











Official Satellite Symposium of the 12th World Congress on Pain
The changing face of Pain Management Programmes

14-15 August 2008

The Sherrington Suite, University of Liverpool, UK

Congress Satellite Symposium Secretariat
c/o Pain Relief Foundation

Clinical Sciences Centre

University Hospital Aintree

Liverpool L9 7AL

T: +44 151 5295838 F: +44 151 5295821
E: pmplivO8@liv.ac.uk

Online registration is available ot WWW .. painrelieffoundation.org.uk/pmplivO8
Registration fee: £260, with optional dinner: £45

Confirmed speakers:

D. Turk, USA P. Moore, UK
F. Keefe, USA C. Eccleston, UK
J. Haythornthwaite, USA S. Morley, UK

S. Linton, Sweden

J. Vlaeyen, Netherlands
P. Waring, UK

M. Reneman, Netherlands
G. Gauntlet-Gilbert, UK

L. McCracken, UK
P. Watson, UK
A. Williams, UK
T. Nurmikko, UK

Topics:

Different Approaches to PMP e Evolution of Pain Management o

CBT e Mindfulness e The Threat of Chronic Pain ¢ A Contextual Approach
Rehabilitation & Self Management « Rehabilitation & return to work e
Self-help interventions e Self Management: The Patient Perspective

Issues affecting PMP Success s The impact of family e

Cultural Factors e Psychological processes in medication prescription & use
Assessment, Measurement & Outcomes e Screening and targeting patients o
PRISM & PMPs e Self Report Questionnaires e Functional Outcomes e Brain Imaging & CBT

Early Intervention

UPCOMING MEETINGS FOR HEALTHCARE PROFESSIONALS

VISIT OUR WEBSITE @ WWW.BRITISHPAINSOCIETY.ORG FOR UPDATED EVENTS

5TH INTERNATIONAL LOW INTENSITY LASER THERAPY
CONFERENCE
5th - 7th June 2008 Toronto, Ontario, Canada

THE 3RD TRAVELLING PAIN SYMPOSIUM, DESTINATION
AVIGNON, FRANCE 13-15 JUNE 2008

With the Pain Management & Neuromodulation Centre,
Guy's & St Thomas' Hospital

AUGUST

SATELLITE MEETING OF NEUP SIG
THE SPECIAL INTEREST GROUP ON NEUROPATHIC PAIN OF IASP
Wednesday 13 - Friday 15 August 2008 The Royal Society of Medicine

SATELLITE MEETING - 12TH WORLD CONGRESS ON PAIN 2008
THE CHANGING FACE OF PAIN MANAGEMENT PROGRAMMES
Wednesday 13 - Friday 15 August 2008

The Sherrington Suite, University of Liverpool

Hosted by The Pain Relief Foundation

SATELLITE MEETING - 12TH WORLD CONGRESS ON PAIN
NOCICEPTORS - NEW BIOLOGY

15th and 16th August 2008 (preceding the World Congress)
Royal Society of Edinburgh, Edinburgh, Scotland

SATELLITE MEETING - 12TH WORLD CONGRESS ON PAIN
2008

ULTRASOUND GUIDANCE FOR THE DIAGNOSIS AND
INTERVENTIONAL MANAGEMENT OF PAIN

Friday 15th - Saturday 16th August 2008

Hunterian Museum and Laboratory of Anatomy, Glasgow, UK
Organised by Dr Colin McCarthney (Toronto) and Dr Barry Nicholls
(Taunton)

SATELLITE MEETING - 12TH WORLD CONGRESS ON PAIN 2008
USING RESEARCH TO IMPROVE THE LIVES OF PEOPLE WITH
CHRONIC PAIN IN THE COMMUNITY

Friday 14th - Saturday 15th August 2008
Kings College, Univeristy of Aberdeen, Scotland

INTERNATIONAL ASSOCIATION FOR THE STUDY OF PAIN: 12TH
WORLD CONGRESS ON PAIN

Sunday 17-Friday 22 August 2008

Scottish Exhibition + Conference Centre, Glasgow UK

OCTOBER

PAIN SYMPOSIUM & 3RD INTERVENTIONAL PAIN
MANAGEMENT WORKSHOP

17-19 October 2008

London, UK




Survey on the use of
Ketamine Infusions in

Scottish Hospitals
|

DR MicHae J.E. NewL

SpeCIALIST REGISTRAR AND PAIN FELLOW
NINEWELLS HOSPITAL AND MEDICAL
Scroot, Dunpee

Introduction

Ketamine is a drug that has had
many and varied roles in the

field of anaesthetics and intensive
care since its discovery in 1965.
Some of its uses include induction
and maintenance of anaesthesia,
classically in shocked and
cardiovascularly unstable patients,
sedation and in the treatment of
life-threatening asthma. It is also
particularly noteworthy as being a
potent analgesic. This last property
has seen ketamine undergo
considerable study in the past few

o

years as it has been increasingly
realised that it can offer a number
of advantages over conventional
opioid analgesics.

