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Summary
The relief of pain should be a fundamental objective of any health
service.  Good practice should ensure provision of an evidence-based,
high quality, adequately-resourced service dedicated to the care of
patients, and to the continuing education and development of staff.

Effective and safe management of acute and chronic pain in
hospitals requires:

1 The provision of services for acute pain management in all
hospitals.

2 The provision of core services for chronic pain management in all
district general hospitals and most specialist hospitals.

3 The provision of specialised services for pain management on a
regional basis.

4 Adequate resources to provide an appropriate number of fixed
sessions for consultants (specialists in pain management), other
healthcare professionals, secretarial and administrative staff, as
well as appropriate accommodation, facilities and equipment.

5 Recognition that anaesthetists who have sessions in pain
management need to have job plans that differ from those of
most anaesthetists who work in operating theatres, obstetric
units and critical care units.

6 Close liaison between pain management services and other
healthcare groups (including primary care and palliative care
services) in order to provide an individualised, inter-disciplinary
approach to the management of pain for each patient.

7 Specific arrangements for the treatment of vulnerable groups
such as the elderly, children, non-verbal, disabled, intellectually
handicapped and those whose primary language is not English.

8 Equity of access and service provision for all patients taking into
account clinical, socio-economic and cultural factors.
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9 The provision of properly constructed pain management
programmes which aim to promote restoration of normal
physical and psychological function, and to decrease the
inappropriate use of healthcare resources by patients with
chronic pain.

10 An active programme of education in the understanding of pain,
its presentation and its management, for all health professionals
who care for patients with pain in both the primary and
secondary care sectors.

11 Continuing evaluation and audit of pain management services.

1 Introduction
1.1 Pain is defined as an unpleasant sensory and emotional experience

associated with actual or potential tissue damage or described in
terms of such damage.  Acute pain is associated with acute injury
or disease.  Chronic pain is defined as pain that has persisted for
longer than three months or past the expected time of healing
following injury or disease.  Patients with cancer may suffer from
both acute and chronic pain.  Epidemiological studies have
revealed widespread unrelieved pain throughout society.1

1.2 Pain management is of proven benefit in improving the quality of
life of patients and in lessening the socio-economic burden of
unrelieved acute, chronic and cancer-related pain.2,3,4

1.3 Widespread provision of basic core services and the selective
provision of the more advanced specialist services to relieve pain
are necessary to address this problem effectively.  Pain manage-
ment services should provide both hospital and community care
to patients with a wide range of different conditions.5,6

1.4 Interaction with primary care teams is essential for maximum patient
benefit.  Pain management provides outstanding potential for
fruitful working across the boundaries between primary and
secondary care.
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1.5 Efficient and effective pain management requires close links with
other medical specialties including: all branches of surgery,
neurosurgery, gynaecology, rheumatology, gastroenterology,
neurology, rehabilitation medicine, occupational health,
oncology, palliative medicine, psychiatry and addiction medicine.

1.6 The Clinical Standards Advisory Group (CSAG) Report on ‘Services
for Patients with Pain’ made wide-ranging recommendations to
Health Authorities, Primary Care Groups and Trusts on the
provision of appropriate pain services.3 Unfortunately little has
happened in response to the CSAG report.

1.7 Pain management services should make special provision for
vulnerable and potentially disadvantaged groups such as the
elderly, children, non-verbal, disabled, intellectually handicapped
and non-English speakers.  Patients with impaired hearing or vision
should have their special needs addressed.  Particular difficulties
may be encountered with problem drug users, prisoners and
victims of torture.  Patients from all these groups need, and should
have, access to appropriate pain management services.

1.8 For many years, pain management has utilised a multidisciplinary
team approach that matches therapy to the individual patient.
This fits well with the modern day skill mix and patient-centred
approach of the NHS.

1.9 The delivery of high quality pain services requires the allocation
of fixed sessions for all healthcare personnel rather than an ad
hoc or informal approach such as may have prevailed in the past.
This is a clinical governance issue.  Commissioning and
contracting should take account of the substantial contribution
made to effective pain management by non-medical team
members such as nurse specialists, physiotherapists, clinical
psychologists, occupational therapists and pharmacists.

1.10 Each pain management service should be led by a named doctor
with special expertise in pain management and who takes
responsibility for co-ordinating the provision of a safe and
effective service.
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1.11 The medical personnel who staff pain management services in
the United Kingdom are almost all consultant anaesthetists.
Inpatients under the care of a consultant from another specialty
may receive a considerable amount of care and treatment from
the specialised pain management team.  At present, it is unlikely
that this input is formally recorded thereby producing resource
and revenue consequences for the pain services.  This work needs
to be recognised so that appropriate resources can be allocated.

