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PREFACE
Dr John Hughes, Dean

Pain will affect us all from time fo time but will usually ease over a short period or be easily managed. For some (31-37% of the
population|, pain becomes persistent or chronic. In approximately half (eight million people in the UK, pain significantly interferes with
their function and quality of life. The impact on quality of life is known to be as bad as that seen in patients with significant neurological
illness (e.g. Parkinson’s disease). A reported 41% of patients attending specialist pain management clinics state that pain prevents them
from working. Severe chronic pain is associated with an increased risk of mortality, independent of sociodemographic factors. Persistent
pain affects family, carers and work, and places significant demand on both health and social care resources. Managing chronic pain
effectively therefore has positive effects at both personal and societal levels, benefiting all.

Pain presents in all areas of society: at home, in the community, in primary care and across all disciplines in secondary care. In many cases
this pain should be and is well managed or resolved within those settings. For patients where pain remains a significant issue, management
needs to be escalated, with more specialist pain services becoming involved. Referral needs to be timely as persistent pain does not go
away but develops and accelerates over time through well-recognised neurophysiological processes.

Pain management is undertaken within a biopsychosocial framework requiring a multidisciplinary approach if the best patient outcomes
are fo be achieved. This set of standards brings together the whole team and how it inferacts. Patients need o be able to see the right
person af the right time in the right place and they themselves are an integral part of the process. For this to work, patients need to be
able to interact across all levels of care as required (community, primary and secondary) and those levels of care need to work seamlessly
together supporting the patient.

This second edition of Core Standards for Pain Management Services in the UK ([CSPMS) builds on the first edition and takes into account
feedback and changes in practice over recent years. Following engagement with the Care Quality Commission, key standards from

the first edition have been incorporated in the CQC's inspection framework for all core services This edition continues fo be truly
multidisciplinary, with representation from patients, the Faculty of Pain Medicine, the British Pain Society, the Royal College of Nursing, the
Royal Pharmaceutical Society, the Royal College of Occupsational Therapists, the Chartered Society of Physiotherapy, the Royal College
of General Practitioners, the British Psychological Society and pallistive care medicine.

The principles behind these standards are to provide achievable benchmarks that improve the quality of care in pain management,

are consistent geographically from initial presentation to escalating levels of care and across all age groups. These standards are
multidisciplinary; that is to say, they apply to all clinical professions including, nursing, physiotherapy, psychology, occupational therapy,
pharmacy and medicine (including general practice).

Pain management is without a doubt threatened in the current climate. Standards become all the more important af such times. Pain can
be all too easily ignored as it is perceived as non-life threatening and the clinical consequences of untreated pain are not immediate or
ever highlighted. Frequently therefore, pain is under addressed, under managed and under treated. Onward referral for those patients
with unresolved pain is often neglected. This issue is not new and has been recognised both nationally and internationally, with published
documents promoting the timely management of persistent unresponsive pain through onward referral or joint working between
primary, community, secondary and tertiary levels of care. There is an emphasis that specialists in pain medicine should be specifically
trained, which in the UK is to the Faculty of Pain Medicine’s curriculs, assessment and examination, and they must be working within the
multidisciplinary context required for pain management fo be delivered to a defined standard.

This second edition of the CSPMS document presents high but reslistic standards which are drawn from the evidence base. It is written
in sections comprising standards which are a ‘must’ and recommendations which should be routine practice and something to be
worked towards where they are not currently in place. As pain management evolves so will these standards, in order that they remain a
contemporary and relevant resource for the future.

Alongside its multidisciplinary authorship this document has been out to extensive stakeholder consultation. Implicit in this is an
acceptance of these standards and that these standards become the cornerstone for the delivery of pain management across the UK.

It is infended that this work is not only for those working to deliver pain management but is also a reference and framework for those
planning or negotiating pain services in the wider sense, particularly health policy planners and commissioners.
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INTRODUCTION
Anna Weiss and James Taylor

Welcome to the second edition of Core Standards for Pain Management Services in the UK (CSPMS). We hope that this edition will build
on the strong foundation established by the first edition. Having consulted you, the readers and contributors, our mission was to refine the
document and improve its accessibility and practicality as a source of guidance. This has also been an opportunity to bring standards and
recommendations in line with latest evidence and add new and informative content, including an update on the national framework for
pain services in England, chapters that reflect an integrated approach linking tiers of care and dedicated chapters that address transitional
pain management for young people and safeguarding.

The central aim of CSPMS is to coalesce best practice from across the home nations’ heterogeneous pain services info a single reference
document that sets benchmarks by which quality of care can be improved, from the first general practitioner (GP) consultation to
intervention in a highly specialised pain service. It is hoped that these benchmarks will be used by people with pain, GPs, commissioners,
regulatory bodies and pain services to improve access and continuity, champion safety and effectiveness, and direct resources to
pathways and therapeutic interventions that offer the best value for money.

The identification of actual or potential hazards with the aim of reducing harm to patients is a basic tenet of clinical governance. Such
hazards may be recorded on a risk register, typically divided into different domains allowing the systematic and objective recording of risk.
Atool for authors of Faculty guidelines and standards has been developed to aid in identifying relevant risk dJomains. The intention is that
authors identify key domains that would subsequently help Faculty members highlight the significance of non-compliance with Faculty
guidelines and standards.

CSPMS is not a textbook or manual for the assessment and management of specific pain conditions. Instead, it is a collaborative
document that highlights our multidisciplinary and patient-focused approach to managing all types of pain, in all age groups across all
tiers of healthcare. To truly capture this broad and complex landscape and agree standards that will be valued by all stakeholders requires
a broad group of respected expert authors and reviewers that mirror the journey of people with pain. We have therefore invited valuable
contributions from people with pain, nurses, GPs, physiotherapists, occupational therapists, pharmacists, psychologists, pallistive care
specialists and pain doctors with broad and diverse subspecialisation. The confent of each chapter is based on the best evidence available
and is subject to a rigorous review process undertaken by the Professional Standards Committee and the Board of the Faculty and relevant
professional bodies to provide you with authoritative guidance.

The COVID-19 pandemic has further delayed the publication of this second edition. The challenges faced by health services during the
pandemic and the lessons emerging highlight once more the benefits of sound, pragmatic guidance and common standards for practice.
The Faculty and all organisations which contributed to CSPMS responded to the pandemic by publishing timely and supportive guidance.

The standards and recommendations in this document should be seen as the basis for supporting people with pain, regardless of
circumstances; while clinical guidelines may change in light of emerging evidence, standards and recommendations are to protect the
safety and quality of care people with pain receive.

CONTENT
The second edition of CSPMS is divided into 10 chapters:

» Chapter I: Infroduction

»  Chapter 2: Commissioning of services across the UK

» Chapter 3: Description of service and levels of care

» Chapter 4: Physical facilities

» Chapter 5: Pain management services team

» Chapter 6: Patient pathways

» Chapter 7: Pain interventions

» Chapter 8: Education, appraisal and revalidation for medical staff
» Chapter 9: Service improvement, clinical governance and research

» Chapter 10: Safeguarding

PRINCIPLES OF EQUALITY, DIVERSITY AND INCLUSION

Pain management services have the potential to improve the health and wellbeing of the populations they serve. To do this effectively, it
is vital that services are inclusive and responsive to all those that seek help and actively search for and address barriers that may impede
access and prevent a person with pain achieving maximum benefit. In addition to providing support for those that ask for help, we should
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also take steps to meet the needs of those who are more difficult to reach and who engage less readily with health care.

Equslity, diversity and inclusion are principles that overarch all the standards and recommendations in this document. Pain management
services have a duty to consider how their policies and decisions affect people who are protected under the Equality Act 2010 (the public
sector equality duty). The characteristics that are protected in relation to the public sector equality duty are:

> age
» disability
» gender

» gender reassignment

» marriage and civil partnership
» pregnancy and maternity

> race

» religion or belief

» sexual orientation.

Pain management services must also be inclusive employers and must ensure that employees and potential employees are not
disadvantaged on the grounds of any of the protected characteristics. Under section 159 of the Equality Act 2010, pain management
services may also fake positive action to address under representation within the workforce by encouragement and enablement of
persons with a protect characteristic to:

» overcome a disadvantage

» participate in activity in which their participation is disproportionately low.

PROCESS

For the second edition, we have worked with the authors in the attempt to standardise the format of chapters and quickly guide the reader
to the Standards and Recommendation that stakeholders can use to enhance current services and develop new ones to better meet the
needs of people with pain.

CSPMS has been designed so that its constituent chapters and sections have been written by respected UK professionals and lay
representatives. The document has been subject to review by the Professional Standards Committee and the Board of the Faculty, and
then sent out for wide stakeholder consultation. In the preparation of this document, we have consulted with and sought representation
from UK organisations and professional bodies linked to pain management.

Each guidance chapter includes the sections Infroduction, Standards, Recommendations, Background, References [and Relevant Research
where appropriate).

Standards must be followed. Standards aim to represent current best practice in pain management as published in relevant literature and/
or agreed by a body of experts.

Recommendations are statements that the authors consider should be routine practice in UK pain management. For services where
Recommendations are not currently met, there should be a clear strategy to meet them as soon as possible.

The material presented in the Recommendations and Standards sections does not in any sense obviate the need for experienced clinical
judgement exercised by individual practitioners acting in the best inferest of their patients. Moreover, the guidance should not in any way
inhibit the freedom of clinical staff to determine the most appropriate treatment for pain they are asked to manage in any person in a
particular place at a particular time. The reader should take into account these qualifying comments when applying CSPMS's Standards
and Recommendations.

For many pain management services across the UK (especially in geographically more remote settings), some of the Standards and
Recommendations (particularly those describing staffing) may require @ major reorganisation of healthcare delivery and fime for
implementation because of practical constraints such as workforce shortages. When such constraints exist, it is important that these
services work proactively with local commissioners to agree an appropriate action plan.

CSPMS is here to stay as a central project for the Faculty of Pain Medicine and we are grateful that we could contribute on this occasion.
We are committed to making its contents as robust and as relevant as possible for this and future editions.



To help the Faculty to fulfil this goal in the future, we would like to summon your support and collaboration, be it through feedback,
authorship or direct involvement with the Professional Standards Committee for the preparation of future editions.

Edited by Dr Anna Weiss ,Dr James Taylor and Dr Robert Searle
Co-ordinated by Mrs Emmy Kato-Clarke and Ms Caitlin McAnulty

©Design and layout by the Faculty of Pain Medicine
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21 ENGLAND
Anna Weiss

BACKGROUND

NHS England has decided to put ‘high-quality care for all’ at the centre of its purpose. Quslity means safe, effective care with a positive
experience for people with pain. Effective care is about preventing premature mortality, enhancing the quality of life for people with long-
term conditions and helping people fo recover from episodes of acute care or trauma.