Ketamine is a N-methyl-D-
Aspartate (NMDA) receptor
antagonist and is commonly
available in the racemic mixture

of S (+) and R (-) isoforms’. The

S (+) isoform displays improved
analgesic properties compared

to the R (-) isoform, binding to
the NMDA receptor with four
times the affinity of R (-) and also
binding to mu and kappa opioid
receptors?**. The side effect profile
of each enantiomer is the same at
equal plasma concentrations but
the lower dose of the S(+) isoform

required for analgesic effect results
in lower dose requirements and
hence side-effects’. This pure
enantiomeric form is not readily
available in the UK at present.

It is ketamine's property as a
potent analgesic that has brought
it increasingly to the attention of
anaesthetists and those involved
in pain management. Ketamine
has multiple sites of action both
peripherally and centrally*®. Of
particular interest is the property
of ketamine to act on NMDA
receptors at the spinal cord

level to reduce the ‘wind-up’
phenomenon’#®. Other important
effects include decreasing post-
operative opioid consumption’,
decreasing the effects of opioid
withdrawal, reversal of opioid
tolerance and treatment of
neuropathic pain6:,

In recent years the use of
ketamine in the peri-operative
period was often confined to the
administration of bolus injections
as rescue analgesia in the recovery
room post-operatively. The use
of ketamine as a bolus injection
for the management of acute
pain has been tempered to some
extent because of fears about
unpredictable side effects. These
can include hallucinations and bad
dreams. One way of minimising
these effects and maximising
analgesic properties is with the
use of low dose infusions. This
technique has been around for
many years but due to lack of
clear guidelines, infrequency of
use and concerns over potential
side effects it has not been used
as often as one may expect.

Following recent studies on

the use of ketamine in the
peri-operative setting, a protocol
was put into place in our

hospital to standardise the way

in which ketamine infusions are
administered. In this regard it was
decided to conduct a survey of
every teaching hospital in Scotland
that runs an acute pain service

to find out what the practice is
nationally with regards to the use
of ketamine infusions.

Method

A short telephone survey was
conducted by speaking to

either the acute pain nurse or

the consultant responsible for
overseeing the Acute Pain Service
in each hospital. Each person
contacted was asked whether a
protocol / guideline was in place
for the administration of ketamine
infusions in their hospital, who was
responsible for the prescription,
what the dosing schedule was,
what the typical duration of
infusion was and whether there
had been any recent audit of the
use of ketamine infusions in their
hospital.

Results

In total, 19 individual hospitals
were contacted regarding their use
of ketamine infusions. 18 hospitals
surveyed had at some point

used ketamine infusions. Only 6
hospitals surveyed had established
ketamine protocols in place with 3
others about to bring in a protocol
to standardise its use. One hospital
did not use ketamine infusions

at all.

Of the hospitals with a
standardised protocol for the
administration of ketamine
infusion, the most common
regimen was for the infusion of an
initial quantity of 5mg/ml solution
at a rate of Tml/hr. This could

be varied up to 3mls (15mg) per
hour. One hospital was setting up
a protocol on a mg/kg/hr basis.

In all hospitals, ketamine
infusions were initiated either by
anaesthetists in operating theatres
or recovery areas or by those
patients reviewed by the Acute
Pain Service with consultant input.
16 hospitals managed patients on
ketamine infusions on a general
ward with 2 hospitals managing
the infusions exclusively on either
HDU or ICU. Typically patients
with high opioid consumption
pre-operatively and those with
pain poorly responsive to opioids
post-operatively were those

in whom infusions were most
commonly used. Although the
majority of hospitals did not have
hard data on it, most ketamine
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infusions were typically run over

a two or three day period before
being titrated off with opioid cover
via a PCA.