2 Acute pain services in hospital
2.1 Acute pain is common and occurs most frequently in the

postoperative period.  Non-surgical acute pain is associated with
low back pain, burns and trauma and many medical conditions
(e.g. myocardial infarction, ureteric colic, acute pancreatitis and
sickle cell disease).

2.2 The deleterious effects of unrelieved acute pain are well
recognised.  These effects are psychological, physiological and
socio-economic.  Unrelieved acute pain may predispose to the
development of chronic pain.7 The provision of effective acute
pain relief helps reduce stay in hospital, promotes recovery and
reduces the development of chronic pain syndromes.4,8,9

The massive increase in day-case and short stay surgery
necessitates the provision of safe and effective pain management
to lessen the need for a GP visit or return to hospital.10

2.3 Pain and its relief must be assessed and documented on a regular
basis.  Pain intensity should be regarded as a vital sign and along
with the response to treatment and side effects should be recorded
as regularly as other vital signs such as pulse or blood pressure.
The prescription of analgesic drugs and pain-relieving techniques
should be reviewed regularly to ensure that analgesia is effective
and appropriate to the level of pain experienced by the patient.
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2.4 Treatments available for acute pain range from simple medication
to more complex interventions such as neural blockade, spinal
(epidural and intrathecal) infusions and patient-controlled analgesia
(PCA).  The more complex techniques require staff with appropriate
knowledge and skills to ensure safe and effective application.

2.5 The provision of an organised multi-disciplinary acute pain team
is an effective method of providing high quality pain relief in a
hospital setting.11 Adoption of this approach was recommended
in the UK in the 1990s12,13 and has been endorsed by guidelines
developed in Australia7 and the USA.14,16

2.6 The provision of safe and effective acute pain management is a
quality issue that addresses the needs and expectations of patients
and their carers, as well as being a risk management issue.17

2.7 The objectives of an acute pain service should include:

a Establishment of a system for regular assessment and
individual treatment of acute pain.

b Provision of specialist care and advice for difficult acute pain
problems such as occur in patients already taking strong
analgesics for cancer pain or chronic non-cancer pain, and
for patients who are problem drug users.

c Seamless liaison with other healthcare teams responsible for
the shared care of patients with acute pain.

d Provision of back-up arrangements, education programmes
and appropriate guidelines or protocols to ensure that there
is continuous cover for acute pain management round the
clock, seven days a week.

e Information, education and reassurance for patients
presented in a way that they understand.

f Education for nursing, medical staff and other allied healthcare
professionals leading to increased awareness of the
consequences of unrelieved acute pain and of the techniques
available to relieve pain.
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g Continuing audit and evaluation of the service and the
needs of patients.

2.8 Personnel
The staffing of an acute pain service should be based upon the
following considerations:

a Consultant anaesthetist sessions are essential.  There should
be a named consultant anaesthetist responsible for provision
of the service.

b The job plans of consultants in acute pain management
should reflect the different nature of the work when
compared to anaesthetists working in operating theatres,
obstetric units or critical care units.

c There should be clinical nurse specialists to advise on pain
management and to undertake a programme of regular
review of acute pain problems.  The nurse specialists should
undertake education of nursing colleagues informally in
clinical areas and as part of a formal educational programme
for all disciplines in conjunction with medical colleagues.
The nurse specialists should also be responsible for the
day-to-day organisation of the acute pain service.

d The provision of effective acute pain management can
be optimised by collaboration with colleagues from the
physiotherapy and pharmacy departments.  In addition
some patients with acute pain will require help from a
clinical psychologist.

e To ensure patient safety and continuous service, staffing
levels should be sufficient to provide prospective cover for all
personnel.  Education, training, staffing arrangements and
the provision of protocols or guidelines must ensure safe
practice when core staff are not on duty.
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2.9 Equipment
Equipment should be provided to ensure safe and effective
utilisation of pain relieving techniques in adults and children.
This includes specialised pumps for spinal (epidural and
intrathecal) infusion, PCA devices and monitoring equipment.
To safeguard patient safety these pumps and other devices
should be dedicated for use in acute pain management only
It is essential that staff have formal training in the use of
medical equipment.  The service should ensure that there are
maintenance contracts and a rolling replacement programme
for equipment.

2.10 Drugs
Drugs for PCA devices and spinal (epidural or intrathecal) infusions
should be supplied in clearly identifiable, aseptically-prepared
containers.  It is preferable that the solutions should be prepared
in a central unit and not made up by staff in clinical areas.

2.11 Facilities
The acute pain service should be provided with dedicated office space
as well as administrative, secretarial and IT support.  There should be
storage space for PCA devices, pumps and educational materials.