This is the derivation of the Outcomes Framework for the NHS in England. By focusing on outcomes and especially the experience of
people with pain, issues that have often been marginalised or neglected in the past can be given the attention they deserve. This is why
for Domain 2 of the Outcomes Framework, Enhancing the Quality of Life for People with Long Term Conditions, the "House of Care” has
been adapted and adopted as 8 model to support person-centred care.!

The NHS in England is also facing significant financial challenges. To improve overall efficiency, it is planned to redesign services based
on need, which add value and are patient centred, and to decommission services that are not seen to be clinically effective. This led to
continuing changes to the regulation and provision of services in the NHS, at national, regional and local level 2

The structure of NHS organisations much influences the flow of finance and how services are commissioned. The recent need for an
emergency response to the COVID-19 pandemic has already changed on how funding is distributed and will reflect in the reshaping of
services and how they are delivered.?

OPERATIONAL STRUCTURE FOR COMMISSIONING OF SERVICES
The Secretary of State for Health and Social Care

The Secretary of State for Health and Social Care is responsible for the work of his department, with focus on financial control, supervision
of NHS delivery, performance and social care policy.

The Department of Health and Social Care

The Department of Health and Social Care [DHSC] is responsible for strategic leadership and shaping, and for the delivery of health and
social care policy according to governmental objectives. It no longer manages directly any NHS organisations. The DHSC accounts for
delivery of its plans by ‘arm's length bodies, offers guardianship of the health and social care framework and intervenes in resolution of
complex issues.®

The overall management of the COVID-19 pandemic is a prime example of the reach and involvement of the DHSC.

NHS England and NHS Improvement (formerly established as the NHS Commissioning Board in October 2012; both organisations came
together in 2019 while maintaining separate boards).

NHS England/Improvement is an independent body, at arm's length to the government. Its main role is to improve health outcomes for

people in England. It:

» provides national leadership for improving outcomes and driving up the quality of care, data and information

» assures that clinical commissioning groups (CCGs) are fit for purpose and improve health outcomes

» helps the development of CCGs®

» allocates resources to CCGCs

» commissions primary care and highly specialist services. In the context of pain management, this is reflected in Specification 1701355
Adult Highly Specialist Pain Management Services (2019).7

The Care Quality Commission

The Care Quality Commission [CQC) is responsible for registration of care providers and for monitoring, inspection and rating of the
services they provide, with the overreaching aim of protecting service users.

Regional NHS England and NHS Improvement teams

Regional NHS England and NHS Improvement teams hold regional responsibility for quality, financisl and operational performance of
care in all NHS organisations in a region. They are moving fo close working with sustainability and transformation partnerships (STPs) and
infegrated care systems (ICS).

Clinical commissioning groups

Primary care trusts [PCTs) used to commission most NHS services and controlled 80% of the NHS budget. On 1 April 2013, PCTs were
abolished and replaced with CCGs. CCGs have taken on many of the functions of PCTs and some functions previously undertaken by the



Department of Health.
All GP practices now belong to a8 CCG. CCGs have multiprofessional membership and formal lay representation.
CCGs commission most services, including:

» planned hospital care

» rehabilitative care

» urgent and emergency care (including out-of-hours)
» most community health services

» mental health and learning disability services.

CCGs can commission any service provider that meets NHS standards and costs. These can be NHS hospitals, social enterprises, charities
or private sector providers. However, they must be assured of the quality of services they commission, taking into account both National
Institute for Health and Care Excellence (NICE) guidelines and CQC data about service providers.

Both NHS England and CCGs have a duty to involve their patients, carers and the public in decisions about the services they commission.

Sustainability and transformation partnerships

STPs are concerned with plans to address the long-term needs of local communities by bringing together local stakeholders
[commissioners, providers, local authorities and others); they usually represent the needs of populations of one to three million.

Integrated care systems

In some areas, STPs developed into closer-knit ICS, where individual organisations take on a greater responsibility for local resources and
improving the health of the local population. The NHS Long Term Plan states that by 2021 each region of England should be covered by
an ICS.28

Integrated care partnerships

Integrated care partnerships (ICPs| aim at decreasing competition between providers and organisations by encouraging collaboration
towards joined-up care delivery. They usually represent populations between 250,000 and 500,000 and include hospitals, community,
mental health, GP services and not infrequently social care, third-sector and independent providers. These partnerships may become
formalised with the publication of the ‘integrated care provider contract’

Primary care networks

Since 1July 2019, most GP practices in England have joined up into primary care networks [PCNs| to work closely with local providers of
social care, community services and the voluntary sector; this allows for better use of a broad range of professional skills and community
services. PCNs usually represent populations of 30,000-50,000.

Health and wellbeing boards

Health and wellbeing boards were established under the Health and Social Care Act 2012 to act as forums for local commissioners across
the NHS, social care, public health and other services. Their aims are fo:

» increase democratic input into strategic decisions about health and wellbeing services

» strengthen working relationships between health and social care

» encourage integrated commissioning of health and social care services.
Public Health England

Public Health England is an executive agency of the DHSC, which provides national leadership and expert services to support public
health, and works with local government and the NHS to respond to emergencies. Public Health England:

» coordinates a national public health service and deliver some elements of it

» protects the population from public health hazards

» plans for and responds to public health emergencies

» offers advice and guidance to government, local authorities and the public

»  builds an evidence base to support local public health services

» supports the public to make healthier choices and works towards reduction of health inequalities

» provides leadership to the public health delivery system

» supports the development of the public health workforce.



(At the time of writing, it was announced that PHE is to be replaced by a new organisation, the National Institute for Health Protection (NHIP,
possibly operational as from October 202])

Specialist pain management services

Specialist pain management services are commissioned by the CCGs. CCGs have a statutory duty to improve the quality of services being
commissioned by the NHS. In particular, they have a duty to reduce health inequalities; pain services need to be prioritised in the same
way as other long-term conditions, given its recognition decreed as such in 2012.

Pain management services should work within a system which is in equilibrium and in which there is equity of provision across
socioeconomic scales. They must be both fit for purpose and meet the needs of the local population, demonstrating that people are af
the heart of the service, proposed service redesign and development.

Pain management is best delivered by multidisciplinary and multiprofessional teams. The composition of such teams will be driven by
the local needs of the population and the professionals available with the competencies to work within pain management. However,
integrated primary, community and secondary care pain management services are likely to be the preferred model of care in the NHS.

Pain management freatment pathways should be based around evidence-based pathways.?

There is no infention to impose a ‘one size fits all" approach to the management of pain but rather to provide an opportunity for providers
and commissioners to work fogether at a local level, to ensure that key services and management spproaches are appropriately
commissioned.

The Faculty of Pain Medicine has published recommendations for staffing and resources for specislist pain management services to aid
clinicians in their discussions with commissioners.?

The Royal College of General Practitioners, in conjunction with the Faculty, the British Pain Society, the Chronic Psin Policy Coslition and
individual professional and lay advisers, has previously published 8 document to help engagement and enhance discussions between
healthcare professionals and commissioners when designing pain management services.®

Highly specialist pain management services

NHS England is directly responsible for commissioning prescribed specialised services with the aim of ensuring that services, for those
individuals that require specialised care, are of a high quality and consistent across England’

The scope of the services considered as specialised is being reviewed on a regular basis. Specialised psin management services were
defined in 2013 by Service Specification D08.12 This document was written by the Clinical Reference Group for Specialised Pain Service
- Adult [CRG-SPS).

The CRG-SPS is chaired by a leading pain medicine clinician and has representation from regional Senate pain medicine specialists, the
Faculty of Pain Medicine, The British Pain Society and other specialist societies and includes input from people with pain and carers. This is
an advisory group that reports to the Programme of Care Board and hence to NHS England.

Service Specification D08 clearly defined the groups of people with pain, the interventions and the characteristics of those services that
are considered specialised and the roles of local area team commissioners to ensure that those services were commissioned.?

The NHS England Service Specification 170135S, Adult Highly Specialist Pain Services was published in 2019, replacing D08.712 It offers

clarity on organisational responsibilities of delivery of pain management and preconditions for onwards referral (see Figure 1).

Most people with pain will be managed by local community and specialist pain management services. Only a small, but significant
number will be referred to highly specialist pain management centres. The current number of highly specialist pain management centres
meeting the service specification remains small.

As well as defining specialised services, the CRG-SPS was responsible for drawing up policy around complex and specislised
interventions. The policies in 2015 were: intrathecal drug delivery devices for cancer pain, and occipital nerve stimulation for chronic
migraine and cluster headache.

The CRG-SPS also has a role in supporting the decision making and delivery of the future direction of NHS England policy, and a role in
providing clinical information for government.
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FIGURE 1: NHS England Care Pathway lllustration

Reproduced from NHS England Service Specification 170135S. Adult Highly Specialist Pain Management Services. 2019.
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2.2 WALES
Sonia Pierce

BACKGROUND

In Wales, there are seven local health boards, which are statutory bodies responsible for the planning and delivery of healthcare to their
resident populations. Additionally, there are three all-Wales trusts with responsibilities for ambulance services, cancer care and public
health. There are no clinical commissioning groups in Wales. Each local health board plans and provides its own services, contracting for
some provision externally.

Healthcare planning In Wales

In 2018, the Welsh Government released a strategy document A Healthier Wales: Our plan for health and social care.! It aims to build
on the philosophy of prudent healthcare and the social model of care, and on the close and effective relationships in Wales, to make an
impact on health and wellbeing throughout life. There will be s greater emphasis on preventing illness, on supporting people to manage
their own health and wellbeing, and on enabling people to live independently for as long as they can, supported by new technologies
and by integrated health and social care services which are delivered closer to home.

Living with persistent pain in Wales

In 2008, the Welsh Government published the Designed for People with Chronic Conditions, Chronic Non-Malignant Pain directive 2,2
This directive committed the NHS in Wales to an evidence-based multidisciplinary service provision, underpinned by national and
professional standards, which were required to address the needs of the people in pain. This document highlighted the patchy provision
of services in Wales and the need to provide services closer to home for the vast majority of patients. Following the infroduction of new
approaches to health care, in 2019 the Welsh Government, clinical and academic partners and service users collaborated to produce
guidance on persistent pain provisions entitled Living with Persistent Pain in Wales.* This guidance provides advice to health and social
care professionals as well as those experiencing persistent pain and their families.

Following this, local health boards are being audited and held to account on their compliance with the directive, to help ensure improved
standards of care for persistent pain management.

Operational structure for commissioning of services

All NHS organisations in Wales have developed integrated medium-term plans (IMTPs), used to outline priorities and methods of
improvement.® These plans reflect the strategic and legislative landscape within Wales. Each plan aims to demonstrate an organisation
delivers high-quality, prudent health services that meet both the priorities and ambition of the government and the needs of their
populations. The National IMTP brings together the 15 organisational plans within the NHS in Wales, providing assurance on the
direction for NHS Wales as a whole. The National IMTP takes stock of where NHS organisations are in delivering key ministerial priorities,
acknowledging good practice seen. The National IMTP complements the NHS Planning Framework.

