11%). The duties of a

typical acute pain nurse are given in Box 10.

10.8 We also interviewed the nine acute pain nurses working at the sample sites. Their practice

confirmed the findings from the survey, but varied in some situations. For example, only three of them

saw every patient who was receiving PCA or epidural  analgesia. Moreover, the relief of acute pain was

not always their sole responsibility: five of them spent up to 40% of their time treating patients with

chronic pain.
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Table 25: Invulvement  of diEkent professional groups in providing acute pain serviaa

Pmfistional  group Services with any Median hours  per week Medah  recognired  hours

involvement (proportion) (guartik  valua) per week (vrtik vahes)

+I44

Consultant anaesthetist 134 (93%) 5 (3, 8) 3 U-4  4)
Nurse 117 (81%) 38 (30,38) 38 (23, 38)

Trainee doctor 82 (57%) 7 (4, 17) 1 v-4 5)

Clerical 37 (26%) 4 (2, 15) 1 0-A 6)

Other consultant 33 (23%) 3 (1, 5) 0 (0, 1)

Physiotherapist 23 (16%) 8 (1, 26) 0 (0. 1)
Managerial 21(15%) 6 (2, 3 8 ) 2 (0. 4)

Box 10: The  duties of a “typical”  acute pain nurse inchader

1. for patients receiving PCA or cpidumls:
* ensuring the provision of safe and effective pain relief;
* ensuring adherence to local guidelines for PCWepiduraIs;
* ficilitating the transfer to oral mcdiution from PCA/epiduralsy;
* discussing difficult cases with medical colleagues;

. * giving special attention to newly admitted emergency cues;

2. ensuring that pain control equipment is available for patients undergoing surgery and

give assistance as necessary, in theatre recovery;

3. providing the first point of contact for problems arising on wards with pain control

equipment or pain management;

4. providing training in pain relief to nursing and other staff;

5. collecting audit data and maintain an audit database.

10.9 The importance of the nurse’s role as educator was confirmed. They were teaching pm- and post-

graduate nurses, operating department assistants, pre- and postgraduate doctors, pharmacists, physio-

therapists and occupational therapists. Provision of telephone advice was also said to be highly valued.

10.10 Information about pain management was provided to patients pm-operatively by 112 (78%)

services; of these 90 (80%) provided written information. Most acute pain teams (87%) were able to

talk to and assess patients before sutgery.

10.11 In 20 (13%) hospitals with acute pain services there was still no formal recording of patients’

descriptions of their pain on the bedside chart (pain scores); I2 (60%) of these hospitals had no acute

pain nurse.
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i’katmcncs used fir postopemtive  pain relief

lo.12 Intramuscular analgesia,  PCA and epidural analgesia were used at all 9 sample sites with an
acute pain service. Entonox  (7 sites), continuous intravenous therapy (7 sites)  and TENS (6 sites) were

used less frequently. Relaxation or diversion therapy was only used at one site for the treatment of

postoperative pain. These findings arc consistent with those from the survey (Table 26).

T&l= 26: Use of treatmenta  for postoperative pain

Tnatmrnt Servicef suing
Qwoportio?l)  ?a=144

PCA 143 (99%)

Epidural analgesia 132 (92%)
Intramuscular 127 (88%)

Entonox 102 (71%)

Continuous intravenous therapy 95 (66%)

TENS 85 (59%)

R&ration 20 (14%)

Diversion therapy 12 (8%)

IO.13 The results of the survey confirm the increase in popularity of PCA, which appears to be the

standard method of opioid administmtion for acute pain services after major surgery. The more

compliated, but possibly more effective. cpidural analgesia  was also widely used.

10.14 At most hospitals, funding mechanisms for the acute pain service were unclear. Only 20% of

services had an identified budget, the size of which varied from f 1,000 to f10  1,291 per annum

(median &23,000).  Nursing st.afF  costs accounted for most of this money. Although 85% of acute pain

services had recently attcmptcd  to inercasc their rcsourccs, less than half of them had been successful.

In general, current levels of funding wcrc pcrccivcd  as secure; only 6% of respondents thought their

funding was under threat but one scrvicc had rcecntly lost funding. The majority of acute pain teams

(78%) felt that they were not providing optimal are, 92% of whom attributed this to inadequate

funding.

10.15 Most (89%) acute pain tarns  were actively involved in audit which occupied approximately

10% of clinical staff time. More than half the scrviccs said that pm&c had changed as a result  of

audit. Some form of rcscareh was being undcrtakcn  in about one-third of scrviccs.

Pain relief in Accident and Emergency Departments

10.16 We interviewed  the heads of 13 Accident and Emergency (A&E) departments at the sample

sites. In eight departments (62%), there was some form of policy on pain management. Howcvcr, most

of these policies were not of an equivalent standard to those developed  for postopcmtivc pain t-chef

Formal assessment of pain was not widespread. Written guidelines about the management of Pain in

children were available in only four departments. Seven intcrviewecs  said they were in the process of

developing or implementing new policies.
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10.17 There was little interaction between acute pain teams (in hospitals that had them) and the

A&E departments; 10 of the 13 interviewees  wanted greater collaboration, including the training of

nursing and trainee medical staff, the use of nerve blocks for A&E patients and the development of

guidelines for the management and assessment of pain in A&E.

10.18 There was an acceptance that pain management in many A&E departments could be improved

There ate many pressures on A&E departments and it would seem that improving pain control in

A&E has a relatively low priority. One head of department  admitted that pain was managed badly,

mainly because of time constraint. However, 5 said they were happy with the management of pain in

their department. All heads of A&E services identified gaps in the provision of pain control in their

departments.

Conclusions

10.19  Acute pain teams have been cstablishcd at the majority of Trusts. However, the mere presence
of an acute pain service by no means guarantccs  an adequate level of scrvicc - an appropriate lcvcl of

anaesthetic and nursing input is also essential for safe and effective cart.

10.20 The lcadcr of the team  is generally a consultant anauthetist. A dedicated acute pain nurse is

also normal, although the roles and responsibilities of nurses vary. The techniques of PCA and

epidural analgesia arc standard mcthods of pain relief after surgery.

10.21 At most Trusts, useful  local guidelines on use of PCA and epidural analgesia have been written.

Formal mcasurcment  of pain is also undertaken at most Trusts.

