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SCOPE OF PROJECT 

The project aimed to map the availability of specialist chronic pain clinic services available from hospitals and secondary
healthcare providers. Specialist pain services seek to help patients who suffer from chronic pain, where a diagnosis 
has been established but where other treatment has not been successful at treating the pain or where a firm diagnosis
cannot be made.

Availability of services is looked at in terms of a wide range of issues including the size of services (budgets, staff,
patient numbers), the treatments, facilities and equipment available, the training of staff and the relationship between 
primary and secondary services.

A questionnaire for chronic pain management services was developed in consultation with the Pain Society. This survey
was distributed to a list of member contacts provided by the Pain Society, at 214 hospitals across the UK. Of these, 
2% indicated that they were not currently providing a pain clinic service. Responses were gathered from 161 chronic
pain management services representing 75% of hospitals currently providing services. A complete list of clinics taking
part in the survey is included at the end of this document.

Returns were reviewed for wrongly formatted answers and entered on the database. Entered data was returned to 
the respondent for checking. Additional information and any amendments were incorporated into the database.
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EXECUTIVE SUMMARY

• Chronic pain is one of the most significant causes of suffering in the UK, and has a significant economic impact
through those affected being unable to work. Estimates of the number of people suffering musculo-skeletal pain 
vary from 7m to 16m. It is the second most common cause of days off work through sickness, accounting for 206m
lost working days in 1999-2000. 1 Despite this, the provision of specialist services to manage chronic pain in the UK 
is highly variable. 

• There is wide variation in the availability of services from hospital to hospital and from region to region within the 
UK. There can be a tenfold difference in the funding for chronic pain management services between one district 
general hospital and another. Staffing levels also vary considerably, from a single-handed service run by a consultant
anaesthetist seeing over 250 patients a year with no administrative support, to a multi-disciplinary team of nearly 50
team members treating over 3,500 patients a year.

• Many services fall short of recommended levels of service. The Clinical Standards Advisory Group recommends that
consultants providing pain management expertise should have at least three dedicated sessions a week. 2 10% of
clinics surveyed had fewer than three dedicated sessions per week in total and so fell short of this target. No regions
achieve the Royal College of Anaesthetists recommendation that there be 10 consultant anaesthetist sessions per
100,000 people. 

• Despite evidence that chronic pain services are cost effective reducing the burden on the health service 3, in many
cases it is felt by questionnaire respondents that the contribution of chronic pain services to patient care within 
hospital Trusts is not recognised. Chronic pain clinics are not treated as a separate hospital service but as a 
secondary aspect of the work of anaesthetists. Most services operate without designated facilities, with many 
sharing inadequate clinic space with other specialties. In many areas, the provision of chronic pain services as a 
separate service is poorly defined. 

• There is scope to improve availability of evidence-based techniques. Only 58% of all clinics currently offer outpatient
Pain Management Programmes despite evidence of efficacy. One third of clinics do not offer individual psychological
therapy although there is evidence of efficacy. Most clinics offer TENs 4 despite the fact that this is less well supported
by evidence. Almost a third of responding clinics do not collect and audit outcome data for their service.  

• The national average waiting time for patients referred by their GP to see a pain team consultant for the first time is
20 weeks. Patients referred by a consultant waited 23 weeks on average. Waiting times for GP referrals therefore 
fell inside the current NHS target wait of 21 weeks. The waiting times for GP referrals ranged from 4 to 110 weeks
and between 4 and 133 weeks for consultant referrals. Demand for services has led to 8 services closing their GP
referral waiting list at some point in the last 12 months. In addition, 4 clinics – spread widely across the UK – are 
currently not accepting patient referrals from GPs as part of their efforts to reduce the waiting time. 

• Overall, the average length of a patient's first appointment with a pain consultant was 34 minutes. Appointment
lengths ranged from 10 to 90 minutes depending on the number of patients booked for appointments and individual
patients' requirements.

• The Clinical Standards Advisory Group recommends improving links with primary care services as a way to improve
access and quality of care. However, a little over half of all responding clinics have not developed any initiatives 
linking with Primary Care Services. 
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RESULTS

1.Overview - scope and variation of secondary specialist pain clinics in the UK

1.1 Variation in size of clinics 

Of the 270 large acute hospitals in the UK approximately 200 hospitals operate a chronic pain management service.
Some areas will have no local chronic pain service and across the available clinics there is a wide variation in the 
facilities and types of treatments available. 