The NHS Planning Framework in Wales provides specific guidance for NHS bodies in the development of IMTPs, including priority areas
and additional guidance from national programmes and new policy requirements. This document applies to health boards, trusts, Health
Education and Improvement Wales, and supporting organisations. IMTPs must demonstrate that organisations are delivering a healthier
Wales through a seamless health and social care system which is tangibly equitable. The NHS in Wales is also committed to developing
an NHS executive. This new function will bring together national planning, delivery and performance management activities. This work is
currently under development.

GPs in Wales are actively involved in the commissioning cycle through GP cluster-led planning, providing feedback on service design
to the seven local health boards across Wales. Delivery of the primary care model for Wales, providing reform of national primary care
contracts and cluster-level IMTPs offer significant opportunities to accelerate progress, introduce new approaches and influence wider
system planning. Health-board IMTPs must demonstrate how they have been shaped and informed by cluster-level IMTPs, setting out
how services can be delivered as close to home as possible.

Specialised services in Wales are planned and commissioned by the Welsh Health Specialised Services Committee, on which the seven
chief executives of the local health boards sit.” This committee is responsible for deciding which services are commissioned (planned
and paid for) at national level, and which services must be commissioned individually by each Board. WHSCC also works to ensure a link
between specialised and secondary care services to enable seamless pathways for patients. The current referral-to-treatment target for
patients in Wales is 26 weeks.

The purchaser-provider split no longer exists in Wales and there is greater emphasis on primary and secondary care working, both
collaboratively and independently, towards the planning of 8 commissioning cycle for any service and in developing a jointly agreed
solution based on local population’s health needs. This model will ensure the emphasis remains on cooperation and engagement with
local partners. For secondary care and primary care services this is particularly important in relation to the health, social care and wellbeing
strategies, children and young people's plans and older persons’ plans.



Prudent and value-based healthcare

The principles of ‘prudent healthcare’ were described by the Bevan Commission in 2013 and were endorsed by the Welsh government to
help deliver a more sustainable and person-centred health service.®? Prudent healthcare is about clinical culture and decision making in
co-production with the public. It describes the distinctive way of shaping the Welsh NHS to ensure that it always adds value, contributes
to improved outcomes and is sustainable.

The principles of prudent healthcare are:

1. Achieve health and wellbeing with the public, patients and professionals as equal partners through co-production
2. Care for those with the greatest health need first, making the most effective use of all skills and resources

3. Do only what is needed, no more, no less; and do no harm.

4, Reduce inappropriate variation using evidence-based practices consistently and transparently.

The application of 'value-based healthcare’ is increasingly being seen in Wales as a way of delivering the prudent healthcare principles in
a measurable way.C It requires a healthcare system to become truly data-driven, to improve clinical outcomes and inform the allocation

of resources for the greatest positive impact on individuals and the people of Wales. High value does not have to mean high cost; simple
things done consistently often provide the highest value, so value-based healthcare approaches may be the simpler ways of achieving the
same outcomes, built around the hopes and wishes of each person affected.

For persistent/chronic pain management services, the recommendations for commissioning processes would therefore include:

» Establishment of early biopsychosocial assessment within the community setting, and ensuring that principles of self-management are
available early to the majority of service users with chronic pain conditions.

» Infegrating with public health services in prevention and early intervention at community level of care to reduce or prevent chronic
pain related disability.

> Use of care pathways developed and used by multidisciplinary teams and informed by user groups to support the provision of
effective pain management within local communities as far as possible.

» Seamless, non-fragmented care provided by integrated multiprofessional teams working across primary, secondary and social care to
ensure early and effective pain assessment and management.

» Governance of such teams will be a vitally important element, and such multidisciplinary services should be governed by consultants
specialised in pain medicine with the necessary qualifications and expertise.

» Commissioning arrangements to consider service developments between local health boards, support from national public health

services and regional service arrangements, including support for development of tertiary pain services and specialised interventions,
by WHSCC.

» The use of novel and tested data collection tools, pathways mapping, service development tools and service user involvement in the
modernising of service delivery will require training and development of new roles in a cost-effective manner.

»  Optimising existing roles, the development and expansion of skills and competencies and working across or breaking down traditional
organisational and professional boundaries will all require support from individual health boards and partnership between health
boards and the Welsh Deanery to take this forward within the context of Designed to Work: A workforce strategy to deliver Designed
for Life.

» Specialist services may only cater for small numbers of people but they tend to be those with extremely complex cases. Regionally
based services should be organised by collaborative arrangements with the full support and involvement of the relevant service
providers and health professionals.

» Local health boards will have an important role in this context. The commissioning of services should take into account the NHS
commissioning guidance and should seek support from WHSCC.

» Consider collaborative working with the All-Wales Medicines Strategies Group and primary and secondary care pharmacists to ensure
the development and availability of appropriate prescribing guidance for a majority of chronic pain conditions to facilitate early and
appropriate freatment in primary and secondary care and regular review of medications.

» Develop collaborative pathways with various mental health teams, including lisison psychiatry, substance misuse teams, old-age
psychiatry and community mental health teams.

» Development of pathways for access to self-management.
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2.3 SCOTLAND
Blair Smith and Paul Cameron

BACKGROUND

NHS Scotland covers a population of around 5.3 million people, and is divided into 14 geographical NHS boards, which have a wide
variation in population and geography. These range from Orkney, with a remote and rural population of less than 20,000 spread over
20 islands, to Greater Glasgow and Clyde in the central belt, with 1.2 million people. The eight special [non-geographical) health boards
include Healthcare Improvement Scotland, Public Health Scotland and National Services Scotland, who have particularly contributed to
improvement of pain management services.

Successive reportsl-3 had identified the patchiness of pain management services provision and organisation across the country. The
Getting to GRIPS with Chronic Pain in Scotland: Getting relevant information on pain services report4 led to the adoption of chronic
pain by the Scottish government as a long-term condition in 2008, with appointment of a national lead clinician for chronic pain and
the establishment of a national chronic pain steering group. This group had representation from clinical, management, service user, third
sector, and policy-making bodies.

Since then, there has been considerable progress in facilitating the provision and availability of evidence-based multidisciplinary pain
management, while efforts to surmount the challenges of access and resources continue.

The steering group developed the Scottish Service Model for Chronic Pain, which sought to emphasise the fact that the majority of
people with chronic pain receive care in the community or in primary care, rather than in specialist centres.

Chronic Pain Scotland Service Model

Most people get back to normal after pain that might come on after an injury or operation or
for no apparent reason. Sometimes the pain carries on for longer than 12 weeks despite
medication or freatment - this is called chronic or persistent pain

Level 1 - Advice and information about pain
and what to do about it. Anyone can access
these services from home or community
settings

Level 2 - When help from a GP or therapist is
needed

Level 3 - For those needing more
specialist help from a chronic pain
management service

Level 4 - Highly specialised help

Figure 1: Scottish Service Model for Chronic Pain. Adapted from: NHS Scotland. Future provision of specialist residential chronic pain
management services in Scotland: consultation report. 2014,

Available from: https: //www.gov.scot/publications/future-provision-specialist-residential-chronic-pain-management-services-scotland-

consultation-report/pages/7,

Scottish Intercollegiate Guideline Network

The Scottish Intercollegiate Guideline Network (SIGN] guideline on the management of chronic pain was published in December 2013.5
This guideline provides a comprehensive and systematic review of evidence relating fo pain management in non-specialist seftings, with
clear recommendations for practice. It has been used as the basis for service provision and development across Scotland. The opioids
section was updated in 2019, to reflect new evidence on use and harms associated with opioids.

Data collection exercise

An initial stocktake of pain management services had been undertaken in 2011.¢ A further data collection exercise, Chronic Pain Services

in Scotland: Where are we nowe was published in April 2014.7 Although this report was able to collect detailed information, the majority
was from secondary and tertiary services (levels 3 and 4 of the service model). A further report was commissioned in 2018 by the Scottish
Public Health Network, examining the status of pain services in Scotland in levels 1-4, making specific recommendations for changes at all
levels for service improvement and reduction in regional variation.®



Subsequent developments

» The Scottish Pain Research Community was established in 2009 as a formal network of researchers and clinicians to develop expertise
in pain research for patient benefit. This structure was adopted by NHS Research Scotland.?

» A Scottish National Residential Chronic Pain Management Programme was opened in 2015.1°

» The National Chronic Pain Prescribing Strategy was published in 2018, with an evolving series of supporting materials.”

»  Chronic pain services were reviewed by the Government's Scottish Access Collaborative,” fo guide changes required to meet the
needs of patients and the service. This has led to chronic pain being adopted by the Modernising Patient Pathways Programme, and
the appointment of a clinical lead for primary care and a National GP advisor for chronic pain.

» Pain medicines (opioids, gabapentinoids| are now included and monitored as national therapeutic indicators by Public Health
Scotland,13 and agreed as indicators for the second edition of the Scottish Atlas of Healthcare Variation.™

» Avalidated core minimum dataset has been agreed to collect information about patients attending pain services in Scotland.” This will

allow easy identification of baseline, comparison between services and over time, and monitoring of services improvement. It is being
implemented in specialist services by Public Health Scotland, with a view to rolling out to level 2 services in due course.

Sustaining improvement

NHS boards are directly accountable to the Scottish Government for chronic pain services. A ministerial steering group was established
in 2014, chaired by the minister for public health. This group evolved into the National Advisory Committee for Chronic Pain in 2017,
chaired first by the deputy chief medical officer and then by the deputy national clinical director, to provide a permanent oversight group,
based in the Scottish Government. This will be supported by a patient reference group, currently in formation. Recently, intensive work
has focused on service provision and redesign in the context of COVID-19-related restrictions, including a framework for recovery of pain
management services, championed by the cabinet secretary for health and sport.®
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2.4 NORTHERN IRELAND
Pamela Frances Bell and Christine McMaster

BACKGROUND
Organisational context

Health and social care services in Northern Ireland are administered together. The Department of Health has strategic responsibility for
the shape of health and social care delivery, which is informed by priorities for government set by the Northern Ireland Office. It sefs the
commissioning direction and identifies priorities for service development and investment.

The Health and Social Care Board ([HSCBJand the Public Health Agency develop an annual joint commissioning plan that reflects this
strategic direction and, based on this, all health and social care trusts develop their trust delivery plans. There are six of these trusts, five of
which provide health and social care services to the population, while the sixth is the Norther Ireland Ambulance Service.

Voluntary organisations and charities contribute significantly to advocacy for and delivery of improved pain management services in
Northern Ireland, as well as supporting education and training of patients, carers, practitioners and researchers. Included here are Versus
Avrthritis, Action Mental Health, the Northern Ireland Pain Society and the Pain Allisnce Northern Ireland.

Strategic background

The 20-year strategic vision for health and personal social services was initially outlined in A Healthier Future (2005).1 While long-term
pain was not mentioned specifically, the document supported chronic condition management programmes. In the same year, in a report
on a chronic pain workshop, the Department of Health's forerunner suggested that chronic pain should be seen as an entity in its own
right.