2.12 The recovery (post-anaesthetic) ward staff must be trained in
basic pain management.  The unit should have a stock of
suitable drugs and equipment to ensure that optimal
postoperative pain relief is established before patients return
to the surgical ward or are discharged.  This should be available
on a 24-hour basis on all sites where operating occurs in the
evening or at night.  High dependency and/or intensive care
units (HDUs and ICUs) should be available for appropriate
patients.  There must be provision for advice to be obtained
from specialist pain management staff in situations where
pain control is difficult.
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2.13 The management of non-surgical acute pain occurs on the wards
and critical care units, in outpatient clinics (e.g. fracture clinic), in
the A&E department and in other areas such as interventional
radiology suites.  Staffing levels, their knowledge and skills, and
the availability of drugs and equipment should be sufficient to
provide safe and effective pain relief for patients with non-
surgical acute pain to the same standard as for patients with
post-operative pain.  The provision of guidelines may be helpful
in this situation.

2.14 Specific arrangements must be made for the treatment of
children to the same standard by appropriately trained staff.18

2.15 Acute pain services should be able to respond to the special
requirements of other patient groups such as the elderly, non-
verbal, disabled, intellectually handicapped and non-English
speakers.  Specific arrangements must be made for problem drug
users and substance abusers, patients with opioid tolerance as a
consequence of long-term opioid consumption, patients with
physical disability and patients with recurrently painful conditions
such as sickle cell disease.  Patients with chronic pain who develop
acute pain problems usually require specialist pain management.

2.16 Patients who have undergone day case surgery should be given
effective analgesics to take home with straightforward
instructions about use and advice on how to obtain further
help if necessary.

2.17 The most recent recommendations for obtaining consent require
that patients are given appropriate verbal and written
information about pain and its treatment pre-operatively in a
way that they understand.  Patients should be able to make an
informed decision about the sort of pain-relieving technique they
choose; medical and nursing staff should be available for advice
and discussion.
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2.18 Effective relief of acute pain has been shown to be an important
contributor to the rapid restoration of normal function, reduced
incidence of complications and earlier discharge from hospital.
These beneficial effects will have ensuing socio-economic
implications for many aspects of the NHS.

2.19 Purchasing and commissioning organisations should ensure that
the relief of acute pain is specified as part of the contracting
process.  This will require identified funding for designated staff,
equipment and facilities.

3 Chronic pain services
3.1 Many surveys have revealed that a significant proportion of the

population suffer from chronic pain due to a wide range of
conditions.1,19 Common conditions include low back pain,
headache, arthritis, peripheral neuropathy and pain following
traumatic nerve damage.20,21

3.2 Unrelieved chronic pain represents a major problem for individual
patients and a massive socio-economic burden for the health
service and the community at large.22 Unrelieved chronic pain may
lead to depression, psychological dysfunction, prolonged disability
and dependency on drugs.  It leads to significant overuse of
medical services and increased costs to the taxpayer through social
security payments and unemployment.

3.3 Patients with chronic pain often present with complex
multidimensional problems that require multidisciplinary
management.23 Effective chronic pain management should be
based upon interdisciplinary co-operation of specialist pain
medicine doctors, primary care physicians, specialist nurses,
clinical psychologists, physiotherapists, occupational therapists
and pharmacists.  There should be arrangements for consultation
with other specialist doctors (such as orthopaedic surgeons,
neurosurgeons, psychiatrists, rheumatologists and neurologists)
when appropriate.
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3.4 There is evidence that the multidisciplinary pain clinic approach is
effective.2 Pain management has been one of the leading
specialties in the rigorous pursuit of evidence of effectiveness of
treatments by analysis of systematic reviews and randomised
controlled trials.24 Priority should be given to those therapies
that offer measurable health gains and cost-savings.
Complementary medicine techniques may be offered, but only
when supported by adequate evidence.

3.5 The objectives of a chronic pain service include:

a Alleviation of pain.  This is not always possible because any
pain that is described as chronic has already proved resistant
to treatment.

b Alleviation of psychological and behavioural dysfunction
and distress.

c Reduction of disability and restoration of function.

d Rationalisation of medication.

e Reduction of utilisation of healthcare services including
consultations in primary and secondary care, surgical
operations and treatments such as physiotherapy.

f Attention to social, family and occupational issues.

g Education for nursing, medical staff and other allied health
care professionals.

h Continuing audit and evaluation of the service and the needs
of patients.  Outcome measures for patients with chronic pain
should include assessment of physical functioning, psycho-
logical status, medication consumption, utilisation of health-
care resources and work record in addition to measurement
of pain intensity.

i Research into the epidemiology, causes and management
of chronic pain.
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3.6 A chronic pain service will be delivered in the following
environments:

a Outpatient clinics in a hospital setting or in a primary care
facility (outreach clinics).

b Inpatient ward referrals.  These represent a significant
workload for many services.  The service should allocate
designated consultant sessions for dealing with ward referrals
and inpatient work including the treatment of urgent pain
problems.

c Oncology and palliative care units within the hospital or on
external sites.  This work may be very demanding of
consultant time and should be recognised in job plans and
healthcare commissioning.