10.22 Funding arrangements for acute pain teams  arc inadquate.

10.23 The management of acute pain in A&E departments is a low priority and could be improved

by applying lessons learned in managing postopcmtive pain.
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Chapter 11 General practice, community
nursing and patient
perspectives on services for
pain relief
A

General Practitioners

11.1 Information was obtained from 57 GPs through a combination of methods: ficc-to-faec

interviews; discussions during CSAG visits to sample sites; four focus groups.

Chronic pain

11.2 Most GPs  were concerned about the way in which patients with chronic pain wcrc managed;

only 4 had no such concerns.  Quality of care for patients trcatcd by pain scrviccs was thought to be

good. However,  only a small proportion of those patients who could benefit were thought to rcccivc

the service. The biggest problem was said to be the number of patients requiring relief for back pain.

11.3 GPs  were mostly aware of the existence of local pain clink,  but in many cases  did not know

what services were provided, They perceived a lack of local guidance about ‘appropriate’ or

‘inappropriate’ rcfuals  to the pain service At many sites, no formal information at all was provided

for GPs  on how to use the pain clinic. At other sites, only basic information about the pain scrviu was

provided in the Trust  brochures. One group of GPs  had aquircd most of their knowlcdgc  about the

pain service at postgraduate seminars. The quality of information from pain scrviecs about patients

trcatcd by them also varied from rudimentary to exemplary.

11.4 Patients with chronic pain frequently had problems which GPs  felt needed  thorough invcsti-

gation before referral to pain services. They  tended, therefore, to rcfcr patients with pain initially to

rheumatology, orthopaedics or neurology but were usually able to r&r directly to pain services if they

wished. Where this was not the case, as at one of the sample sites, local GPs  felt that this policy was

unacceptable. In many arcas, howcvcr, direct access was technically available but cffcctively  denied by

very long waiting times. GPs  thought that all patients with pain should bc sun within 3 months and

urgent cases much sooner.

11.5 Many of the GPs  interviewed did not have access to a local  multidisciplinary pain clinic. Clinics

which provided only nerve-block therapy were not considered an adequate resource. Geographical

convenience of pain sctviccs  was thought to be an important considemtion.

11.6 23 (40%) of the GPs  surveyed provided services within their own practices that wcrc r&ant  to

the management of chronic pain, such as physiothcmpy. Fourteen (25%) either administered or

provided aeccss  to complementary therapies, including acupuncture, hypnothempy,  and homcopathp  a
few (11%) said that they would not routinely recommend complementary therapy because of the lack

of evidence for the cffiacy  of such treatments. This issue was also highlighted during the site visits and

focus group discussions.
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Cheer  pain

11.7 Most GPs  were involved in caring for patients s&ring  from cancer pain and were satisfied with

standards of care. They felt that GPs  could and did manage such patients well and that, in most

localities, good support was provided by palliative are professionals. Telephone advice was usually

readily available and hospital-based palliative are nurses often also worked in the community. This

allowed easy cxchange of information. A few GPs  (4%) said that they managed all patients with

Cancer  pain within primary care, with the help of specialist community  nurses.

Acute pain

11.8 Fifty-two of the GPs  (91%) were not aware of extant local acute pain services. However, on

hearing about such a service, many had unrealistic expectations of what would be provided, for

example,  mprd access  to an acute back pam servtcc or urgent treatment for unusual painful conditions

such as acute pancrcatitis.

11.9 When questioned many GPs expressed a need for more guidance on analgesia for children in

acute pain and reported that children wcrc dischargcd postoperatively, or from A&E departments

without adequate pain relief. One GP cited an incident in which a child had been discharged with a

fmcture without any pain relief Another GP commented that:

“There seems to be a problem with pain rcbcl postopenttively  HospitaL  seem to give either nothing or

Gtlpok  arid when  t&t  is inadequate thy arc not prqared to give anything stronger  These childmr

are ofim in a lot ofpain  postoperatively m

community staff

11.10 Information was collected from community staff at sample sitcs and via a postal survcyz 13

community  SC&  attended  the CSAG site visits; 54 out of 132 questionnaires were returned from st.a@

associated with the 11 sample sites (26 district nurses, 15 Macmillan/home care nurses, 11

physiotherapists, 1 phatmacist,  and an 1 occupational thempist).

11.11 From comments made at the CSAG visits and the findings of the postal survey, community

staff thought that patients in chronic pain needed  quicker access to specialist pain scrvico.  They

highlighted the need for patients to reccivc information about their condition and be taught coping

strategies. A multidisciplinary approach to pain management was also said to be important.

11.12 Community staff thought that patients with cancer pain were well managed in the

community. However, there was variation in the lcvcl of service provision for cancer patients among

the sample sites: not all arcas  had 24-hour spccialisc nurse cover.

Patients with chronic pain

11.13 We interviewed 245 patients attending chronic pain clinics at the 12 sample sites and extracted

information from their clinical notes. Of these, 87 (35.5%) were attending the pain service for the first

time.
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11.14 Median age was 51 years, 25% were under 40 years and 25% were over 61 years. Medii

duration of their pain was 5 years but 25% had had pain for 11 years or more. Only 26% of patients

were employed, 33% were medically disabled and 25% retired. Many patients (55%) said they had

stopped work beaux  of their pain; 91% reported that pain prevented them from doing household or

leisure activities. Patients variously complained that pain inhibited their ability to walk a significant

distance, to sit for prolonged periods, to perform simple household tasks (e.g. cooking, cleaning and

ironing), to attend social  activities, to go shopping or to play sport.

11.15 All patients complained of pain at the time of the interview; pain syndromes  or sites identified

from casenotcs arc shown In Table 27; pain was said to be constant for most (72%) patients; 35% said

that no doctor had told them the reason for their pain prior to attending the pain clinic.

T&le 27: Pain syndromes/sites identified in patients attending chronic pain clinics

Compkints  iahti$ed  in the notes* fioportion  of Patients

(n =245)

Back pain 34%

Neurogenic pain 16%

Lower limb pain 16%

Neck and shoulder pain 11%

Pelvic and hip pain 7 %

Abdominal/groin pain 7 %

Post-surgical wound pain 6 %

Facial/head pain 5%

Complex regional pain syndrome 5%

Upper limb pain 5%

Chest pain 4%

Miscellaneous 7%

* Some patientr e+rienced more than one complaint.

11.16 Chronic back pain was the most frequent complaint. Neuropathic (or neurogenic) pain was

also  common and was associated with conditions such as nerve root compression, trauma, viral

infection, damage during surgery,  diabetes, and infiltration by cancer.