In 201, Transforming Your Care? set out an overarching roadmap for reshaping the provision of health and social care services to ensure
safe, resilient and sustainable services. It put the individual af the centre of its model, supported population-based planning of services,
emphasised the importance of prevention and tackling inequalities and promoted independence and personalisation of care.

The Patient and Client Council's 2014 report The Painful Truth,* a survey of the lived experience of people who live with chronic pain and
their carers, made 10 recommendation to the minister for health for improvement. Seven were accepted and, significantly, chronic pain
was recognised as a long-term condition to be added to the remit of the Long Term Conditions Framework (see Living with Long Term
Conditions - A Policy Framework).*

In 2016, integrated care partnerships, which are collaborative networks of care providers ([doctors, nurses, pharmacists, social workers,
hospital specialists, other healthcare professionals and the voluntary and community sectors, as well as service users and carers) that
design, coordinate and improve local health and social care services, added pain management to their list of priorities.

Health and social care commissioning, funding and delivery

Owing to its geographical size and population of less than two million, specialist services are usually organised on a Northern Ireland-
wide basis but, to date, the specialist services commissioning function has not played a large role in the development of chronic pain
management services, despite there being provision of some specialist interventional pain procedures [e.g. spinal cord stimulation - SCS)
in some health and social care trusts. These trusts recently formed a network to quality assure the services they provide.

There are also inpatient facilities for neurosurgical procedures for pain relief at the Northern Ireland Centre for Neurosciences in Belfast.
An unfunded Northern Irish child and adolescent pain service exists there also, as do limited inpatient and outreach services from tertiary
child and adolescent clinical specialties such as rheumatology, but most patients, including children and young people requiring complex
tertiary inferventional procedures, inpatient pain management programmes or rehabilitative services, are sent abroad (usually to Great
Britain) as extra contractual referrals for inpatient medical, surgical and rehabilitative treatment.

The HSCB and Public Health Agency, in response to the Painful Truth report, undertook a review of pain management services in 2014,
and set up the Northern Ireland Pain Forum to inform the development of s five-year strategic development and improvement plan.
This is based on a tiered step up and down long-term conditions service model and centred on supported self-management. Due to
Department of Health-mandated and HSCB-led elective care reform since 2017, this plan has gone through multiple iterations and
was part funded in 2018/19 and 2019/20 with transformation monies following the confidence and supply agreement between the
Democratic Unionist Party and the minority conservative British government. This has temporarily addressed some gaps in health and
social care frust pain management services, but inequity of access for people with pain and long waiting lists remain, and the funding
remains non-recurrent.

In Northern Ireland, general practices and community pharmacies are managed by the HSCB's Directorate of Integrated Care. There are
17 GP federations coterminous with the infegrated care partnerships created in 2014, and most of these actively contribute to improving
pain management services in primary and community care. They are recurrently funded by the Department of Health.

Since 2017, the HSCB has made available annual non-recurrent funding for a growing number of community centre-based pain support



groups for several hundred people with pain from deprived areas. Early indications are that these have exceptionally high uptake and
retention rates, as well as resulting in significantly improved wellbeing for most participants.

Voluntary agencies are also funded on an annual basis by the HSCB and health and social care trusts to offer self-management
programmes to people with long-term illnesses including chronic pain.

The Public Health Authority, through the Northern Ireland Pain Forum, has improved information materials and pathways for people with
pain and practitioners. Following an innovative participatory hackathon in 2017, supported by the Department of Finance Innovation Lab,
there has been a social medis campaign under the auspices of the Digital Transformation Services My NI pilot in 2018 and a current Small
Business Research Initiative since 2019 to develop digital solutions for improved pain management practice among people with pain,
carers and professionals.

The way forward

The effectiveness of existing processes, as described above, suffered while the Northern Ireland Assembly was in abeyance, and the role
and configuration of health and social care organisations is evolving under the direction of a newly re-established health ministry, albeit at
a slower pace than anticipated because of the COVID-19 pandemic.

As a result of financial uncertainty, the future of pain management services in Northern Ireland remains uncertain, but Northern Ireland
Pain Forum members, who include statutory and non-statutory providers and users of pain management services, continue to evolve the
concept of supported pain self-management.
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Chapter 3

Description of service and level of

care
3.1 Population needs of people in pain attending
specialist pain services in the UK
3.2  Access to pain management services
3.3  Pain management services in the community (tier 1)
3.4  Specialist pain management services (tier 2)
3.5 Highly specialist pain management services (tier 3)
3.6 Inpatient pain services
3.7  Outcomes

“Please note the Chronic Pain Scotland service mode contains 4 with levels 1 & 2 reflecting advice and
information, and community services (GP or therapist). Level 3 relates to specialist help from a chronic pain
management service and level 4 highly specialised help



31 POPULATION NEEDS OF PEOPLE IN PAIN ATTENDING SPECIALIST PAIN SERVICES IN THE UK
Cathy Price

INTRODUCTION

Specialist pain services aim to diagnose and manage pain disorders of varying complexity through a multidisciplinary approach. Complex
pain is defined as: ‘any pain associated with, or with the potential to cause, significant disability and/or distress’! Complex pain is &
definition that attempts to move from describing pain in terms of chronology or causality, such as acute, chronic or cancer pain. It puts
emphasis on the risk or morbidity associated with pain. However, acute, chronic and cancer pain are terms that continue to be commonly
used. It is notable that individuals experiencing acute, chronic or cancer pain may find their condition manageable and may not require
the support of healthcare professionals.

The Chief Medical Officer for England in 2011 suggested that chronic pain should become a ‘high street disease’ with rapid access to
advice from specialists and generally greater understanding of chronic pain by healthcare professionals.? Given the prevalence of chronic
pain in the population, it is important that the right people reach that specialist advice to avoid services becoming overwhelmed.

A population health needs assessment is an objective and valid method of tailoring health services.> Some would suggest that it should
include an element of prioritisation, as need will almost always outstrip supply. This chapter reviews what is known about the health needs
of those attending specialist pain clinics, placing this in context of the health needs of the general chronic pain population, and suggests
standards to support meeting those needs.

STANDARDS
1. Pain services must ensure joined-up care with services in primary and secondary care.
2. Pain services must work with accident and emergency departments to ensure that there is adequate information for those who

attend with chronic pain.

3. Pain services must ensure that information on waiting times is easily accessible to referrers and people with pain.
RECOMMENDATIONS
1. Pain services should form a pain network to enable people with pain to be channelled to the most appropriate advice in relation

to their need.*
Pain services should ensure that there is early access to psychological care.
Pain services should ensure adequate access to employment advice and support.

4. Pain services should ensure that they receive the resources they require to give access to those people with pain most likely to benefit.

BACKGROUND

Epidemiological studies demonstrate that the profile of someone attending a specialist pain clinic is likely to be that of moderate to severe
pain, multimorbidity, poor mental wellbeing and with significant psychosocial factors impeding recovery.

The Faculty of Pain Medicine has published the incidence of chronic pain as 31-37% of the population.® The Health Survey for England
reported that the vast majority of the population with chronic pain (70% of men, 68% of women| report little interference with their quality
of life. However, those with more severe pain also reported multimorbidity and generally poor health, including mental health.6 Just over
50% of people with more severe pain were more likely to have aftended a specialist pain clinic (61% of men and 54% of women).

In Scotland, a 2014 report on pain services highlighted that people with chronic pain lacked access to basic information and allied health
professionals.” In 2014, the Patient and Client Council in Northern Ireland identified gaps in care provision for people with chronic pain;
personal stories from people with chronic pain described patchy and fragmented provision of pain management services and a desire for
better recognition of chronic pain.®

Published in 2018, the HUNT study in Norway found that there was only an 8% chance of recovery from chronic pain if moderate to
severe pain was present.? Pain severity, widespread pain, pain catastrophising, depression and sleep were significant predictors of future
moderate to severe chronic pain, both among subjects with and without chronic pain at baseline.

The epidemiology and health needs of people attending specialist pain services in the UK remain poorly understood. Attempts to
characterise those being seen are hampered by coding materials that are not helpful, difficulty in data collection and lack of prolonged
follow-up.

Population needs of those attending pain clinics in England and Wales have been studied via the National Pain Audit’® and in Scotland
through the Scottish Parlisament's report: Chronic Pain Services: Where are we now?.” Their findings were very similar:
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» Specialist pain services are delivering care to people with a very poor quality of life: a median of 0.31and 0.35 on the EQ-5D time
trade-off adjusted score compared with a population norm of 0.8 in Scotland and 0.64 in England (different versions of the EQ-5D
were used).

> 65% were women with a median age of 54-56 years.

» 8% of respondents were severely distressed and disabled. In Scotland, there was a lack of evidence that these people with pain were
referred fo fertiary specialised pain services.

» 20% of respondents in England reported visiting accident and emergency departments in the past six months in search of help, all of
whom had seen their GP about the same problem.

> 34% had difficulty remaining in work.

» In England, many reported at the six-month stage that they had yet to receive any promised treatment.

» In Scotland, people with pain highlighted that they had had chronic pain for a long time before being referred and there was a
perception of staff shortages.

» The difficulty in understanding the nature of persistent pain and accepting its very persistence is a significant problem, with about 50%
of the population attending pain clinics in England still as puzzled 12 months into freatment as at the start.

» Thereis a lack of access to psychological care at an early stage.
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3.2 ACCESS TO PAIN MANAGEMENT SERVICES
John Hughes

INTRODUCTION

Chronic pain is commonly seen within the general population. For the majority of people with pain, effective pain management can be
delivered in the community, in general practice or in secondary care by the speciality involved in managing their underlying condition.

More complex pain requires the involvement of specialist pain management services. These services are multidisciplinary and
interdisciplinary. They include consultants and other grades of doctor trained in pain medicine, nurses, psychologists, physiotherapists,
occupational therapists and pharmacists. Some elements of specialist pain services are also multispecialty, involving, for example,
gynaecologists, palliative care, neurosurgeons, psychiatrists and gastroenterologists.

Specialist pain services see and assess a broad range of people with complex pain. They may refer people with pain on to highly specialist
pain management services (see Chapter 3.5). Units providing highly specialist pain management services will commonly provide specialist
pain services as well.

Specialist pain management services may be located in the community and/or secondary care hospitals and need to work seamlessly with
primary and community care and highly specialist pain services to provide an integrated care pathway. Referral will normally be from the
GP, hospital consultant or senior members of their healthcare professional teams.

The delivery of the care pathway for people with pain is distinct in each of the four nations of the UK. This is defermined by the
responsibility of each national government for the provision of healthcare and resulting differences in the organisation of service provision
and commissioning. For a minority of people with pain, highly specialist pain services may be required; these are delivered within
networks, often overreaching national boundaries!!