Only one hospital in Scotland had
performed an audit of their use of
ketamine infusions while another,
though records were kept on their
use of ketamine, did not have any
audit data available.

Discussion

The results of the survey show a
number of different points. Firstly,
that the majority of hospitals have
some experience on the use of
ketamine infusions but not all
have adopted a standardised
protocol for its administration. A
number (3) are in the process of
implementing such a protocol.

The majority of hospitals that do
run a ketamine infusion protocol
tend to have similar guidelines
and that is the infusion of 5-15
mg/hr or approximately 0.07-0.2
mg/kg/hr. This is consistent

with the literature on the use of
ketamine infusions that found

a low dose infusion maximised
analgesia without encountering
problems with excessive sedation
or hallucinations that can be seen
with higher doses"#”.

The majority of hospitals used
ketamine infusions on patients
who were on general wards with
only two hospitals confining the
use to HDUs or Intensive Care.
This practice is supported from

a number of studies that suggest
that the incidence of significant
morbidity arising from ketamine
infusions is small providing
patients are regularly monitored*"".
However, it is difficult to say with
any degree of accuracy what the
true incidence of morbidity with
ketamine infusions is due to the
general lack of audit data available.

In all hospitals, the decision to use
a ketamine infusion was made by
an anaesthetist or by the Acute
Pain Team. The patient groups that
were most regularly mentioned in
all hospitals as requiring the use
of ketamine infusion were those
either requiring large doses of

opioids in the immediate post-
operative period, patients with
pre-existing large volume opioid
consumption and specifically
those patients with chronic pain
from pancreatitis. All these groups
could be predicted to benefit from
the use of ketamine as they may
have considerable physiological
tolerance to opioids in the

first instance or a neuropathic
component to their pain that

is often poorly responsive to
conventional analgesics.

Only one hospital in Scotland
had performed an audit of their
use of ketamine infusions. This is
likely due, at least in part, to the
fact that the majority of hospitals
have until fairly recently not had
a standardised approach to the
administration of these infusions.
Evidence from the literature
suggests that ketamine infusions
run as a low dose infusion is

a safe and effective means of
providing analgesia in patients
who have pain that is otherwise
difficult to control with opioid
analgesia®®. More data from
individual hospitals would be
beneficial in gauging the true
efficacy and morbidity associated
with ketamine infusions.

Conclusion

A number of hospitals are now
starting to adopt a standardised
approach to the management of
patients with ketamine infusions.
Most hospitals manage patients
with ketamine infusions in a non-
critical care area and they are used
particularly in patients with pain
difficult to control post-operatively
or in those with large pre-existing
opioid consumption. Further study
is required to assess the morbidity
associated with low dose ketamine
infusion as few hospitals actively
audit its use.
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The Pain Relief Foundation

Oth Annual Lecture 2008

“Complex Regional Pain Syndrome:

What causes it and

can it be treated?”

Professor Ralf Baron
University of Kiel, Germany

To honour the life & work of Dr David Niv

Thursday 23rd

T/ Coffee amd
Thae Tife: aned work of
What ¢
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October 2008
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REFERENCES

1. Hocking G.H, Cousins M.J.
(2003) Ketamine in chronic
pain management: an
evidence -based review.
Anaesthesia & Analgesia.
97:1730-1739

This plenary lecture is free, but please register so that you con be sent
directions to the Clinical Sciences Centre ond a ticket for odmission,
Admission by ticket only.

Thig i the ninth of an annual series of lectures on timely pain tapics, in haneur of
these ndividuals who have mode an outstanding confribution te the study and
management of pain. This year o short oppreciation of the life and werk of David
Miw, who was the Director of the Multidisciplinary Fain Contral Unit & Pain Research
Loboratary in Te! Aviv, Isroel, by Cheis Wells from Liverpoal.