11.17 Most patients had been rcferrcd  either by their GP (49%) or by a hospital consultant in

another specialty (44%). The majority of patients (65%) had no prior knowledge of the existence of

pain clinics. However, some patients (3%) had themselves  tequested  the referral after hearing of the
pain service.

11.18 Date of referral and date of the first appointment was obtained for all but one patient. Median

waiting time was 13 weeks; 25% of patients had waited 22 weeks or more; the longest wait was 90

weeks. Applying the Patients’ Charter criteria, we found 58% of patients had not been seen within 13
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weeks and 26% had not been seen within 26 weeks. Almost all (97%) patients had been acknowledged

by reception within 10 minutes of arrival, and 81% had been seen by the doctor within 30 minutes

of their appointment time.

Table 28: Prior treatments in patients attending the chronic pain chic

Thrrapv Proportion of patients
(n =245)

Physiotherapy 63%

TENS 30%

Manipulation 29%

suwY 22%

Relaxation or massage 19%

Acupuncture 18%

Osteopathy 15%

Chiropractic 10%

Occupational therapy 7%

l%ychology 5%
Reflexology 5 %

Psychiatry 4%

Aromatherapy 4%

Self-help/discussion groups 4%

Homeopathy 4%
Herbal medicine 1%

Hypnosis 1%

11.19 Given their long histories of pain, patients had inevitably received a wide variety of pain relief

before attending the pain clinic (Table 28): 63% had received physiotherapy in some form; some had

had formal manipulation, and 30% had had TENS treatment. Some forms of complementary therapy

such as relaxation, acupuncture, osteopathy and chiropractic, were also relatively common. 22% of

patients had undergone surgery directly related to their condition.

Satisfaction with care  and azsrsrment  of outcome

11.20 Patients were asked whether they were satisfied with the care they had received from the pain

service: 71% felt able to express an opinion (most of those who did not had only just started

treatment) of whom 72% were satisfied; ordy 5% were dissatisfied; the rest (23%) were indifferent. A

number of patients made additional general comments about the pain service which were mostly

positive about the service provided.

11.21 Of 245 patients, 94% reported whether they had experienced a change in their symptoms:

50% of these said that they now experienced less pain than when they first started attending the pain

clinic; for 11% of patients symptoms had worsened; for 37% there had been no change. Of 245

patients, 90% commented on the effect of treatment on the quality of their lives: 40% of these

reported an improvement, 52% no change and 8% had experienced a deterioration.
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In~Grmation  provhhd  to patietiti

11.22 At 6 of the 11 sample sites with a chronic pain service, patients had been given locally produced
leaflets about specific drugs (e.g. amitriptyline, lamotrigine); specific treatments (e.g. spinal cord

stimulation, chemical lumbar sympathectomy and epidural injection) or specific conditions (e.g.

complex regional pain syndrome and low back pain). This information had been much appreciated  by

the patients that we interviewed and written information plus oral explanation was preferred to oral

explanation alone. In some localities, patients were also sent information sheets before attending the

clinic.

11.23 While in the pain clinic, some patients had also received information produced by organisations

such as: Pain Concern (UK); the Welsh Pain Society; the Arthritis Rheumatism Council (ARC): the

IASP;  and pharmaceutiul  compaoies.

Gcnmzl issues

11.24 Focus group discussions and patient interviews both revealed that many patients felt, that at

various stages in their illness~before referral to a pain clinic, professionals had not believed that their
symptoms were genuine. One patient expressed this as follows:

“Bccausc  I run  walk and mbvc my arms, I am convinced thy thought  I U.W  nnrmtic and nnt tra.& in pain.”

11.25 Many patients also felt that they should have been seen at a pain clinic earlier, for example:

1 WIU not believed - jam the word go. You MW shoved o$witb a pmcription, you went bar& two

weeks her - no they wouldn’t  refer you to a consultant - it went on and on for nine months.”

-Th9  (jatitntx with pain afier truuma) ~bould  be going to the pain chic aben (soon a+ the

acciaknt),  not 5 or dyrarr  her because it is too &ate then.  ”

11.26 Another major complint w-as  the lack of a diagnosis of their pain prior to attendance at a pain

clinic. Once patients were seen by the pain service, the majority felt supported and were relieved to

discover that expert advice was available.

11.27 Although  only 3% of patients interviewed individually had seen a psychologist, many of those

patients in the focus group sample had. Some of these patients had found it highly beneficial, for

example:

al?ybologh  X was a ltjkauer.  *

“Ku nrddcdy  get tenten&
k

confidcncc  because you ~tdiently  realise that pycbologict X and all her knowl-

edge  and qvcrience  actual& ident.@  you individually because suahly youic not one of the masses. *

11.28 Many patients voiced the need for assurance about and confirmation of how best to manage

their pain,. Access to an expert who could instruct them on how to do this was seen as highly

beneficial.
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In general, patients wanted advice on the best techniques to help them cope with the pain, for

example:

‘2 was good to have it confirmed that we wee doing the rt’ght  tbin~ like lying in certain positions; it
was good that the psycbok& told us we were going ri&t  whmru  bejhe,  it was; “Are we doing rigbt

or not? AW we doing ahuge  or are we not?”

Chrs’ views

11.29 We interviewed 79 cams accompanying patients to chronic pain clinics. Most were partners

(64%); others were sons or daughters (10%). or parents (11%). Of these 96% gave an opinion about

the care of the person with pain: 81% were satisfied and 4% were dissatisfied. An even higher

proportion (93Y)o were satisfied with the facilities of the pain service. Most carers (80%) had not heard

of pain clinics before their relative was referred to one.

11.30 Of 79 carers interviewed, 26 made additional comments which are summarised in Table 29.

Comments were generally positive, for example:

“Need mom sewices Iike this - makes the world of d@rence~

“Having pain li tmiblr - having something w help my wifci  pain has  been be& n

Table29:Adysia  ofcomments  bycamrs onqu&yofchronicpainservi~

Main ‘message  of comments GZrm (proportion)

n=79

More services like the pain clinic needed 6 (8%)
Overall pleased with services being provided 5 md
Would have liked the patient to be seen quicker 4 (5%)
Support groups for carers would be usell 4  ( 5 % )
More information about pain, treatments and facilities required 4  ( 5 % )
More support for patients required in community 3  ( 4 % )

No comment 53 (67%)

Patients with postoperative pain

11.31 We interviewed 117 postoperative patients at 10 of the 12 sample sites. Patients had all

undergone major abdominal general surgery or abdominal hysterectomy.