The International Association for the Study of Pain Task Force on Wait-Times has produced recommendations for waiting times.? These are
as follows:

» acute painful conditions: immediately

» painful severe condition with the risk of deterioration or chronicity: most urgent - within one week

» severe undiagnosed or progressive pain with the risk of increasing functional impairment, generally of six months duration or less:
urgent or semi-urgent - within one month

» all other chronic pain conditions: routine or regular — within eight weeks.
It is anticipated that on referral, the person’s pain will have been investigated and that either:

i no cause will have been found, or
ii. the cause will have been identified but no specific freatment can be offered/is acceptable, or

iii. treatments have failed to relieve the pain.3

STANDARDS
1. National standards for access to pain management services must be met, irrespective of whether the service is situated in the
community or in a hospital setting.”

2. Highly specialist pain management services must fulfil all the referral standards set out in the Highly Specislist Pain Management
Service Specification.”

RECOMMENDATIONS
1. All pain management services should fulfil the pain standards set out in national guidance documents, such as those published
by the National Institute for Health and Care Excellence and the Faculty of Psin Medicine.
2. People who should be referred to specialist pain services:
i People with chronic or recurrent pain not adequately manageddespite of primary care support.
i People where referral is recommended by national guidelines.
il People whose pain is causing significant distress or functional impairment.

iv. People with analgesic misuse problems or who are taking recreational drugs/alcohol for pain relief. It is recommended that
referral in this context is in collaboration with addiction services.

V. People with pain-related psychological and psychosocial problems (e.g. pain-related fear, anxiety, reactive depression,
functional impairment) that complicate their pain symptoms or rehabilitation.
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Vil People requiring specific procedures as part of a pain management plan aimed at improving function and quality of life.

vii.  Children and young people (under 18 years| with significant pain requiring referral to nationally recognised specialised
services.

vii.  People with cancer who may benefit from joint management with palliative care.

iX. ‘Cancer survivors'; that is, people with cancer who have undergone treatment [e.g. surgery, chemotherapy or radiotherapy)

but who have chronic pain.

X. People not responding to specialist pain service input should be considered for onward referral to a highly specialist pain
management centre or network.

BACKGROUND

Pain is common within the community. Treatment and management should not be denied to people with pain or their families.> Chronic
pain conditions comprise 5 of the 10 top-ranking conditions for years lived with disability in 2017.¢

Many people with pain can effectively manage their pain at home or within primary care services. People with more complex pain
presentation, or those not improving, offen benefit from specialist pain management services. These services need to be integrated,
with the person having timely access to the level of support they require (primary, specialist, highly specialist pain services) along a care
pathway working across commissioning boundaries acting as a whole.

The NHS Atlas of Variation demonstrated inequality of services both nationally and locally.6 Further to this inequality, there is no
consistency in waiting times for patients to access the help they need,’ leading to significant variations in care and outcomes. A model
of service specification is therefore required, linking the levels of service required across geographical areas and focusing on needs and
outcomes of people with pain”
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3.3 PAIN MANAGEMENT SERVICES IN THE COMMUNITY (TIER 1)
Christopher Barker and Neil Collighan

INTRODUCTION

Community pain management services (fier 1) usually operate externally to secondary or tertiary care. Their scope of practice is defined
by local commissioners and, as such, their function may vary widely across localities. A person's need, available clinical expertise,
commissioning preferences and offen geographical factors all feature in service design and delivery.

The Royal College of General Practitioners has produced guidance for clinical commissioning groups that describes multidisciplinary
care at all stages in the management of pain, with an emphasis on self-management strategies and clinical input tailored to the individual
complexity of pain.'?

Pain management services should be commissioned to allow for unhindered movement of people with pain between tiers of care when
their complexity requires it. In addition to long-term management, pain management services in the community can play an important role
in screening, diagnosis, treatment, referral, education, prevention and signposting of services and activities to support self-management.

STANDARDS
1. No sole practitioner acting in isolation, whatever their profession, can claim to run a pain management clinic or service.
2. Commissioners of pain management services in the community must ensure that there are appropriate clinical pathways that

infegrate primary, community, specialist and specialised care.

3. Pain management services in the community must have an agreed scope of practice (such as clearly defined inclusion and
exclusion criteria, guidelines on the level of care and s directory of services|. Individual services must be specific on
their inclusion and exclusion referral criteria and have mechanisms to direct people with pain to the most appropriate care.

4. Safe delivery of all clinical services demands that they are commissioned to include medical involvement within the care
pathway. The scope and place of medical involvement must be clearly defined for each pain management service, including
routes of accountability.

Commissioners and service providers must jointly define the levels of accountability for all health professionals in the service.

Clear pathways of care must be in place to support safe escalation and de-escalation of complexity of care. This may include
crossing care sectors from primary into specialist and highly specialist care and back.

7. All pain management services in the community must have a formal governance structure.

Pain management services in the community must be appropriately staffed to enable the delivery of care within their defined
scope of practice.

9. Annual appraisal must be in place for all healthcare professionals, performed according to specific guidance applicable to each profession.

10.  Appropriate management support must be in place to facilitate the delivery of care and quality improvement; this includes
support for monitoring and auditing outcomes.

RECOMMENDATIONS

1. People with pain should be risk assessed at an early stage and referred to specialist pain management services to improve outcome.

2. Staff within the community pain management service should be appropriately frained in pain management to fulfil their role
within the service.

3. Doctors in community pain management services should maintain generalist diagnostic skills and experience in the
management of pain and long-term conditions.

4, All clinicians working in community-based pain management services should have a clear scope of practice.

5. Clinicians should have suitable and appropriate supervision and mentorship, in keeping with the recommendations for their

partficular professions.

6. Pain management services in the community should link with non-healthcare services when appropriate, including the voluntary
sector. Such links should work to enhance self-management and the promotion of living well with a long-term condition.

BACKGROUND

Some community pain management services offer full multiprofessional diagnostic and treatment options, including pain management
programmes and minor interventions. Others may more simply offer the delivery of rehabilitative strategies with appropriate links and
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support from specialists.

Many community-based pain management services follow an outreach model from secondary care; there are also established services
that originate in the community. Community pain management services can offer improved accessibility, such as pain management
programmes in local gyms or team assessments and interventions delivered in GP surgeries or community hospitals. In keeping with good
practice for all clinical services, pain management services in the community aim for people with pain to be seen within the appropriate
care pathways by the appropriate personnel in a clinically safe, effective and cost-efficient way.

The skills necessary for safe and effective delivery of 8 community pain management service will be dictated by the service specification
and scope of practice. Professional regulatory processes ensure that clinicians from any care sector [community, secondary or tertiary)
operate within scope in an appropriately governed structure.

Pain management services delivered in the community may contribute to a wider pain management provision, as infended through

the Any Qualified Provider scheme. All such services must adhere to NHS standards of care. The CSPMS provides standards and
recommendations for pain management services in any setting, fo secure equality of care independent of the specific characteristics of
individual service design.

An individual journey of a person with pain seen in a community setfting may include the escalation and de-escalation of care between
healthcare sectors (e.g. for complex interventional techniques) or social care networks, third sector organisations.

The range of pain management services provided by individual units/providers is mostly determined by local need and clinician and
commissioner engagement. Pain management services in the community provide assessment of people with pain, interventions and
rehabilitation. They tend to work closely with other community-based services, which promotes signposting to other services or GP
neighbourhoods within the locality.

Clinical pathways should be in place to ensure safety and the appropriate level of clinical care for the individual person. This will allow
escalation and de-escalation of care dependent upon need.’

A collaborative approach to commissioning of pain management services in the community considers views and includes input from all
stakeholders, including service users, acknowledging the wider local and regional pain management service commissioning needs.
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3.4 SPECIALIST PAIN MANAGEMENT SERVICES (TIER 2)
Jonathan McGhie and Sonia Pierce

INTRODUCTION

Specialist pain management services (tier 2 services) involve a multidisciplinary and often multispecialty approach to managing pain.'?
Onward referral to this level of pain management is appropriate when tier 1 primary care and community services| treatment options
have failed, there has been an inadequate response to non-specialist strategies or there is a need for greater psychological input, drug
management or inferventional therapies to manage the pain.2¢ Tier 2 services are commissioned by CCGs and can be delivered in
primary care, community or secondary care settings depending on local infrastructure. Staff and facilities should generally be co-located
and, for larger geographical areas, a hub-and-spoke model may be a better use of resources than several isolated, smaller centres.

Outcomes from tier 2 services include:

» discharge to tier 1 (community or primary care led) pain management services
» referral fo fier 3 pain management services for highly specialist care or NHS commissioned pain freatments and interventions3

» referral fo outpatient or residential pain management programmes at a local or regional level.

STANDARDS

1. Tier 2 services must be staffed by af least two consultants who have successfully completed advanced pain medicine training or
hold credential equivalence, as defined by the Faculty of Pain Medicine of the Royal College of Anaesthetists.
Tier 2 services must include input from nursing, physiotherapy, occupational therapy, pharmacy and psychology (see Chapter 5).
Time for multidisciplinary meetings and discussion must be allocated within the job-plan/contract of all staff working in a tier 2 service.

4. All staff must keep their pain management skills and knowledge up-to-date and evidence this through appraisal or revalidation
processes [see Chapters 8.3 and 8.4).

5. Input from other specialists (e.g. psychiatry, pallistive medicine, surgical and medical specialities, gynaecology, paediatrics,
neurology and rehabilitation medicine) must be available.

6. Tier 2 services must demonstrate engagement with clinical governance, audit, training and education at local and national levels
in accordance with best practice.

RECOMMENDATIONS

1. Where geographical demands require practitioners to work in isolation or within a hub-and-spoke model, there should be local
arrangements in place fo support and maintain standards across all aspects of the tier 2 service.
Tier 2 services should be available and accessible in every health region for adults with complex pain problems.

Tier 2 services should bridge tiers 1and 3 services to ensure that care is optimised and that discharge or onward referral occurs in a
timely fashion.

4. Tier 2 services should be staffed to a level that is sufficient to undertake a comprehensive biopsychosocial assessment, including a
full needs evaluation of physical and mental health and social circumstances.

5. The mix and number of allied health professionals in the tier 2 service should reflect the needs of people with pain and range of
treatments used.

6. The tier 2 service should be led clinically by a healthcare professional with expertise in pain management who has achieved
advanced competencies in pain medicine (such as those defined by the Faculty of Pain Medicine for doctors, or equivalent
standards produced for other healthcare professionals by their respective governing bodies).

7. Tier 2 services should have access to self-management strategies for managing pain that are appropriate to their patient
demographics. If the service does not run its own pain management programme, it should have referral pathways to a regional
outpatient or inpatient programme.

8. Tier 2 services should offer or have referral pathways to centres that provide spinal cord stimulation, intrathecal drug delivery and
paediatric pain management, as appropriate to the needs of the person with pain.