There is little consistency in the way in which services are delivered or the availability of particular services in a 
particular area.

Services are delivered by a variety of clinics, with the annual patient workload varying between clinics almost 50-fold,
from 180 to almost 9000. There are a handful of larger centres such as St Thomas' Hospital in London and University
Hospitals of Leicester NHS Trust. 

At the district general hospital level, there is a small number of clinics that see over 5000 patients a year. At the other
end, around a fifth of clinics, see less than 1000 patients a year. The budget for clinics also varied widely from £65,600
at Wansbeck General Hospital in Ashington, to £695,500 at St Mary's Hospital in Portsmouth.

1.2 Variation in scope of services and scale of resources by region

The availability of clinics varied by region. There are around 20 clinics in London compared to 6 in Northern Ireland. 
The number of patients seen in clinics across the UK in 2002/2003 ranged from just over 6400 in Northern Ireland to
nearly 35000 in the South East.

There were also wide variations in the chronic pain clinic budgets that were reported. Many clinics could not return infor-
mation on the specific amount spent on chronic pain management as some NHS Trusts do not allocate separate funding
for this service, and many of the costs are absorbed into anaesthesia expenditure. Some services have developed on an
'ad hoc' basis with little involvement from the hospital Trust and until they have established a formal structure for the
service, identifying even approximate amounts spent is very difficult. It is therefore not possible to present the total budg-
et or the average budget of clinics in each region. 

However the tables below show the average numbers of patients seen per 100,000 of the local population and the aver-
age pound per patient spent for those clinics that returned information. Please note that no budgetary information was
available for the North West region. Calculation for London includes £1.9m budget at one clinic. 

Expenditure per patient ranges from £37 in Eastern England, to £176 in London. Outside of England, Welsh services
reported the highest spend. 

We have also looked at the consultant clinical sessions per 100,000 people, using Census 2001 data for regional popu-
lations. These figures are to an extent distorted by non-respondents, however the response rate is reasonably consistent
and in most cases non-responding units are all smaller units. We have also given figures adjusted for variation in
response rate, assuming non-responding units are average.

With these caveats, it is nevertheless clear that access to services varies greatly between different regions. In addition,
the Royal College of Anaesthetists has recommended that there be 10 
consultant anaesthetist sessions in chronic pain management per 100,000 people. This is not currently being achieved in
any region of the UK. 
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Expenditure per patient in each region
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2. Facilities and treatments

2.1 Variation between clinics in facilities offered

Each clinic provided information on the facilities available to them within the hospital. In most cases facilities are not 
dedicated to the chronic pain service but were shared with other departments within the Hospital, and in many cases
clinics have reported that the space allocated to them is unsatisfactory in terms of size and location. 

Facilities have been described as 'cramped', 'crowded' and 'inadequate'. Pain clinicians reported the need for the
Department of Health "to recognise Pain management as a specialty" and "to instruct trusts to provide appropriate 
facilities". It was also felt that Trusts should "recognise that pain management is important". Better facilities were cited 
by many clinics as one of the top three priorities for improving their services.
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2.2 Variation in treatments

The treatments available from UK chronic pain management clinics also varied greatly. The table below shows the 
percentage of clinics providing different types of treatment. 

There is little consistency either in the availability of particular treatments in different areas. There was no common 
element to all services. Even provision of a consultant anaesthetist was absent in two cases. The most commonly 
available specific services were TENS, local anaesthesia and single injections of steroids. Much less frequently available
would be services such as psychological therapies. However, a small number of clinics did not offer TENS but did 
provide psychological therapies. Excluding tertiary referral centres and looking at District General Hospitals shows that
units can offer between 7 and 20 of the treatments listed below. 