11.32 Of thcsc patients only 44 (38%) had d’rscussed  the issue of postoperative pain before admission.

Those who had diiussed pain relief had done so at least as often with their GP (15 patients) as with

a nurse (8 patients) or doctor (7 patients) at a hospital clinic. Of the patients that had received

written information before admission (13%), nearly all thought it had been useful. In hospital, 67%

of patients had been able to discuss postoperative pain relief before surgery and 18% had received

written material.
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11.33 After surgery, 50 (43%) patients experienced what they described as severe pain; 18 (15%) said

that they were never asked about their pain. As treatment, 76 (65%) patients received PCA,  17 (15%)

received epidurab (15%) but only 17 (15%) said they were offered choice in the method of pain relief.

11.34 Despite the large proportion of patients experiencing severe pain, patients’ generaI  IeveI of

satisfaction with the management of their pain was high. OveraU  99 (85%) patients were satisfied, 13

(11%) were indifferent and only 5 (4%) were dissatisfied.

Patients in Accident 8c Emergency Departments with pain

11.35 We interviewed 102 patients by telephone  in 10 of the 12 sample sites 2 or 3 days after

discharge fmm A&E. They had all been treated for injuries to their upper or lower limb. The median

(quartiles) age was 35 (27, 51) years.

11.36 On first attending the A&E, 26 patients had mild pain, 58 moderate pain and 18 severe pain.
Only 58% of patients rcmcmbcred  being asked if they wcrc in pain; 22% wcrc offered  some form of

pain relief but onIy 11% actuahy  received it in the department. At three sample sites, none of the

patients interviewed had been given any pain relief in the department despite the fxt that many were

in pain. There was little evidence of the use of formaI pain assessment.

11.37 OveraIl  satisfaction with the management of pain was not as high for the A&E patients as for

the postoperative group. Only one in three thought that pain management had been good or excellent;

one in four described it as poor.

11.38 At the time of discharge, 91% of patients were still in pain and a similar percentage experi-

enced pain at home. Only 37% said their pain was less severe at home compared with that

experienced in the A&E department; 24% said that the pain was worse.

11.39 Oral or written information about pain relief was apparently given to only 43% of patients.

Although 20% of patients had been given some pain rehef mediation to take home, they had similar

levels of pain to those who had not.

11.40 GPs  had been consulted about pain relief by 13% of patients. In general, these patients had not

been satisfied with their management in the A* none had been given pain relief although some had

experienced moderate or severe pain.

Patients after day-case surgery

11.41 We interviewed 102 patients by telephone 2 or 3 days after discharge from a daycase  surgicaI

unit. Most had undergone operations such as laparoscopy, molar tooth extraction, hernia repair, or

vasectomy.

11.42 Patients experienced pain after surgery which was mild (36%), moderate (40%) or severe

(17%); 61% had been offered pain relief and 59% given anaIgesia  in the unit. Nevertheless, 82% of

patients left  the unit in some pain; 74% were sent home with pain relief medication. Information on

their operation was given to 88% of patients but in 29% of these cases it contained no advice on pain

relief.
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11.43 Many patients (87%) continued to experience pain at home; 21% of whom had severe pain.

Despite these levels of untreated pain, patients were surprisingly satisfied with the quality of pain

management in the daycase  units; 73% said it had been good or excellent.

11.44 Many patients (41%) obtained further pain relief on arrival at home; of these, almost half did

so following the advice of staff on the daycase  ward, a third acted on their own initiative, the rest had

been given advice from their GP or pharmacist. Only 11% of all daycase  patients consulted their GP:

5% visited a health centre; 2% received a home visit; and 4% telephoned for advice. In general,

patients were remarkably satisfied with the management of their pain at home; 71% said it had been

good or excellent.

Conclusions

11.45 GPs  were concerned about levels of access and provision of local chronic pain services, and

about management of acute pain in A&E departments. GPs  and community staff wanted access to
multidisciplinary chronic pain services and shorter waiting times.

11.46 GPs knew very little about local acute pain services and were satisfied with local palliative are

SeNiccs.

11.47 Half of patients seen by specialist chronic pain clinics were referred from primary care and half

from other hospital services. Before attending the pain clinic, a third of patients were uncertain of the

ausc  of their pain.

11.48 Most patients and their carers said they were satisfied with the care received in the chronic pain

clinic including the information provided to them. About half reported improvements in their pain.

11.49 After inpatient abdominal surgery, patients reported considerable amounts of pain but were

generally satisfied with the pain relief provided. Less than half the patients remembered discussing pain

relief prior to surgery.

11.50 After attending A&E with a limb injury, less than a quarter of patients were offered pain relief

in the department and only half of these received it. Many of those not given pain relief reported that

they had been in moderate or severe pain. Satisfiction with pain relief in A&E was much less than that
for postoperative patients.

11.51 After daycase  surgery, most patients continued to experience pain at home which was some-

times severe. Most were, however, satisfied with their pain relief but many had to seek further

medication for pain on return home. A small but significant proportion consulted their GP as a result

of pain.
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The management of pain in
children

12.1 Children may experience significant acute pain as the result of trauma, medical procedures or

surgety,  and chronic pain as the symptom of disease or as a result of therapy (Miser et al, 1987). There

is some evidence that thii pain is not managed as well as it could be (Lovell et al, 1989; Schechter,

1989; Action for Sick Children, 1992; David, 1993; McKenzie et al, 1997). Important guidance in

this area has recently been published (royal College of Paediatrics and Child Health, 1997).

12.2 Information on services for pain was obtained by telephone from clinial paediatric nurse

specialists in all 12 specialist childrens’ hospitals in the UK Only 3 of these provided specialist

chronic pain services; 9 provided a specialist acute pain service. A more detailed study was also

conducted in 2 of the 3 specialised hospitals that had a chronic pain service and in 4 hospitals chosen

from the main 12 site sample (2 district general hospitals and 2 teaching hospitals). Ward nursing staff

on paediatric medical, surgical and intensive care wards and in A&E departments were interviewed

using structured questionnaires. Consultant medical staff and paediitric  nurse specialists were inter-

viewed using semi-structured questionnaires. The study did not look at the treatment of pain in

children with canur.

rain servica  for children

Specialid chikircni hasphaL

12.3 Both of the specialised children’s hospitals studied provided a regular multidisciplinary chronic

pain clinic in which approximately 5 children each month were being seen (2 new and 3 follow-up)

mostly with neuropathic pain, musculoskcletal pain and painful arteriovenous malGormations.  In one

hospital, acute and chronic pain services were provided jointly by 5 consultant anaesthetists and one

pain specialist. In the other hospital, the chronic pain service was provided jointly by a consultant

anaesthetist, &vo specialist nurses, a pharmacist, a paediatrician, a neurologist, a child psychologist, and

a physiotherapist with a social worker also attached to the service. Both services used questionnaires

specifically designed for children in their initial assessments. These two hospitals also provided 24-hour

acute pain services; one of which is described in Box 11.