9. Tier 2 services should ensure that through efficient workforce planning they have sufficient resources to meet the needs of their
patients now and in the future.*
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BACKGROUND

While the majority of pain conditions can be satisfactorily treated at a community level or within primary care, it is recognised that more
complex pain conditions require a multidisciplinary framework to be successfully managed.*¢ Where simple medications have failed,
pain is severe and impacting on physical functioning, or when there is a need for focused pain psychological therapies, people with pain
should be referred to a tier 2 service.!2¢

These services encompass the necessary co-located medical, nursing, psychology, physiotherapy, pharmacy and occupational therapy
knowledge and skills to best address the biopsychosocial demands of a person with a painful condition. The personnel staffing the tier 2
service should have time set in their job plans for multidisciplinary communication and discussion. There should be administrative support,
outpatient clinics and day-surgery theatre facilities to accommodate the volume of people with pain and breadth of interventions. It is
expected that the service will have closely established links to other local medical specialities and regional tertiary services as necessary.>*

In addition to managing a clinical workload, fier 2 services should be participating in local and national audit work, adhering to local
governance structures and following best practice guidance. It is expected that tier 2 services would participate in and promote pain
education and teaching programmes locally and regionally.

If the service is recognised for medical training by the deanery, there should be a Faculty Tutor in Pain Medicine ( previously: local pain
medicine educational supervisor) for the service, who reports to a regional advisor in pain medicine regionally, to ensure that the training
programme adheres to standards laid down by the Faculty of Psin Medicine.

Tier 2 services should undertake workforce planning to ensure that they have sufficient resources to meet the needs of their patients now
and in the future. Engagement in national pain medicine census work, national pain audits and regional planning groups is expected to
identify and mitigate shortfalls in staffing or resources.*
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3.5 HIGHLY SPECIALIST PAIN MANAGEMENT SERVICES (TIER 3)
Dr Natasha Curran and Dr John Hughes

INTRODUCTION

NHS England recently published a service specification for adult highly specialist pain management services (tier 3)." While there are
significant overlaps in relation to young people and the transition from children’s services, there is a separate specification for paediatric
chronic pain.2 NHS Scotland reported on pain3 and has national clinical guidelines, but, of the UK nations, only England has an adult
highly specialist specification. In practice, Scotland, Wales and Northern Ireland often refer people with pain to highly specialist services in
England, but could adopt NHS England's specification, with each nation acting as a network.

STANDARDS

1. Tier 3 services or networks must keep up to date with and adhere to the NHS England Service Specification 170135S or NHS
England Service Specification E2b for children and those aged less than 18 years.

2. Tier 3 services or networks must keep up to date with and adhere to minimum standards as published by NHS England, the Royal
College of Anaesthetists, the Faculty of Pain Medicine, the British Pain Society and the International Association for Study of Pain.>”

3. Tier 3 services or networks must be in a position fo see those with severe unremitting pain in a timely manner according to
clinical need. Certain conditions, such as trigeminal neuralgia, cancer pain or other pain associated conditions with significant
distress and disability will require an urgent referral and consultation.” The service must comply with national targets in relation to
referral to freatment targets.

4. Tier 3 services or networks must be multidisciplinary and must include physicians, psychologists, physiotherapists, specialist
nurses and occupational therapists, with access to others such as pharmacists. There must be af least two persons able
to provide any specific aspect of care.!

There must be appropriate accommodation, support (e.g. information technology) and administration support for the tier 3 team.
Members of the team must work closely together through joint clinics and multidisciplinary team meetings to agree
management plans with people with pain and GPs.'

7. Tier 3 services or networks must cover the needs of the person with pain as a whole and, as a consequence, multiple specialists
should be a part of the team. Members of a multispecialty pain team should be determined by the needs of the people for
whom services are designed. There should be joint clinics and patient-focused meetings. Such specialists may be
neurosurgeons, neurologists, gynaecologists, urologists, rheumatologists, oncologists and other specialists.

8. Tier 3 services or networks must be able to provide a whole pathway of care for the pain condition(s) in which they specialise.
This would include complex interventions that may be physical and/or cognitive behavioural, as well as assessment, investigation
and non-complex interventions.!

9. Providers of tier 3 services must establish robust protocols with referring clinicians to ensure people with pain are assessed and
discharged appropriately to the referring team (responsible for providing continuing support), GP or self-care.'¢

10.  Tier 3 services or networks must collect data in accordance with the quality standards specific to the service, as described in
NHS England's Service Specification for Adult Highly Specialist Pain Management Services 170135S (or NHS England Service
Specification E2b for children and those aged less than 18 years).?

11. With the knowledge and involvement of local pain management services, clear pathways must be in place for people with pain
who are referred fo tier 3 services from other specialfies.”

RECOMMENDATIONS

1. Tier 3 services should be delivered as part of a networked service model.!

2. Referrals to adult tier 3 services for assessment and treatment should be made in line with NHS England’s Service Specification
for Adult Highly Specialist Pain Management Services 170135S.

3. Together with patient participation in the planning of their care, MDT meetings should be conducted as a vital component of
assessment, review and long-term pain management, with the expectation that people with pain will ultimately be discharged
back to the referring centre !

4. In the case of those people with pain requiring review in the longer term, a formal plan should be in place to ensure that people
with pain are assessed every six months in relation to their requirement to remain under the care of the tier 3 service.

5. Tier 3 services should provide advice to, and liaison with, the referring specialist pain management centre (tier 2). Advice and
support may be given without taking over the care of the person with pain from the referring service.
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6. In accordance with relevant specialised commissioning policies relating to device implantation, tier 3 services should have
immediate access to specialised neuroscience services.

7. Waiting times should be in accordance with the standards defined by the International Association for the Study of Pain.¢”

8. All children and young people under the age of 18 years who require support with their pain management should be referred
to a specialist pain management service. NHS England Service Specification E2b defines specialised services for pain
management for children and young people.? The specification notes that ‘Chronic pain services will not be present
in every children’s specialist centre and therefore highly specislist chronic pain services will need to work within a network of care
with arrangements for advice and referral’2

9. It is expected that fier 3 services or networks will be involved in research and appropriate national and international pain
management committee activities and strategy (including guidelines groups). Such services/networks will be involved
in teaching, education and contribute to local and national audits as appropriate. They will also have close association with
community and local pain management services.

BACKGROUND

With the knowledge and involvement of tier 2 or specialist pain management services, clear pathways must be in place for people with
pain who are referred to highly specialist pain management services from other specislities, including:

» pallistive care and cancer services

» gynaecology and urogynaecology

> paediafrics

» rheumatology

» spinal injuries

» neurosciences.

Tier 3 services should be delivered as part of a networked service model by multidisciplinary teams working in tertiary settings to manage
people with pain where locally commissioned pain services have not achieved adequate symptom control. This includes the tertiary level
management of condition-specific presentations, as well as complex cases of a more generic nature. Inferventions include pain-specific
psychological interventions, inpatient care, complex medicines optimisation and rehabilitation. People with pain may be treated either
within a single tertiary setting or via a networked approach with adjacent providers.

Nationally there should be an appropriate and adequate number of highly specialist pain management services/networks. The number
should ensure equity and excellence for people with complex pain and pain-associated disability where ever they live in the UK. It is
suggested that in England there should be at least one adult highly specialist pain management service in each region, and that Scotland,
Wales and Northern Ireland each develop such a network

Tier 3 services need to work in a network arrangement with tier 2 local specialist pain management services to deliver integrated pathways
of care for people with pain and services that meet the needs of local populations!!

Referrals to tier 3 services for assessment and tfreatment will be primarily for the following reasons:!

» asecond opinion when requested by a specialist pain management consultant in secondary care {tier 2)

»  specific multidisciplinary assessment and management of people with pain who have a realistic potential for improvement, but who
have not responded to treatment or interventions provided by specialist pain management services in secondary care (tier 2|

» neuromodulation where specialised clinical commissioning policies govern access to treatment

» inpatient drug optimisation (including opioid management programmes)

» when a consultant pain physician discharges a child and/or adolescent patient as part of a specific transitional care arrangement
» when pain management forms part of a specialised pathway associsted with another condition

» cordotomy for specific cancer pain [this is considered a highly specialist service and should only be undertsken in @ minimal number of
centres that have the relevant level of expertise and have a contract with NHS England Specialised Commissioning to deliver the service)

> access fo specialised joint clinics (inferdisciplinary and/or with other specialties) in line with the associated pain conditions being treated
» review and MDT assessment of people with pain receiving long-term treatment, which should include device implantation when part

of a highly specialist pain management episode.

The standards and recommendations reflect the work done by the NHS England Clinical Reference Group for Specialised Pain 2016~
2019 in updating the previous DO7 original specification.] While comprehensive, the DO7 specification left many centres unable to
become a highly specialist service (as they perhaps lacked provision of one element]. It is hoped that the new specification will result in
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clarity of commissioning for highly specialist pain services and, importantly, those specialist pain management services (tier 2) that must be

locally commissioned.
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3.6 INPATIENT PAIN SERVICES
Mark Rockett, Chandran Jepegnanam, Sailesh Mishra

The scope of inpatient pain services (IPS) includes acute post-surgical pain management, acute pain management in medical patients
and acute exacerbations of chronic pain. It is recognised, however, that some services continue to provide only postoperative pain
management for surgical patients with acute pain. The scope of the IPS should reflect the roles and experience of the team and the case
mix referred.

Inadequate relief of acute pain may impact significantly on the rehabilitation of patients after surgery and is a significant risk factor for the
transition from acute to persistent post-surgical pain.! The development of persistent pain following surgery is relatively common and is
associated with a high prevalence of psychological illness, loss of income and increased use of healthcare services.?

People with complex pain problems require care delivered by IPS teams with their specific set of clinical skills. The aspiration of the IPS
model is to coordinate interdisciplinary working to provide reliable management plans and transition o care in the community, simed at
reducing the impact of acute and chronic pain on people with pain and the services they use.?

Ideally, IPS will be involved in a person’s care at every stage of the surgical pathway. Preoperative risk assessment for acute and persistent
post-surgical pain is becoming a part of the surgical care pathway. The preparation of perioperative analgesic plans for people with
complex pain, guidance on analgesic techniques which minimise the use of opioids with their associated complications,® and education
on strategies that reduce the likelihood of persistent post-surgical painé are examples of the contribution to pre- and perioperative care
of the IPS. The IPS may be involved in follow-up and monitoring of opioid use after discharge, providing a transitional link with outpatient
chronic pain services.”

The shift away from extended post-surgical inpatient care to daycase and enhanced recovery surgery and the management of complex
pain in are the present challenges for many IPS. Provision of adequate analgesia after discharge is key in preventing people with pain
re-presenting to primary, secondary and emergency care services. Prevention of inappropriate prolonged opioid use or opioid misuse
disorder after discharge from hospital needs to be considered with IPS published guidance on step-down analgesia.”®

The rising age of the surgical population has resulted in an increase in the number of olderpeople with pain with severe medical
comorbidities presenting for major elective and emergency surgery. These high-risk patients require high levels of postoperative support,
including complex, high-quality analgesia, which mandates the presence of an effective IPS with close links to critical care services.”0

STANDARDS

1. Inpatient pain teams must be led by or include named consultant(s) and staff-grade, associate specialist and specialty (SAS] doctors
who have the appropriate knowledge base, training and competencies, which they continue to maintain through continuing
professional development, and who are appraised annually.2"

2. Inpatient pain teams must be supported by an adequate number of appropriately trained inpatient pain consultants. The minimum
training requirement for consultants should be Royal College of Anaesthetists higher pain training or equivalent.