Ralf Baron s Head of the Department of Meurolagicel Pamn Reseerch and Therapy
at the University of Kiel in Germany. His main research interest is the
pathophysialagy and therapy of newrcpathic pain states

Contact for tickets (strictly o moximum of 2 per person)

Mrs Brenda Hall, Pain Relief Foundation, Clinical Sciences Centre,
University Hospital Aintree, Liverposl L9 7AL, UK

T: 0151 529 5822 F: 0151 529 5821 E: b hall@painrelief foundation.org.uk
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-1 New Members

Ratified on 18" April 2008 by The British Pain Society Council

Abd El Raheem

Clinical Research Fellow

Russells Hall Hospital

Alam, Faiz

General Practioner

N/A

Awonaya, Emmanuel Staff Anaesthetist Heatherwood and Wrexham Park Hospital
Bantel, Carsten SpR Anaesthesia Chelsea and Westminster

Bermerister, Leif SpR Anaesthesia Jersey General Hospital

Booth, Eileen Acute Pain Nurse St Mary's Hospital

Bruce, Julie Research Fellow University of Aberdeen

Colquitt, Stephanie Pain Management Nurse West Cumberland Hospital

Culoille, Linda Consultant in Anaesthesia Aintree University Hospital Trust

De Sousa Rego Vieira
Duarte, Rui Miguel

PhD Student, Pain Medicine

Russells Hall Hospital

Dounavi, Myrto

Post Graduate Research Student

Keele University

Dow, William SpR Pain Medicine St Marys Hospital
Dragomir, Christina Acute Pain Nurse Liverpool Women's Hospital
Dynstan, Sharon Senior Pain Specialist Nurse Treliske

Georghiou, Maria SpR Anaesthesia Great Ormond Street
Gupta, Rajesh SpR Anaesthesia Lister Hospital

Harper, Philip Senior Lecturer Oxford Brookes University
Horswill, Yelisava SpR Anaesthesia Frenchay Hospital

Jonas, Denise

Lecturer Children’s Pain Management

School of Nursing, University of Salford

Jones, Bethan

Consultant in Palliative Medicine

Velindor Hospital

Kirkwan, Deborah

Pain Management Sister

Birmingham Heartlands and Solihull Hospital

Kucharski, Piotr Staff Anaesthetist Glan Clwyd Hospital

Maciver, Kate Research Fellow University of Liverpool

Mattheus, Catherina SpR Anaesthesia Royal United Hospital

Mulcahy, Sharon Pain Management Nurse Royal Devon and Exeter Wonford
Neirami, Fabiroz SpR Anaesthesia St Helier's Hospital

Payley, Carole Physiotherapist Airdale General Hospital

Peat, Sue Consultant in Pain Kings College Hospital

Sashtri, Parag SpR Anaesthesia South Warwickshire General Hospital
Seah, Seosoon Consultant in Anaesthesia Ealing Hospital

Soni, Anil SpR Anaesthesia Tameside General Hospital

Stenhouse, Julia

Pain Managment Sister

Solihull & Birmingham Heartlands

Taylor, Helen

Specialist Nurse

George Eliot Hospital

Tzabar, Yoav

Consultant in Anaesthesia

Cumberland Infirmary

Van Denkerkhof, Elizabeth

Associate Professor

Kingston General Hospital

Winstone, Elizabeth

Acute Pain Sister

Royal National Orthopaedic Hospital
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Do you have creative talents? Art Exhibition

London ASM
371t March - 3 April 2009

At the 2009 ASM, in collaboration with the Association of Palliative Medicine, the British Pain Society is introducing an art exhibition.

Submissions are invited from anyone attending the event, or from family, friends and patients. All forms of art will be considered, whether
paintings, photographs, prints, or sculptures (size limited by transport considerations!).

A prize will be awarded to the ‘Artist of the Year’ judged by which exhibit receives the highest number of votes from delegates.
Help us to add a new dimension to the Annual Scientific Meeting in 2009.

Details of how to participate in the exhibition will be made available from August onwards on the
British Pain Society’s website www.britishpainsociety.org .

Please register your interest in submitting a piece by completing your details on the card included in
this newsletter and returning to the British Pain Society, 3rd Floor, Churchill House, 35 Red Lion Square,

. . . ) Tue Britisu Pain Socriery
London WC1R 4SG. Details will be sent to you directly once available. An aliance of professionals advancing the undersanding

and management of pain for the benefit of patients



When confidence counts...