Gcncral  hospit& ._,

12.4 The 4 hospitals from the main sample did not have pain services specifically designed for

children although the adult pain services sometimes saw children. Specialist acute pain nurses were able

to teach and train on paediatric wards but could not provide direct patient care unless they were also

trained in general paediatric nursing.

12.5 The national survey of chronic pain and palliative care services showed that 55% of chronic pain

services and 29% of palliative care services saw some children. All but a few services saw only a

handful of children each year.
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12.6 One of the teaching hospitals in the pilot study which has a well-established chronic  pain

service was developing an outpatient chronic pain service specifically for children.

Box 11: An acute pain service in a specialist children’s hospital

The acute pain service for chikh had been establisbed@r  3 years. Appnxitnatrly 1 IO patients

were seen per month.  During tbe year patient-conttvlkd  analgesia machines  were provided to

about ,500 cbikfren(year  rpidurak  to 130 cbildrcn/yeaat.  continuuus  intmvenous thempy to 220

cMdren(yeaar,  Entonox to about 20 cbikh~year  and bupivazaine wound perjuion  to 10

cbildren.Iyear:  A clinical nurse specialist provided 30 bourn  per wee&) ber remaining time being

spent in the chronic pain scruice.  Half the clinica! nurse speciahst~  time was spent training other

staff Z-hour cover was shared by 5 consultant anaesthetists (on call) pmviding a total of 12

hours of their time per wrckjh the acute pain service. Thm  was no specifc budgtifir tbe acute

pain service.

Tbm were locaally produced  iced guidehes  for the use ofpatient-controlkd analgesia  and tpidrr-

raL,  and an annual audit was undertaken. Research was a high priority for the service: medical

stiffspent  50% of their  time, and the clinical nunc speckht 10% of her time, on researrh

Pamrts’ pmpcctive

12.7 A parents’ support group (for those whose chiid suffers from a .painful  chronic condition) was
asked about the way in which their children’s pain had been managed. These parents felt that:

* there was a lack of awareness of the problem of chronic pain in children;
t some professionals had a limited understanding of the pain that children can apcricnce;
* once a referral had been made to a specialist centre support, guidance and management for their

childj  pain was forthcoming;
* the use of trained play therapists who could occupy and distract a child during painful

procedures was helpful.

Survey of practice on paediatric wards

12.8 Nurses (n=20) working on each of 13 children’s wards and nurses working on each of 7

neo-natal wards in the six hospitals were interviewed using a structured questionnaire. Of these, 9

paediatric nurses and 4 neonatal nurses had had some training on how to manage pain in children.

12.9 On all 13 paediatric wards, it was normal practice to use local anaesthetic prior to venepuncturc

and for parents to be present during painful procedures and to accompany children into the anaes-

thetic room. On 10 of the wards, non-pharmacological interventions, such as distraction techniques,

were used to manage pain during procedures and on only 5 wards were intra-muscular injections

(which are not recommended for USC in children) routinely used. All the nurses reported that parents

were involved as much as possible in decisions about their children’s care.



12.10 The methods used to assess pain on the wards are shown in Table 30. Although some form

of pain assessment was performed in all cases, formal pain s&s were used on only 8 of 13

children’s wards and 2 of 7 neonatal wards.

Table 30: Assessment of pain on a sample of paediatric and neonatal wards

Approach used l?aedhric  wardr  (n = 13) Nconatd  wards (~7)

Verbal description 7 nla

Pain scale appropriate to age group 8 2

Behaviour observation 12 7

Physiological measures 7 7

Other 2 1

12.11 On some wards, staff had devised a questionnaire to elicit information about the child’s pre-

vious experience of pain, which was used in conjunction with a pain assessment and management

record. These documents provided a fkll account of the child’s pain history, and were used to record

the effect of specific pain management techniques. On 5 of the 13 children’s wards, and 1 of the 7

neonatal wards, it was normal practice to provide written information to parents on children’s pain.

12.12  Both medical and nursing staH  felt that the management of neonatal pain should be improved.

One Trust had implemented a programme of improvement in this area, including teaching for junior

staff and development of protocols and standards.

12.13 Audits of acute pain management had been conducted on 8 of the 13 children’s wards and one

of the 7 neonatal wards. For example, at one of the district general hospitals, a nurse had surveyed

other nurses’ knowledge of managing children’s pain and shown significant gaps. At the same hospital,
pain assessment on a post-surgical children’s ward had been found to be poor. A tool for assessing pain

bad since been introduced and, as a result, the management of children’s pain was said to have

improved.

Survey of practice in Accident and Emergency (A8cE) departments

12.14 We interviewed 10 members of staff (nursing and medical) in 6 A&E departments.

12.15  At the two specialised children’s hospitals, the acute pain teams contributed to the management

of children’s pain in A&E. At 3 of the other hospitals, there were acute pain teams which did not

provide a service in A&E  (1 hospital had no acute pain service). Assessment of children’s pain by the

triage nurse, or other nurse caring for the child in A&E, was done using verbal descriptions and obser-

vation of behaviour. None of the departments used formal pain scales and only 2 used physiological

measures to assess pain levels. Leaflets containing advice for parents  and children on how to manage

pain were available at only 1 of the G departments.

12.16 4 of the 10 A&E staff felt that the way in which children’s pain was managed in their

department should be improved.
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Use of guidelina

12.17 Of 20 ward nurses interviewed. 13 (65%) were unaware of any national guidelines on the

management and assessment of pain in children while 9 (45%) reported the use of local guidelines on

the management of pain in children. In 2 A&E departments the document entitled ‘Guidelines for

Analgesia in Children  in the Accident and Emergency Department’ was being used (British Association

for Accident and Emergency Medicine, 1997); other departments were using no guidelines.

12.18  When asked about the recent Royal College of Paediatrics and Child Health (1997) guide-

lines, medical consultant staff in 2 hospitals were unaware of them while in 3 hospitals they were

aware of them but not using them.