The provision of treatment does not seem to reflect the evidence base. The 1997 Health Technology Assessment
Review3 found good evidence in favour of the benefits of psychological interventions and little evidence for the use 
of TENS in treatment of chronic pain. However services are more likely to offer TENS than psychological therapies,
which may reflect the cost of provision. Many services cited increased psychological input as one of their top three 
priorities for new funding:

"increase funding to provide support services such as psychology"
"funding for a psychologist or psychological sessions"

In addition to the treatments listed, other treatments offered include relaxation training, self-hypnosis and aromatherapy
and massage. 
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2.3 Pain Management Programmes

Pain Management Programmes (PMP) are multi-disciplinary treatment regimens for which systematic reviews provide
good evidence of efficacy. The CSAG report highlighted the importance of these programmes. Despite this close to half
the pain clinics in the country are currently not offering this service. Across all responding clinics, 58% of clinics currently
offer Pain Management Programmes (PMP). 

Many of the clinics surveyed who do not currently offer Pain Management Programmes expressed an interest or desire
in developing one in the near future. 

Regional availability of Pain Management Programmes is not uniform. The minimal levels of staffing required to operate
a Pain Management Programme may have some effect on availability – such a service needs at the very least a doctor,
a clinical psychologist and a physiotherapist. It is also desirable to include an occupational therapist and a clinical nurse
specialist on the PMP team. Only 36% of clinics in the East of England offer them, compared to all responding clinics in
the South West. On average, availability in Wales, Scotland and Northern Ireland is 41%:
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Generally there is a low level of joint working between chronic pain and other services, with less than 10% of chronic
pain services holding formal joint clinics with other specialties:



3. Links with Primary Care

In 1997 the Clinical Standards Advisory Group reviewed clinical care standards, levels of access and availability of 
services for NHS patients with acute and chronic pain across 12 acute Trusts. The report found that

• GPs were generally aware of a local pain service but did not know what this could offer
• GPs felt there was a lack of guidance available to them about referring patients to their local pain service

Links with primary care allow GPs to make better decisions and allows more 'seamless' access to care. However, just
over half of all responding clinics have not developed links or initiatives with primary care services. Examining the high
and low budget clinic groups, it was found that over three quarters of those in the 'low budget' category have no such
links. Royal Glamorgan Hospital stated that it has no initiatives "due to lack of resources". 

Additionally, the two clinics from the 'low budget' group that have developed these links have a budget equal to the 
average for this group or the highest budget within the group. These factors suggest that these initiatives may be 
directly dependent on funding levels. If this is the case, it is surprising to find that 40% of those clinics in the 'high 
budget' category have no such links.

The clinics that reported that they had such initiatives in place are making and maintaining links with GPs and practice
nurses in order to advise on the range of services available and methods of referral. The survey highlighted a number 
of ways in which chronic pain services are achieving this:

• setting up regular educational and teaching sessions with practice nurses and GPs
• Chronic pain team members giving talks about their pain service in health centres
• satellite clinics in GP practices on a regular basis e.g. every month
• pain nurses holding consultation sessions in GP practices and health centres to deal with GP referrals

For example, Southampton Chronic Pain Services are presently undergoing a restructure in order to become more 
primary care based with clearer patient pathways. Victoria Infirmary in Glasgow has developed primary care guidelines
in conjunction with the Glasgow Health Board and St Thomas' Hospital currently has a teaching programme with money
available for an academic GP post. 

4. Waiting times and length of appointments

Specialist pain clinics are no different from any other part of the NHS in that waiting times are often long and vary dra-
matically between regions. However in some cases, the waits are excessive and on occasion clinics have been forced to
close to new patients.

Nationally, the average waiting time for patients referred by their GP to see a pain team consultant for the first time was
20 weeks, which falls inside the current NHS target of 21 weeks. Patients referred by a consultant waited slightly longer
for a first appointment – on average 23 weeks.

There was however a wide variation in the waiting times. While the shortest wait – for both GP and consultant referrals –
was a commendable 4 weeks, at the other extreme there were clinics with excessive waiting times. The longest wait for
a patient referred by their GP was 110 weeks, and for patients referred by a consultant the longest wait was 133 weeks.
Even in an NHS characterised by waiting lists, it seems extraordinary to ask a patient suffering from chronic pain to wait
two years for an appointment with a specialist.

Nine clinics had closed to new patients over the last year because they had been unable to cope with demand. 

