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How effective is postoperative pain 

therapy? 

• Review of published data 

• Major surgery  

• Incidence of moderate-severe and severe pain 

• i.m. v PCA v epidural analgesia 

Dolin SJ, Cashman JN, Bland JM.  

British Journal of Anaesthesia 2002; 89(3);409-423 



Effectiveness of acute postoperative  

pain management 

  % Severe pain 

Intramuscular analgesia  29.1 

PCA  10.4 

Epidural analgesia  7.8 

 

Dolin SJ, Cashman JN, Bland JM.  

BJA Sept 2002 



How safe is postoperative pain 

therapy? 

  

 Respiratory and haemodynamic effects of acute 
postoperative pain management: evidence from 
published data. 

  Cashman, J.N. and Dolin, S.J.  

British Journal of Anaesthesia, 93 (2004) 212-223. 
 



How safe is postoperative pain therapy? 

  

“Whereas the incidence of respiratory depression 
decreased over the period 1980-99, the incidence of 
hypotension did not” 

Cashman JN, Dolin SJ.  

BJA Aug 2004 



Effectiveness of acute postoperative  

pain management 

Postoperative pain experience: results from a National 

Survey suggest postoperative pain continues to be 

undermanaged 

Apfelbaum J L et al  

Anesth Analg 2003; 97:534-540 



Chronic pain after surgery (%) 

  Perkins & Kehlet  Macrae 

Mastectomy 11-49 23-49 

Thoracotomy 22-67 5-67 

Cholecystectomy 3-56 3-27 

Inguinal hernia 0-37 15-63 

Vasectomy - 0-37 
 

Wilson JA, Colvin LA, Power I 

 RCoA Bulletin Sept 2002 



Pain - a persistent problem 

 “… it remains a common misconception amongst clinicians that 

acute postoperative pain is a transient condition involving 

physiological nociceptive stimulation, with a variable affective 

component, that differs markedly in its pathophysiological basis from 

chronic pain syndromes.”  

 Cousins MJ, Power I, and Smith G. 

Regional Analgesia and Pain Medicine, 25 (2000) 6-21  



Pain - a persistent problem 

  

“… it is now known that clinical pain differs markedly from 
physiological pain and that acute, chronic and cancer pains 
share common mechanisms.” 

 
Cousins MJ, Power I, and Smith G. 

Regional Analgesia and Pain Medicine, 25 (2000) 6-21  
 



Pain before elective surgery 

  % Severity Duration 

   (mm) (months) 

Orthopaedic 98 80 (60-90) 48 (24-120) 

General 75 40 (0-80) 9   (0.2-24) 

 

Lang S, Power I, Wilson J 2005 



Analgesia before elective surgery 

  Paracetamol NSAID Opioid 

 

Orthopaedic 26% 36% 67% 

General 14% 15% 25%  

 

Lang S, Power I, Wilson J 2005 
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Acute Pain Management:  

Scientific Evidence (2nd Edition) 

1. Physiology and 
Psychology of Acute 
Pain 

2. Assessment and 
Measurement 

3. Provision of safe and 
effective management 

4. Systemically 
administered analgesic 
drugs 

5. Regionally and locally 
administered analgesic 
drugs 

6. Routes of systemic 
drug administration 

7. Techniques of drug 
administration 

8. Non-pharmacological 
techniques 



Levels of evidence 

I  Evidence obtained from a systematic review of all 

relevant randomised controlled trials.    

II  Evidence obtained from at least one properly designed 

randomised controlled trial   

III-1 Evidence obtained from well-designed pseudo-

randomised controlled trials (alternate allocation or 

some other method) 

NHMRC 1999 



Levels of evidence 
III-2 Evidence obtained from comparative studies with concurrent controls 

and allocation not randomised (cohort studies), case-controlled studies 

or interrupted time series with a control  group   

III-3 Evidence obtained from comparative studies with historical control, 2 

or more single-arm studies, or interrupted time series without a parallel 

control group   

IV  Evidence obtained from case series, either post-test or pre-test and 

post-test  

NHMRC 1999 











1. Physiology and psychology of acute 

pain 

1.1 Applied physiology of acute pain 

1.2 Psychological aspects of acute pain 

1.3 Progression of acute to chronic pain 

1.4  Pre-emptive and preventive analgesia 

1.5  Adverse physiological and psychological 

aspects of pain 



1.2 Psychological aspects of acute pain 

1. Preoperative anxiety, catastrophising, neuroticism 

and depression are associated with higher 

postoperative pain intensity (Level IV).   