12.19  Medical staff in the survey (n=6, mostly anaesthetists) often said that they used local guidelines

on the management of acute (postoperative) pain in children.

Conclusions

12.20  It is important to ensure that children suffering from chronic pain receive expert pain control.

12.21 Where they exist, pain services for children appear to be well organised. However, 50%  ofTrusts

in thii pilot study, did not provide an acute pain service for children.

12.22 Approximately half of staff interviewed in acute war& had no local guidelines on the manage-

ment of pain in children  within their own service Staff awareness and the implementation of recently
produced national guiddincs  appeared to be poor.

12.23 One-third of nurses who routinely cared for paediatric patients in pain have no specific training

in pain assessment or management.

12.24 It is essential to disseminate widely the best tools for assessing children’s pain and to dcvclop

skills in pain assessment.
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Training and Education

chronicpa.in )

13.1 At the 12 sample sites, we interviewed six specialist palliative care nurses, two chronic pain

specialist nurses and three nurses who often work within chronic pain services. Ten of them had

received training in the management of patients with pain, and 10 were involved in teaching. Most

(80%) taught other nurses but many of the interviewees aho had a role in the education and training

of staff in other disciplines. All the nur= interviewed said they regularly updated their knowledge of

pain management.

13.2 At the 12 sample sites, we also interviewed 17 healthcare  professionals (mostly physiotherapists
and psychologists) who specialise in tbc management of chronic pain or in palliative care. Most of

these staff (77%) had received formal training in the management of pain, and 16 of them said they
regularly updated their knowledge as part of their specialist role.

13.3 In the survey of complementary therapists (n=58), 78% said that more training in the

management of patients in pain was needed; 58% wanted information on clinical effectiveness as part

of this training and 64% wanted to take part in multidisciplinary training programmes.

13.4 The senior registrars and newly appointed consultants who attended focus group and site visit

discussions felt that the training they received to become pain specialists had been highly self-directed.

All of the trainees said they had had to structure their own training to gain the expertise they squired.

The post of research fellow in chronic pain, existing at two teaching centres in the sample, provides an

opportunity for doctors to develop careers in pain management.

13.5 Education and training appear to be well developed  in palliative care. Study days were available

to a range of staff. Examples of good pmctice included training staff from a range of disciplines

together and providing for the needs of professionals in both hospital and community settings. An
innovative approach to education in palliative care included rotation of hospital and palliitive care

nurses. This concept is expected to extend to doctors in training gmdcs (as reported at one site visit).

One site had developed a palliative care educational ‘roadshow’ built around training in pain

management.

Acute pain

13.6 Acute pain teams have a strong focus on education. Teaching is conducted in a variety of ways:

by role modeling, by one-to-one teaching in the clinical arca  and by formal study days or sessions.

Much of the teaching concerns the assessment of pain, using agreed scales, to a hospitaLwide  standard,

and the management of patient-controlled analgesia and epidurals. Study days are funded mainly

through support from pharmaceuticaI  companies.
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13.7 From the survey of acute pain nurses, we found that all were involved in some way with teach-

ing other professionals and that around 40% of their time was spent doing so. Acute pain team

members reported that they struggle to provide education, although they perceived it to be one of their

main roles. On site visits, acute pain teams were concerned that staff in some clinical areas were

neglected, in particular A&E. Consultants in A&E agreed that there was a need for more acute pain

education in their department.

13.8 In the survey of 93 nursing staff from hospital wards, the majority (68%) of respondents had

received training in the management acute pain. For half (57%) of those who had received training,

the trainer was a pain nurse. However, nearly all those interviewed (91%) wanted more training in

pain management, in the form of workshops and pmctical sessions.

13.9 At several Trusts, the mle of the acute pain team was orientated towards training and support,

rather than the provision of hands-on care. The acute pain team at one site had developed a long-term

relationship with a university department, to reinforce their educational and strategic remit.

13.10 Although dc ucation emerged as one of the vital roles for acute pain teams, funding constraints
and difficulty in releasing staff to take part in training were repeatedly cited as barriers in the focus

group discussions. However, at one of the sample sites, the mandatory attendance of nurses at pain

study days had been incorporated into job descriptions.

Primary care and community services

13.11 In the survey of 54 primary healthcare  and community staff (mainly district nurses, specialist

palliative care nurses, and physiotherapists), 83% of respondents had received some form of training in

the management of pain. However, 49% felt that their knowledge was inadquate to manage the pain

experienced by their patients. This is a cause for concern as the same group of respondents indicated

that 21% of their consultations were associated with chronic non-malignant pain and 32% were

associated with cancer pain. Almost all of the respondents (92%) wished to gain access to information

on clinical effectiveness of treatments for pain. Most (85%) would like to attend multidiiciplinary

tmining sessions with other h&h service professionals.

13.12 From the focus group discussions, it would seem that for GPs  most training in pain manage-

ment is based in palliative care. GP trainers indicated that GP registrar training can include up to one
day a week in a hospice. By contrast, the educational provision for GPs  in the management of

chronic non-cancer pain seemed negligible.

Current training programmes for different  professions

13.13 The International Association for the Study of Pain (IASP)  has proposed curricula for training

in pain for medical and dental schools, basic nursing education, and students of psychology,

pharmacy, physiotherapy and occupational therapy (IASP  1988, 1993, 1994, 1997). In the UK, the

Pain Society (as the British and Irish Chapter of IASP)  has recently set up a working party to implc-

ment these curricula, and build on these efforts already made to develop training and education

programmes across the disciplines.
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Doctors

13.14 The General Medical Council (1997) b 1’c ~eves that pain education is vital, and that it should
always be included in the induction of new house officers and he the subject of regular refresher

courses.

13.15 In 1993, three professional bodies in the UK (AAGBI/RCA/Pain  Society, 1993) collaborated to

consider the IASP  recommendations and to make proposals at five levels of medical training: under-

graduate, postgraduate, basic specialist,  higher specialist and for those taking up posts in pain

management. The proposals included the following.
* A structured programme in pain management should be provided at each medical school as part

of the undergraduate curriculum.
* Pain curricula should be integrated into other teaching programmes, for example, in palliative

medicine.
* Pain should be covered in pm-clinical, and early and late stages of clinical medical training.
* Designated consultants should co-ordinate specialist training in pain, and all trainees should be

aware of pain clinics and the activities within them.

In a recent report from the Association of Anathctists (AAGBI/Pain  Society, 1997) these points were

reiterated; in addition, the important role of education was emphasised, further developments for post-
graduate education were suggested and it was recommended that continuing education in pain
management should be made mandatory for those working in pain services.