For example the Royal Glamorgan Hospital has a 2 year waiting list and has been closed to GP referrals for the last 2
years in an effort to reduce the wait time. Its top priority for improving services is reported as 'increased funding'. 
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It is interesting to contrast this with cancer patients at The Royal Marsden, who wait less than a week to see a pain 
consultant. This may reflect the benefits of receiving pain treatment as part of a service that has been made a national
priority defined by a National Service Framework. Other chronic pain services have indicated that cancer patients would
be seen faster than their average wait time.

As indicated above, patients with chronic pain may have to wait a considerable amount of time to see a pain consultant.
The time available to them at their first appointment is important as this is likely to be the first opportunity that they 
have to talk in depth about their problem. Longer appointment times also allow the Pain team to assess the patient's 
difficulties fully. Nationally, the average length of the patient's first appointment was 34 minutes. Appointment lengths
ranged from 10 to 90 minutes. Shorter times could be indicative of pressure on the clinic due to patient numbers. Many
clinics indicated that the appointment times varied according to patient need, and that in some cases no restrictions 
were placed on the length of this appointment.

5. Outcome data

Although it is recognised best practice to collect audit outcome data, 30% of all responding clinics do not collect or audit
outcome data for their service. The reasons cited for this include

lack of IT or clerical resources to assist with data collection
lack of time – clinical pressures regardless of the size of the pain team
lack of funding – Trust will not fund equipment required or install PACS system

The coverage of the information collected by the other 70% of clinics may be limited. Although many clinics use the
PACS system, a number of clinics indicated that only some of their data is collected in this manner e.g. only interven-
tions are captured, or information relating only to new therapies. Other clinics collect data sporadically. Other problems
include cases where systems are in place but implementation has been delayed by a lack of IT support. 

• Only half of the services that collect outcome data in any way make this information available within the hospital via
their intranet system and at departmental and audit meetings.

• 30% of services make the information available to referrers via meetings, reports and GP evenings.
• 12% of the services that collect outcome data make this information available to patients. This varies from reports

prepared for individuals at their request, information for use by patient support groups and summary information 
displayed in the patient waiting room.

• Other outputs for this information include poster presentations at the Pain Society conference, research publications
and summaries provided to neighbouring hospitals.

6. Resourcing and variation in waiting times

We have looked at the variation between clinics and the degree to which differences in services are related to 
differences in budget. Resourcing level has been looked at both in terms of gross budget and in terms of pounds per
patient. Not surprisingly higher budgets are related to higher staffing and wider availability of services. But not all 
aspects of service relate to budget. For example, units that audited outcomes and units that forged links with primary
care did not tend to have higher budgets in terms of pounds per patient treated than those that did not. 

Resources do not relate particularly to waiting times. The table below shows the overall relationship between waiting
times and clinic budget (for those able to supply budgetary data) and there is clearly no relationship between the size 
of a clinic and its ability to keep waiting lists down. This is not surprising, as demand will play as big a role in driving up
waiting times as supply. Larger or better-resourced units may tend to attract more demand.
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However, it can be observed that the very large clinics tend to have close to average waiting times, perhaps allowing
them to achieve greater consistency, while the extreme waiting times are observed in units with smaller budgets, and
these clinics are more likely to have lower levels of staffing and be more affected by factors such as staff shortages or
absence. 

11

0

20

40

60

80

100

120

0 500000 1000000 1500000 2000000

Budget in pounds

W
ai

t 
in

 w
ee

ks
 f

or
 G

P 
re

fe
rr

al

1 Arthritis: the Big Picture. Chesterfield: Arthritis Research Campaign. 2002

2 Clinical Standards Advisory Group. Services for Patients with Pain: A report of a CSAG committee. Chaired by
Professor Alistair Spence. March 2000.

3 McQuay HJ, Moore RA, Eccleston C et al. Systematic review of outpatient services for chronic pain control. Health
Technology Assessment 1997.

4 TENS – Transcutaneous Electrical Nerve Stimulation devices used for pain control.

Clinic response rate by region:
West Midlands 83% 
South East 77%
South West 73%
Eastern 73%
Northern and Yorks 71%
London 65%
Trent 69%
North West 60%
Wales 93%
Scotland 80%
Northern Ireland 72%