2. Preoperative anxiety and depression are associated 

with an increased number of patient-controlled 

analgesia demands and dissatisfaction with PCA 

(Level IV).  



1.3 Progression of acute to chronic pain 

1. Some specific early analgesic interventions reduce the 
incidence of chronic pain after surgery (Level II). 

2. Chronic postsurgical pain is common and may lead to 
significant disability (Level IV).   

3. Risk factors that predispose to the development of chronic 
postsurgical pain include the severity of pre and  postoperative 
pain, intraoperative nerve injury and psychological vulnerability 
(Level IV).   

4. Many patients suffering chronic pain relate the onset to an 
acute incident (Level IV).  



1.4 Pre-emptive and preventive 

analgesia 

1. The timing of a single analgesic intervention (preincisional 
versus postincisional), defined as pre-emptive analgesia, does 
not have a clinically significant effect on postoperative pain 
relief (Level I).   

2. There is evidence that some analgesic interventions have an 
effect on postoperative pain and/or analgesic  consumption that 
exceeds the expected duration of action of the drug, defined as 
preventive analgesia (Level I).    

3. NMDA (n-methyl-D-aspartate) receptor antagonist drugs in 
particular may show preventive analgesic effects  
(Level I).  



3.2 Organisational requirements 

1. Preoperative education improves patient or carer knowledge of 
pain and encourages a more positive attitude towards pain 
relief (Level II).   

2. Implementation of an acute pain service may improve pain 
relief and reduce the incidence of side-effects (Level III-3).    

3. Staff education and the use of guidelines improve patient 
assessment, pain relief and prescribing practices (Level III-3).  

4. Even ‘simple’ methods of pain relief can be more effective if 
attention is given to education, documentation, patient 
assessment and provision of of appropriate guidelines and 
policies (Level III-3).  



Levels of evidence 
III-2 Evidence obtained from comparative studies with concurrent controls 

and allocation not randomised (cohort studies), case-controlled studies 

or interrupted time series with a control  group   

III-3 Evidence obtained from comparative studies with historical 

control, 2 or more single-arm studies, or interrupted time series 

without a parallel control group   

IV  Evidence obtained from case series, either post-test or pre-test and 

post-test  

NHMRC 1999 



3.2.2 Acute pain services 

 “Although systematic reviews have been attempted, 
the poor quality of the studies looking at the 
effectiveness or otherwise of acute pain services 
means that a proper meta-analysis cannot be 
performed and that the evidence for any benefit of 
acute pain services remains mixed” 



7.1 Patient-controlled analgesia 

1. Intravenous opioid PCA provides better analgesia than 
conventional parenteral opioid regimens (Level I).   

2. Patient preference for iv PCA is higher when compared with 
conventional regimens (Level I). 

3. Opioid administration by iv PCA does not lead to lower opioid 
consumption, hospital stay or lower adverse effects(Level I).   

4. The addition of ketamine to PCA morphine does not improve 
analgesia or reduce the incidence of opioid-related adverse 
effects (Level I). 

5. PCEA for pain in labour results in the use of lower doses of LA, 
less motor block and fewer anaesthetic interventions (Level I). 