13.16 In 1988, Marcer & Dcighton surveyed UK medical schools. Of the 27 responding, there was

no formal teaching on pain management at four; the remainder provided an average of 3.5 hours over

a five year period; there was little evidence of a multidisciplinary approach to teaching.

13.17 In a more recent survey of 32 medical schools to investigate the teaching of pain management,

13 responses (47%) were received (Justins,  personal communication). At six of the 15 schools, the

curricula were currently being reviewed. The content and the number of hours relating to pain man-

agement varied widely. Lectures on pain were often given within pharmacology or neuroscience blocks.

In the clinical years, pain was covered within the anaesthetic attachment at 9 of the 15 schools. At one

school, an entire week was devoted to pain management. The subject was also being taught within

palliative medicine. Extra provision was sometimes made for 4th year students with an interest in pain.

Postgraduate medical training

13.18 Specialist training in anaesthesia provides two levels of opportunity for training in pain man-

agement. First, every trainee anaesthetist receives training in pain management (for acute, chronic and

cancer pain) at the senior house officer level and the specialist registrar level; details of this training are

contained in the relevant training guides published by The Royal College of Anaesthetists. At some of

the sample sites, attachments for trainees to the chronic pain service were available but this was not a

universal practice. Second, for those anaesthetists who wish to have a major responsibility for pain

management in their consultant career, it is possible to obtain 6-12 months’ experience in pain

management during the latter years of their specialist registrar training. The Royal College of

Anaesthetists is currently considering the establishment of additional qualification and/or accreditation

for these anaesthetists (AAGBI/Pain Society, 1997). The publication of the training document

‘Specialist Training in Anaesthesia - Supervision and Assessment’ (RCA, 1994) led to the development

of training modules on the management of pain.
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Nurses, midwives and health visiton

13.19 For nursing, midwifery and health visiting, the validation and monitoring of all pre-  and post-

registration programmes of training is conducted by the four National Boards (English, Northern

Ireland, Wales and Scotland).
* The English National Board informed us of five pain courses that had received approval

(covering pain relief in adults, children and maternity).
* The Northern Ireland Board sent information about all their programmes and indicated that the

management of pain was comprehensively covered (pharmacology and principles of pain

control).
* The Welsh National Board informed us about pm-registration nurse education. The content

devoted to pain management varied for nurses, midwives and health visitors. A range of pain-

modules was available throughout WacS for registered nurses. Pain management was taught in

modules on palliative care at several universities within Wales.

13.20 Opportunitia for training in pain management through continuing education are offered

within several programmes accredited by the National Boards, for example, A77-  Pain and Pain

Management.

13.21 The majority of nurse eduution  undergraduate programmes include pain management in the

curriculum. but the average of four hours study does not give nurses adquate preparation (Grafhm,

1990). Inadequate knowledge about pain management among healthcare professionals is one of the

most prevalent factors in the under-treatment of pain (Gricpp. 1992, Clarke et al, 1996)

13.22 Several Masters-level university courses on pain are available in the UK. These courses are

organised to provide education and training in an interdisciplinary, cross-specialty and multi-

professional way. For some of these courses, education is provided through distance learning and

attendance at residential days.

Professions aUied to medicine

13.23 Some participants within the discussion groups felt that there was a shortage of places, of

funding and of suitable attachments for students of psychology. Them is an increasing recognition of

the need to include pain and its management in the training of psychologists, particularly at doctoral

level. Many modules in clinical psychology and in health psychology now include the subject of pain

management. There were plans to attempt the corn curriculum (IASP 1997) much more widely, but

these were still at an early stage.

13.24 The Physiotherapy Pain Association (PPA) has 1c osc links with The Pain Society. The PPA

Education Committee organises three study days per year, and is developing an introductory course in

pain management. The PPA has also developed standards for physiotherapists. A discussion document

on training for those physiotherapists working in pain management programmes has been published

(PPA, 1997). The suggestions follow the curriculum framework developed by the Chartered Society of

Physiotherapy and the Council for Professions Supplementary to Medicine (1996).

13.25 The College of Occupational Therapists has the main responsibility for the education of

occupational therapists. The educational programmes are approved by a Joint Validation Committee

which includes representatives from the Occupational Therapist’s board.
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13.26 Pharmacists have a key role in providing education and training in the pharmacological

management of patients suffering from pain. Pharmacists from the sample sites reported that there

were no specific courses for pharmacists who are interested in the management of pain. This percep-

tion was confirmed in our communication with the professional bodies that regulate the profession.

Compkmentary  thctipists

13.27 More than 100 courses in complementary medicine are available in university science and

healthcare departments and in faculties of nursing. They range from university courses to higher

research degrees. The amount of teaching devoted to pain ranges from a fm hours to a full module as

part of a BSdDipHE;  pain can be a specialist subject for a diploma or degree course.

13.28 A recent report by the Foundation for Integrated Medicine (1997) suggests that:
* There is no simple universal system of determining the qualifications, training or experience that

complementary practitioners may have.
* Many nurses have apcrience of and training in certain complementary therapies, however there

is insufficient information on the training received, the level of competence achieved and those

circumstances in which it is appropriate for nurses to apply these skills.
* Specialist courses in complementary medicine that medical doctors have attended vary in terms

of length, thoroughness, and the level of competence rquired to practice.
* A large number of complementary medicine courses provided at universities are not accredited by

an independent regulatory body

Evaluation of training and education provision

13.29 For some pf the pain courses, reference is made to published curriculum guidelines (IASP)  but

for very few courses is the impact of training evahratcd.  The aim of education is fiequcntly  stated as

to ‘increase knowledge’, however, little consideration is given to how the clinician or practitioner

might apply that knowledge. During this study, the only mechanism that was cited for the evahration

of education and training in pain management was an evahration form. This lack of evaluation of pain

education and training has been reported by other researchers (Clarke et al,1996).

Conclusions

13.30 The professional organisations that can influence pre-registration  curticula have been slow to

incorporate the published guidelines on training for pain management. Education in pain manage-

ment does not appear to be provided in a structured and coherent manner in many undergraduate

courses for healthcare professionals.

13.31 Within general professional training, the multidimensional nature of pain should be

emphasised and the biopsychosocial  model should be promoted as appropriate particularly when

treating chronic pain. Teaching on treatment strategies should include pharmacological, interventional,

physical and psychological approaches.