3. Adequate time for inpatient pain management must be reflected in consultants” and SAS doctor’s job plans.

4. An appropriately trained consultant or SAS doctor must be available for advice for every inpatient pain ward round.

An appropriately trained consultant must be physically present for at least one inpatient ward round per week. This requirement
may be higher where inpatient pain teams have wider roles or 8 more complex case mix, such as major frauma centres.

6. Clinical nurse specialists must be the nursing leaders of the IPS, participating and leading audit, fraining, incident reporting,
research and service development.

7. Adequate numbers of nurses and skill mix must be available during working hours.

8. Adequate staff and systems must be in place to provide timely pain management to all inpatients. Out of usual working hours, this

may be in the form of IPS nursing staff or appropriately trained anaesthetic staff (infermediate pain training as a minimum standard).
A clear point of contact for expert advice must be available af all fimes.

9. All hospital specialties must be able to refer people with pain to the IPS for assessment.

10.  People with pain under the care of an IPS must be reviewed by the service regularly, people receiving epidural analgesia or other
continuous local anaesthetic infusions being seen at least once daily.

11. There must be development and maintenance of systems for the regular assessment and recording of acute and acute-on-chronic
pain scores as well as relevant functional assessment.”?

12. Pain assessment:

> Assessment tools must be standardised and available in an appropriate range of languages for adults, children and
vulnerable individuals, such as, people with dementia and people with learning difficulties.
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23.

> Functional progress must be assessed in parallel to pain. This forms the basis of a functional pain assessment where good
progress with rehabilitation with adequate pain relief is the goal, rather than attempting to remove all pain.”®

Based on the pain assessment, there must be clear protocols for the management of acute pain by ward-staff and guidance for
discussion with, or review by the IPS when appropriate.

Easily accessible protocols or guidelines must be produced to maximise the efficacy and safety of analgesic techniques. These
must include guidelines for the management of common adverse effects of analgesic techniques, such as nausea and vomiting,
and screening tools to recognise rare but important complications, such as neurological injury, spinal haematoma or abscess
after neuraxial blockade.

The IPS must ensure the provision of mandatory education, appropriate to their clinical areas of work for nurses, medical staff and
other heslthcare professionals in the assessment and management of acute pain fo allow them to manage pain safely and effectively.

The IPS must be able to provide specialist pain management for complex pain problems, such as acute neuropathic pain, opioid
tolerance, acute-on-chronic pain or people with problem drug use or acute cancer pain where appropriate.

The IPS must provide advanced methods of pain relief to facilitate the recovery of people following major surgery or trauma,
appropriate to the level of care required in individual hospitals (e.g. regional analgesia for patients with blunt chest tfrauma
requires close co-operation with emergency departments, surgical teams and critical care).

The IPS must have access to non-pharmacological therapies for the support of people with pain.

The IPS must communicate clearly and in a timely fashion with other healthcare teams responsible for the shared care of people
with acute pain.

The IPS must prepare and disseminate information, education and resources for people with pain and ideally primary care practitioners.
The IPS must work in collaboration with local medical equipment management and procurement services to ensure an adequate
supply of safe equipment.

The IPS must work in collaboration with pharmacy and medicines management groups to maintain safe and effective use of
analgesia and development of new analgesic strategies as required.

The IPS must audit and evaluate the effectiveness of acute pain management, complications, incident reporting and staff

training.”® This should be in a sefting of continuous quality improvement of acute pain management and can be delivered by
either medical or nursing members of the IPS.

RECOMMENDATIONS

1.

A minimum of two clinical sessions per week is recommended for IPS leads and one session for other consultants or SAS
doctors delivering inpatient pain management.

An inpatient pain consultant should be physically present for every consultant-led ward round in a teaching and direct clinical
care [DCC) role.

It is recommended that those appointed as leads for IPS should have completed advanced pain training.
Clinical nurse specialists in pain management should be able to prescribe independently.

The IPS should work closely with the psychology team and consider the formal involvement of pain psychologists in the direct
care of people with pain supported by the IPS.

The IPS should work closely with the physiotherapy team.

The production and implementation of screening tools for patients likely to suffer severe post-surgical pain, and management
guidelines to improve their care is recommended.

The production of local guidelines or adoption of national guidelines where available for the management of acute medical pain
problems, in collaboration with local acute medicine physicians, is recommended.

Access to outpatient follow-up by appropriately trained staff should be available for people with pain:

> discharged from hospital on high-dose opioids (> 100 mg oral morphine equivalent per day| to support dose reduction as
acute pain subsides

> whose acute pain is not improving and who may be transitioning to a persistent pain state

> with acute pain conditions where early intervention has been shown to be beneficial (e.g. complex regional pain syndrome|

> whose hospital admission is related to an exacerbation of a chronic pain condition.

All pain management services within an institution should be under a unified management and governance structure.

There should be provision of support for research in inpatient pain.
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BACKGROUND

The IPS comprises a multidisciplinary team including nurses specialised in pain management and appropriately trained acute pain
consultants. A national audit in 2014 revealed that these services are poorly resourced in the majority of NHS hospitals in the UK. The
recommendations and standards in this document are to ensure the provision of an optimal inpatient pain service for all hospital inpatients,

as recommended in the Chief Medical Officer's report of 2009

The relief of acute pain is primarily @ humanitarian matter, but effective pain management may result in improved clinical outcomes and
reduced complication rates, particularly in high-risk patients undergoing major surgery. Ever more complex surgery is been carried out on
an increasingly olderpatient population with multiple medical comorbidities.>™® Peoples’ expectations of surgical outcome and pain relief
are high, and it is a challenge to meet these expectations with limited IPS resources.

Advances in minimally invasive surgery have resulted in a significant reduction in post-surgical pain in some cases. However, new
techniques present challenges of their own, partficularly when combined with enhanced recovery programmes where the expectation is
for early mobilisation and accelerated discharge from hospital. Complex enhanced recovery care bundles have led to the increasing use
of advanced pain management techniques, such as continuous regional analgesia, requiring the support of an effective IPS. The most
effective analgesic techniques for each surgical procedure continue to be the subject of research and innovation.”

In addition to the role of the IPS for hospital inpatients, it is becoming increasingly important to develop pathways for effective pain
management after discharge, with systems to monitor and reduce inappropriate prolonged opioid use.® These aims may be achieved by
postoperative telephone follow-up, or even rapid access outpatient clinics.

In addition to the challenge of pain relief after surgery, the remit of the inpatient pain service is expanding in many NHS hospitals.
Preoperative prediction of those at risk of severe acute pain and/or developing persistent post-surgical pain is possible, and is becoming
part of preoperative assessment.4 The potential for preoperative optimisation of pain management, both in terms of analgesic drugs
and pain-coping strategies, is being evaluated.” Psychological therapies are increasingly recognised as playing an important role in

the management of inpatient pain. It is recommended that the IPS develops this aspect of their service. As further evidence becomes
available, it is likely it will become a standard in the future.”®

Some centres are now combining the IPS with other clinical teams, including critical care outreach, hospital at night, resuscitation and
vascular access. Although this may be seen as a threat fo the traditionsl model of the IPS, it also provides opportunities for expanding the
role of the service info other areas of perioperative medicine.

Pain relief in medical patients has lagged behind that in surgery, partly due to a lack of accurate information as to the extent of the
problem. It is now clear that acute pain in medical inpatients is as problematic as in surgical patients, and this represents a significant area
of unmet clinical need.” Many inpatient pain services now provide support for these patient groups.
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3.7 OUTCOMES
Cathy Price, Ganesan Baranidharan and Robert Searle

INTRODUCTION

All services are expected to measure and publish outcomes.! The benefits of this practice have been demonstrated in diverse areas such
as cancer care, joint replacement surgery, wound healing and disbetes.? However, government-sponsored reviews of specialist pain
services have highlighted the lack of information on the patient population, treatment offered and outcomes.?# Evaluating outcomes in
routine clinical practice is @ worthwhile challenge for specialist pain clinics because of the complexity of interventions provided and the
multidimensional presentation of people consulting for chronic pain.®

STANDARDS

—

All pain management services must collect information on waiting times to first appointment and treatment.

2. A pain management service must collect patient-reported outcome measures [PROMs| over a wide range of domains.'¢”

3. A pain management service must report all clinical incidents for further investigations.

4. A pain management service must collect information on the patient experience. As a minimum a pain service must collect and
publish Friends and Family Test dats.

RECOMMENDATIONS

1. Services should ensure that all diagnoses and treatments are accurately coded to represent clearly the complexity of the people

with pain they are treating.
2. PROMs data should be entered using web-based systems.
PROMs data should be submitted to a central repository for benchmarking (e.g. the National Neuromodulation Registry).

4. Pain management services should carry out a defailed annual survey on patient’s experience of the service (e.g. Consultation and
Relational Empathy Measure, CARE).

5. Pain management services should collect data related to safety including complication rates and serious incidents (such as those
reported o NHS Improvement, the Serious Incident Framework (SIF) or the Patient Safety Incident Response Framework - PSIRF).

BACKGROUND

The UK government is clear that measuring and publishing information on health outcomes helps to drive improvements to the quality
of care that people with pain receive.] The Department of Health and Social Care in England has focused on introducing and collecting
outcome indicators in five main domains:

1. Preventing people from dying prematurely.

2 Enhancing quality of life for people with long-term conditions.

3. Helping people to recover from episodes of ill health.

4 Ensuring that people have a positive experience of care.

5 Treating and caring for people in a safe environment and protecting them from harm.

While chronic pain is not specifically mentioned in the NHS Outcomes Framework, the outcome standards recommended in this
document broadly reflect the domains considered important by the Department of Health and Social Care in England. The CQC Key Pain
Management Standards, derived from the inaugural edition of CSPMS, are key quality standards against which services are assessed.”®

Collecting outcomes that relate to pain service structure and processes is important and relates to a number of outcome domains. For
example, timely pain service interventions can help people to recover from episodes of ill health and ensure that people have a positive
experience of care. For chronic pain services, research is clear that the health and wellbeing of people with pain deteriorate while they are
waiting for treatment.? This has led IASP to give specific recommendations for waiting times for people with pain.”©

In the UK, the NHS constitution confirms a person’s right fo begin consultant led treatment within a maximum of 18 weeks from referral.”
A key performance outcome for a pain service should therefore be waiting times from referral to treatment. The ability of a pain service
to see people with pain in a timely manner may be influenced by other performance indicators such as new patient to follow-up patient
ratios. New patient to follow-up patient ratios are cited as a marker of efficiency in outpatient specialties, and high rates of follow-up
appointments can be a marker of problems in primary and secondary care.” Some commissioning bodies may enforce certain targets
related fo new to follow-up ratios, and pain services should collect this dats.
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Ensuring that people have a positive experience of care is an important outcome domain. The NHS Friends and Family Test was
infroduced in 2013 for hospital wards, accident and emergency departments and maternity services, and is an opportunity for people to
provide feedback on services and care. Other validated measures of patient’s feedback exist and could be considered as part of outcome
assessment for this domain. One example would be the CARE measure.”” A large, freely accessible database of CARE results allows
national comparison and benchmarking."* In addition to this, Trentman et al have devised a patient experience of care specifically for
chronic pain.”