8. Non-pharmacological techniques 

8.1 Psychological interventions 

8.2 TENS 

8.3 Acupuncture 

8.4 Physical therapies 



9. Specific clinical situations 

9.1 Postoperative pain 

9.2 Acute spinal cord injury pain 

9.3 Acute burns injury pain 

9.4 Acute back pain 

9.5 Acute musculoskeletal pain 

9.6 Acute medical pain 

9.7 Acute cancer pain 

9.8 Acute pain management in intensive care 

9.9 Acute pain management in emergency departments 



10. Specific patient groups 

10.1 The paediatric patient 

10.2 The pregnant patient 

10.3 The elderly patient 

10.4 Aboriginal and Torres Strait Islander patients 

10.5 Other ethnic groups and non-English speakers 

10.6 The patient with obstructive sleep apnoea 

10.7 The patient with concurrent hepatic or renal disease 

10.8 The opioid-tolerant patient 

10.9 The patient with a substance abuse disorder 



NHS Quality Improvement 

Scotland 





National Results 



Lothian Results 



The Acute Pain Service 

1.10.1 Each hospital has a multidisciplinary acute pain 

service 

Met 8 

Not met 11 

Insufficient evidence 0 

Not applicable 0 

  



The Acute Pain Service 

1.10.2 There is a named consultant, with a designated 

sessional commitment, responsible for 

management of the acute pain service 

Met 6 

Not met 13 

Insufficient evidence 0 

Not applicable 0 

  



The Acute Pain Service 

1.10.3 The acute pain service provides continuing 

education of hospital staff and patients 

Met 7 

Not met 12 

Insufficient evidence 0 

Not applicable 0 

  



The Acute Pain Service 

1.10.4 There is cover for the acute pain service on a 

24-hour basis 

Met 8 

Not met 11 

Insufficient evidence 0 

Not applicable 0 

  



The Acute Pain Service 

1.10.5 There is liaison between the acute and chronic 

pain services 

Met 7 

Not met 11 

Insufficient evidence 0 

Not applicable 1 

  



The Acute Pain Service 

1.10.6 There is audit of the safety and efficacy of 

analgesic therapies to promote continuous quality 

improvement 

Met 17 

Not met 1 

Insufficient evidence 1 

Not applicable 0 

  



SIGN 



NHS QIS 2006 
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Education 

• Undergraduate 

• Trainees 

• Public  

• Continuing - ‘Us’ 

 



MBChB 

• Portfolio Vertical Theme - “Pain” 

• Therapeutics 

• General Practice 

• Anaesthetics, Critical Care, Surgery, AE 

• Integrated teaching and assessment 

 





Faculty of Pain Medicine 

 “The establishment of the Faculty of Pain Medicine within 
the College of Anaesthetists, incorporating true 
multidisciplinary representation from other medical 
specialties, is an important and innovative advance in 
dealing with the management of acute, chronic non-
malignant and cancer pain which collectively remain one of 
society's major problems” 

www.fpm.anzca.edu.au/ 



  "Patients in pain require a specialty that is unencumbered 
by the boundaries of traditional disciplines, one that is able 
to assimilate diverse knowledge and treatments in order to 
provide sound care. 

 … and  to produce role models, teachers, and researchers 
as the science and practice of pain medicine continues to 
expand". 

The Case for Pain Medicine  

Fishman S et al 

 Pain Medicine 2004, 5:281-286 



Pain Medicine Recognised as a Specialty 

in Australia  

• Patients 

• Practitioners 

• Public Policy 

Milton Cohen and Roger Goucke 

 Pain Medicine 2006,7:473 

 



 Royal College of Anaesthetists 

• Competency in pain 
management: SHO, SpR 1-5 

• Plus, 12 months of advanced 
training in Pain Medicine  

• Edinburgh  - “Pain Medicine” 
committee from 2003 
 



Royal College of Anaesthetists 

“FFPMRCA” - 2nd April 2007 





Lothian 



Lothian 



Patients 



 “Your doctor feels that 
you might benefit from 
using opioid medication 
to help reduce your 
pain. 

 Only after you have 
read this leaflet will you 
really know whether 
opioids are the right 
choice for you.” 





eMSc Pain Management 



eMSc Pain Management 



e-MSc in Pain Management 

Educational aims 

• Integrated program of theory and practice 

• Graduates with a deep understanding of the principles 

and practice of pain management 

• Graduates who can improve outcomes for patients 

• Allow graduates to focus on a specific area of interest 

 



e-MSc in Pain Management 
(Certificate/Diploma/ MSc) 

Structure 

• Part-time, 2 years 

• Two semesters of 11 weeks per year 

(March - June; September - December) 

• Online tuition 

• Peer to peer discussion 

• Independent study 

 





 