DUROGESIC® DTRANS® TRANSDERMAL PATCH PRESCRIBING INFORMATION.
ACTIVE INGREDIENT: Fentanyl. Please refer to Summary, of Product
Characteristics (SmPC) before prescribing. INDICATION(S): Management of
chronic intractable pain. DOSAGE & ADMINISTRATION: Adults: /nitial: Base on
opioid history, current general condition and medical status of patient. Opioid
naive; see SmPC. Opioid tolerant convert from previous opioid use (see SmPC).
Titration and maintenance: change 72 hourly; titrate to analgesic efficacy. 12 mcg
patch available only for finer titration between 25—-75 mcg/h doses. Apply new.
patches to different sites. Children: only for opioid-tolerant patients (ages
2-16 years) on at least 30 mg oral morphine equivalents per day. Convert dose
from previous 24 hour opioid requirement (see SmPC). After initiation or
up-itration of dose, monitor for adverse events for at least 48 hours. Titration and
maintenance: Adjust dose in 12 meg/hr steps. Elderly: Tendency for higher serum
levels. Check for toxicity in elderly, cachectic or debilitated; reduce dose if
necessary. CONTRAINDICATIONS: Acute pain. Fentanyl or adhesive
hypersensitivity. SPECIAL WARNINGS & PRECAUTIONS: Patients should not be
changed from one make of patch to another without specific counselling. If serious
adverse events occur, monitor up to 24 hours after removal. Keep out of reach and
sight of children. Do not divide, cut or damage. Very rarely cases of significant
respiratory depression and/or fatality when used as initial therapy so recommended
for use in opioid tolerant patients. As with all potent opioids, respiratory depression
may occur — dose related. Agree outcomes with patients requiring prolonged use;
stop if not met. Care with chronic obstructive or other pulmonary disease, raised
intracranial pressure, brain tumours and bradyarrhythmias. Tolerance and

dependence may occur. Observe if
<$> JANSSEN-CILAG ¢ hepatic or renal disease for toxicity;

reduce dose if necessary. If fever

develops, monitor for opioid side effects. Not for opioid naive children or children
under 2 years of age. Choose application site carefully in children and monitor
adhesion to guard against accidental ingestion. Avoid heating application site.
May affect ability to drive or use machinery. See SmPC for disposal instructions.
SIDE EFFECTS: Very common: somnolence, insomnia, dizziness, nausea,
vomiting, constipation. Common: anorexia, anxiety, depression, involuntary muscle
contractions, hypoaesthesia, conjunctivitis, palpitations, abdominal pain, pruritis,
urinary tract infection, body temperature change, fatigue, malaise, peripheral
oedema, asthenia, drug withdrawal symptom, application site reaction.
Spontaneous reports: anaphylactic reaction, convulsions, headache, tremor,
tachycardia, bradycardia, respiratory depression, hypoventilation, dyspnoea,
hypertension, hypotension. Refer to SmPC for other side effects. PREGNANCY:
Safety not established in pregnancy. Should not be used in pregnancy unless clearly
necessary. Not recommended for use during childbirth. LACTATION: Do not use
during breastfeeding. INTERACTIONS: Special care and observation required when
used with CNS depressants including alcohol. Concomitant use with CYP3A4
inhibitors not recommended, without close monitoring. Concomitant use with
MAQIs not recommended. LEGAL CATEGORY: CD (Sch 2) POM.
PRESENTATIONS, PACK SIZES, PRODUCT LICENCE NUMBERS & BASIC NHS
COSTS: All strengths supplied in packs of 5 (15 days supply). Durogesic DTrans
12 (delivers approximately 12 mcg/h of fentanyl) PL 00242/0409 £18.85.
Durogesic DTrans 25 (delivers approximately 25 meg/h) PL 0242/0192 £26.94.
Durogesic DTrans 50 (delivers approximately 50 meg/h) PL 0242/0193 £50.32.
Durogesic DTrans 75 (delivers approximately 75 meg/h) PL 0242/0194 £70.15.
Durogesic DTrans 100 (delivers approximately 100 mcg/h) PL 0242/0195 £86.46.
FURTHER INFORMATION IS AVAILABLE FROM THE MARKETING
AUTHORISATION HOLDER: Janssen-Cilag Ltd, Saunderton, High Wycombe,
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Apply with confidence

Durogesic' Drrans’
fentanyl [aj

Controls chronic intractable pain

transdermal system

Buckinghamshire HP14 4HJ UK. © Janssen-Cilag Ltd 2008. Prescribing
information last revised: 15 January 2008. PIVER15012008.

Information about adverse event reporting can be found
at www.yellowcard.gov.uk. Adverse events should also be
reported to Janssen-Cilag Ltd.

Date of Item: February 2008. ltem Code: DDS/08-0010.
www.durogesicdtrans.co.uk. Durogesic® DTrans® Linkline 0800 716973