13.32 We found great disparity not only in the training requirements of different professional groups

but also the extent to which training programmes were meeting clearly identified needs.
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Recommendations

Recommendations to Health Authoritia and Primary Gut Groups (PCGs))

14.1 Health Authorities and PCGs) should review 1ocaI  provision of services for patients with pain in

relation to likely local levels of need for those services. This process is likely to reduce the unacceptable

variation that CSAG identified in levels of service around the country.

14.2 Health Authorities and PCGs should agree with Trusts on the provision of specialist pain

services of different levels of complexity and specialisation across a range of centres. Pain centres should

be classified using a modification of the International Association for the Study of Pain (IASP)  dassi-

fication. The geographical catchment areas of centres should match the need for less commonly used
procedures or facilities so that these are provided only in a limited number of specialised centres. Levels

of financial support should reflect the level of specialisation of a particular service. Good communica-

tion between centres of different levels of specialisation should be encouraged perhaps through staff

working in more than one centre (hub and spoke model).

14.3 Health Authorities and PCGs) should set and monitor targets for waiting times for chronic pain

clinics.  The interval between referral to a pain clinic and the first  consultation should not exceed 3

months.

14.4 Health Authorities and PCGs) should ensure that the quality of postoperative pain relief service

is specified in agreements -for surgical services, and ensure that the specified scrvicc is provided.

14.5 Health Authorities and PCGs) should ensure that pain control (or advice on pain control) for

cancer patients can be provided when necessary by properly constituted local specialist palliative care

services.

14.6 Health Authorities and PCGs) should be aware that a heterogeneous range of non-conventional

or “complementary therapies is offered to patients with pain, particularly chronic pain, some of which

have limited empirical support. Ultimately, public ILnding  of these and other services must be justifi-

able in terms of effectiveness. Health Authorities should, therefore, encourage the evahration  of

non-conventional services, which is more likely to occur when these services are provided in NHS

units alongside orthodox pain services. They should also encourage the development of guidelines for

standardised practice and referral criteria for any non-conventional services that might be funded by

the NHS.

Recommendations to Trusts

Chronic pain

14.7 The objective of pain management services should include prevention of the development of

chronicity and the disability that follows. To this end Trusts should give GPs  early, possibly direct,

access tom appropriate investigations and to a prompt opinion from specialist secondary care

services when needed. Good communication between the parts of the NHS concerned with the

61



management of an individual’s pain is crucial. Information relevant to the care of specific patients

needs to be shared promptly between agencies in secondary and primary care.

14.8 Trusts should ensure that patients with chronic pain have access to the services of a chronic pain

team when necessary Local chronic pain teams should:

+ advise local GPs on the range of services available, appropriate criteria for referral, appropriate

expectatrons from referral, and the respective roles of GPs  and pain teams in the long-term care

of referred patients;

* be led by a named individual whose role is clearly defined;

* be multidisciplinary, including, for example, doctors, nurses, psychologists, pharmacists,

physiotherapists, and occupational therapists;

* have adequate administrative support and office space;

* have a recognised role in education  of professionals in the management and prevention of

chronic pain;

* devise care plans for all new patients;

* discuss care plans with patients and carets;

1 make care plans available to other clinicians involved in the patient’s care;

* ensure that chronic pain services are audited.

14.9 Certain carefully selected patients should have access to a properly formulated pain management

programme within a reasonable period of time. Pain management programmes are specific

treatment packages for patients with high degrees of distress or disability as a result of chronic pain.

They should not be regarded as an alternative or additional treatment suitable for most patients.

Post-operative and other acutz  pain

14.10 All patients undergoing potentially painful procedures should have access to the services of an

acute pain team if necessary. The acute pain team should:

* include a named doctor with designated time available for this function, and at least one

specialist nurse;

* be provided with adequate administrative support and office space;

* work closely with pharmacists and physiotherapists with an interest in pain control;

* have a recognised role in education of professionals throughout the Trust in the management of

post-operative and other acute pain;
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* institute a standardised approach to the assessment of postoperative and other acute pain

throughout the Trust;

1; promote the use of protocols for the management of commonly encountered situations and

devise new ones when necescary;

* ensure adequate arrangements for patient-controlled analgesia;

* ensure that patients are provided with appropriate information on their risk of Postoperative pain

and the strategies available to deal with it;

* ensure that levels of postoperative pain control are audited.

Acciaht  and Emergency (A&E) drprrrtmmtt

14.11 There should be greater emphasis on effective pain management in patients attending A&E

departments. This should be achieved through:

* more extensive training of staff in pain management;

* use of standardised assessments of pain:

1 use of pain management protocols in commonly encountered situations;

* appointment of a clinical nurse specialist in pain control in larger units;

* explicit links between the A&E department and the acute pain team.

Services for chikften

14.12 Pain services for children should be provided by those with training and experience in pacdia-

tric and fimily care as well as in the management of pain. Trusts should audit services against the pain

management guidelines produced by the Royal College of Paediatrics and Child Health and the British

Association of Emergency Medicine, and take account of existing models of good practice.

Training

14.13  Trusts should ensure that all staff responsible for the management of patients in pain are

adequately trained in this area and should support any necessary training programmes.

Recommendations to Commissioners of Research and Development

14.14 Further research should be commissioned on the epidemiology and the social and economic

impact of unrelieved pain.

14.15 New research, and systematic reviews of existing research, are needed on the effectiveness of

specific &erapies  for acute and chronic pain, particularly on therapies that may prevent conditions

associated with acute pain becoming chronic problems.
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14.16 The value and appropriate use of pain assessment tools for children in various age groups

should be reviewed.

Recommendations to Professional and Other Bodies (including NICE)

14.17 The Royal Colleges and professional bodies concerned with pain services should review training

needs and recommended curricula in this field. Colleges and universities should ensure that the

management of pain is adequately covered in undergraduate, postgraduate and specialist teaching and

training.

14.18 Recent national and international guidelines for management of pain should be assessed for

evidence base, readability, potential impact on quality of care and relevance to UK practice. The task

should be done centrally on behalf of the whole NHS. The best existing national and international

guidelines should be disseminated, and the best local guidelines should be shared as examples of good

practice.

14.19 New evidenu-based guidelines should be prepared on specific conditions such as neuropathic

pain and complex regional pain syndrome, and on specific therapies such as opioids for chronic

non-malignant pain, spinal cord stimulation and pain management programmes.

14.20 Good quality guidelines should be made available to GPs on the management and referral of

patients with common pain syndromes.
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