Protecting people with pain from harm and treating them in a safe environment is another key outcome domain. NHS Improvement
[formerly the National Patient Safety Agency),'® the Serious Incident Framework”” and the forthcoming Patient Safety Incident Response
Framework,® represent reporting systems in the NHS. Additionally, some areas of practice are considered to be more risky (e.g. treating
people with significant mental health disorders who may be at risk of suicide or prescribing long-term opioids for pain). Protocols need to
be in place for any ares of practice where safety is a concern.

As part of the domain relating to helping people recover from episodes of ill health or following injury, the NHS Outcomes Framework
mandates the collection of PROM s for certain planned treatments.'¢’ Pain-related treatments are not included in the list of conditions
requiring PROMSs data but, in common with other specialties, PROMs collection is recommended and is becoming the norm.” There is
a consensus on which PROMs should be collected in clinical practice,” with broad support from the clinical community.?® The type of
outcome measure used will vary according to what outcome is being evaluated, although any measure used should have been properly
validated such that the strengths and wesknesses of the measure are understood. Ideally, all PROMs would be submitted to & central
database, such as happens with the Electronic Persistent Pain Outcomes Collaboration in Australia,” to allow comparison.

The collection of comprehensive and accurate dats, such as coding of diagnoses and treatments, allows for nationsl benchmarking as
well as meaningful analysis of outcomes and trends.
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41 CONSULTATION/ASSESSMENT FACILITIES
Lorraine de Gray, Andrew Nicolaou and Rishi Khanna

INTRODUCTION

Appropriate facilities for a multidisciplinary pain management service are essential for the delivery of high-quality care for people with
pain.”? A requirement of any initial assessment will include taking a history and, if required, a8 comprehensive examination.

It is widely acknowledged as best practice that a frue multidisciplinary environment is offered to support people with chronic pain.
Multiprofessional clinics as well as group sessions are common practice and facilities should cater for these needs.

These guidelines apply to delivery of outpatient pain management services wherever they are situated. Recent challenges to service
delivery as a consequence of the COVID-19 pandemic have highlighted the conditions of an environment conducive to a good
assessment of a person with pain, including resilient modes of communication, including telephone access and availability of video
consultations, challenges to effective communication where translation or interpreting is required and concerns for maintaining
confidentiality in remote consultations. Adequate secretarial, information technology (IT) and administrative support for this work is
essential. The provision of up-to-date patient notes and records is imperative.

The configuration of existing services may be variable and reflect differing local needs, support and infrastructure, as well as variation in practice.

The delivery of multidisciplinary pain management services requires adequate, fit for purpose’” accommodation.

STANDARDS

General physical facilities

1. The entrance and reception must be well signed, accessible, comfortable and welcoming. Access to the premises and facilities
within must comply with the Equality Act 2010.7-%10

2. The environment must facilitate the completion of screening tools and questionnaires, with assistance available.>"

Consultation/examination room

1. Access to consultation and examination facilities must be available for all patients.

2. Patients must be enabled to participate fully in their consultation and care. This must include provision for factors such as physical
or learning disabilities, sight, speech or hearing problems and difficulties with reading, understanding or speaking English,
including face-to-face and distant interpretation services'’-?

3. Reliable means of communication [telephone access, video conferencing facilities, corresponding interpretative technology) must
be available for remote consultations.

There must be immediate access to patient records and investigations.

5. Electronic or physical patient records must be stored and viewed securely in line with local and national information governance
policies and regulations.?

A chaperone must be available, as per guidelines on chaperone and examination issued by the General Medical Council.”

The set-up of the clinical area must be tailored fo the preservation of patient privacy, modesty and dignity, including consideration
of the acoustics of the space.

8. DHSC guidance should be applied regarding room area and plans/configurations of setup for the purposes of consulting and
examination. The space and layout of the room(s) must be adequate and fit for purpose for the needs of the patient, their escort
and the healthcare professionals in the multidisciplinary team.”-*

9. The clinical area must allow full compliance with infection control policies, including access to hand washing and personal
protective equipment, as well as adequate storage and waste facilities.”-**

10.  Adequate workstation/desk space and communications/IT provision must be provided.

1. The necessary equipment to examine patients must be available, including examination couch (preferably electric), adequate

seating and examination tools.”-?

RECOMMENDATIONS
General physical facilities

1. Patients should be kept informed with regards to the running of the clinic, including the personnel providing treatment and
potential delays.>’

2. Patient information materials and resources should be available.5”
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3. Reception staff should be understanding of the nature of pain medicine services and its patients.

4, Reception staff should be able to help with enquiries and outpatient bookings, as well as with the collection of any outcome data,
where necessary.

Consultation/examination room

1. If required, accommodation should be of sufficient size to allow for multiprofessional clinics and group sessions.”-%?

2. Good communication between pain service personnel and others is important. Communication should be mindful of patient
confidentiality®® This may be aided by the provision of telephone points and email access or by other arrangements, such as close
physical proximity.”-12

3. Where children and young people are seen within a non-specialist paediatric pain clinic, consideration should be given to
ensuring that the environment is suitable for their emotional and physical needs.? 16177

4. Heating and ventilation for the clinical area should be effective.”?

BACKGROUND

Pain management clinics cater for a diverse group of patients with respect to age, morbidity and disability. Many patients may suffer from
anxiety and depression because of their long-term pain and have negative previous experiences of the health system. Various health
professionals, including doctors, nurses, psychologists, physiotherapists and occupational therapists, form an integral part of the pain
service and although they have many needs in common in terms of facilities, there are specialist requirements for each which need to be
catered for. Frequently, patients are seen by more than one professional or in a group setfting.”

An important aspect of the delivery of pain services is supporting people with pain to understand their situation and role in self-
management to achieve the goal of living well with their pain. The environment in which pain services are delivered needs to foster this
journey. Patients should be allowed access to the necessary educational material and be provided with the opportunity to engage with
their health professionals in an environment that is conducive to their pain management needs. The DHSC has published guidance on
clinical facilities. This includes advice on matters such as accessibility for disabled patients, toilets, refreshments and car parking facilities.
Measures to protect a person’s privacy, modesty and dignity are a priority. The use of screens and covers/hospital gowns is an example of
how this may be achieved if there is a need to dress/undress.”-?

The consultation and examination room may be a combined single room or separate rooms. The determinants of actual room size and
set-up will be based on local needs and policy, within the context of available space and resources.”-?
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4.2

FACILITIES, EQUIPMENT AND MONITORING FOR DELIVERY OF THERAPIES

Lorraine de Gray, Devijit Srivastava and Sanjeeva Gupta

INTRODUCTION

Pain management services offer a broad spectrum of therapies ranging from acupuncture, transcutaneous electrical nerve stimulation

[TENS), physiotherapy and hydrotherapy in an outpatient setting, fto more invasive intervention techniques in an inpatient and daycase

setting. Safe delivery requires the appropriate facilities and equipment, in accordance with best-practice recommendations.”

Pain management clinicians, their managers and commissioners should ensure that people with pain are supported in the most

appropriafe environment.?

STANDARDS

1.

Medical devices and clinical equipment must be purchased, managed, maintained and used in accordance with legislation and
manufacturers’ guidance. Accountability for the management of such devices must be transparent and clearly defined. Policies
must be in place to ensure that this occurs.3

The management and use of medical devices and equipment must be by designated staff who have been appropriately trained.

Policies and equipment must be in place to protect patients and staff from cross-infection, including safe disposal of sharps and
availability of necessary sterile equipment.4-9

Facilities for standard monitoring of physiological parameters must be provided.10

Full resuscitation equipment and drugs must be provided as specified by up-to-date resuscitation guidelines and hospital policy.
This includes immediate access to drugs to facilitate infubation and treatment of local anaesthetic toxicity.

All healthcare staff must have up-to-date basic life support training.11

In the context of invasive interventions, af least one member of staff with at least intermediate life support training must be
immediately available,12 ideally in addition to the person delivering the intervention.

Staff and facilities must be appropristely prepared and ready to deal with all patients and interventions booked on any one list. This
includes ensuring that services are accessible.6

All staff must be compliant with the use of the WHO Safety Checklist.13-15 We recommend that the Faculty of Pain medicine
checklist for pain procedures under local anaesthetics and sedation is used.5

To comply with the 5 Steps to Safer Surgery’, teams must perform a pre-list team brief and a post-list debrief.13-15

Where general anaesthesia or sedation is required for insertion of the neuromodulation device, it must be provided by an
additional trained anaesthetist and not by the operator inserting the neuromodulation device.2,16

Each day-surgery unit must have a fully equipped recovery area which should conform to the guidelines of the Royal College of
Anaesthetists [RCoA), DHSC and Association of Anaesthetists of Great Britain and Ireland [AAGBI) for design and equipment.6 It
must be staffed by recovery personnel trained to defined standards.12

a. Patients who undergo pain intervention procedures under sedation or general anaesthesia must be transferred to an
immediate recovery area until such a time when they are awake, can safely protect their airway and are haemodynamically stable.
Transfer may then occur fo a secondary ambulatory recovery area.

b. Patients who undergo complex pain intervention procedures [e.g. implantation of devices, sympathetic blocks, neurolytic
blocks) must be transferred to an immediate recovery area until such s time when they are haemodynamically stable. Transfer may
then occur to a secondary ambulatory recovery area.

c. Patients who undergo pain intervention procedures while fully awake may be transferred directly to a secondary
ambulatory recovery area. This area must provide essential close and continued supervision of such patients, to ensure prompt
management in the eventuslity of an unexpected complication such as haemodynamic instability, inadvertent spread of neuraxial
local anaesthetic or delayed anaphylaxis.

d. For all patients undergoing procedures which have the potential to temporarily or permanently cause loss of sensation
and/or weakness of part of the body, patients must be monitored in such a way as to prevent inadvertent harm due to pressure or
weight bearing.

All anaesthetic and monitoring equipment must comply with standards set by the RCoA and AAGBI.10 Patients’ physiological
parameters must be adequately monitored throughout infervention procedures. National Early Warning Score charts or similar
may be used to record periprocedure parameters.

The anaesthetic room and operating theatre must conform to DHSC building standards (or equivalent standards for the devolved
nations),”" including standards on airflow, 