3.7 Personnel
A chronic pain service should employ the following personnel:

a Medical practitioners – In the UK, virtually all services for
patients with chronic pain are staffed by consultant
anaesthetists who are Fellows of the Royal College of
Anaesthetists.  Training in the management of chronic pain
forms an integral part of the training programme for
anaesthetists and there is provision for up to 12 months of
advanced training in pain management for anaesthetists
within the programme leading to a Certificate of Completion
of Specialist Training (CCST) in anaesthesia.

b Non-consultant career grade doctors with appropriate
experience and competencies may contribute to a chronic
pain service.
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c Nurse specialists and nurse consultants may have their own
clinics to triage patients, supervise medication, provide
transcutaneous electrical nerve stimulators (TENS) and to
supervise patients with implanted devices (e.g. spinal cord
stimulator).  In addition the nurses provide assessment and
follow-up for ward referrals.  Developments in nurse
prescribing may lead to an extended role for nurse specialists
in pain management.

d Clinical psychologists.

e Physiotherapists.

The provision of sessions for nurse specialists, clinical
psychologists and physiotherapists should be appropriate for
the circumstances, case-load, case-mix, and nature of
treatments employed in each service.

3.8 Interdisciplinary contact may be required with the following
healthcare professionals:

a General practitioners.

b Rehabilitation medicine specialists.

c Occupational health specialists.

d Psychiatrists including specialists in addiction medicine.

e Palliative care physicians.

f Other hospital specialists.

g Occupational therapists.

h Pharmacists.

i Vocational counsellors and employment advisors.

3.9 There should be sufficient staff to meet current national waiting time
targets taking into account the number of new referrals, the case-
mix and the complexity of the treatments offered by the service.
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3.10 Medical and nursing staff should be available for the assessment
and treatment of in-patients.  Some pain medicine consultants
will offer support to palliative medicine and there should be
appropriate sessional recognition for this work.

3.11 Pain management is a consultant-delivered service.  In most
hospitals, chronic pain services are staffed solely by consultant
anaesthetists without any significant contribution by trainee or non-
consultant career grade medical staff.  This must be reflected in job
plans and when apportioning sessional responsibilities.  It also has
implications for the provision of cover during consultant absences.

3.12 It must be recognised that the work of consultant anaesthetists
who do pain management is very different from that of
anaesthetists who work in the operating theatre, obstetric unit or
critical care unit.  The working arrangements for the pain
specialist should resemble that of a consultant physician in terms
of sessional allocation, support and administration services and
accommodation.  In addition there should be similar arrangements
for audit, teaching and continuing professional development.

3.13 The management of chronic pain patients requires consultants to
deal with a considerable amount of correspondence, dictation,
preparation of reports, telephone calls, case conferences and
other clinical administration.  Consultant anaesthetists in other
clinical arenas do not normally have this sort of workload.  In
addition, in specialties such as general or palliative medicine,
some of this work is undertaken by trainees but this happens
very rarely in pain medicine.  Due regard must be taken of these
additional responsibilities and workload in the construction of
consultant job plans for pain management.
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3.14 Special problems exist for those consultant anaesthetists who
divide their time between pain services and other duties of
anaesthesia.  Their job plans must take into account the
additional demands of this combination so that the consultant is
able to fulfil the obligations of both disciplines and has time to
complete the additional tasks demanded of a chronic pain
specialist.  It is important for individual consultants and their
clinical directors to devise appropriate allocation of sessions
between operating theatre-based anaesthesia and pain
management to ensure maintenance of competency in all spheres
of the consultant’s clinical activity.  Consultants carrying out pain
management and anaesthesia should have a job plan that reflects
the additional demands for teaching, administration, audit and
continuing professional development in both clinical areas.

3.15 A multidisciplinary approach is the preferred way of managing
patients with chronic pain.  Consultant anaesthetists working on
their own or with too few chronic pain sessions, may experience
considerable difficulty providing an effective and safe service
throughout the year for patients with chronic pain.  In such
circumstances, patients may experience unnecessary suffering
and increased pain during unacceptably long waiting times.
In addition, the doctors may experience considerable stress and
job dissatisfaction.

3.16 Patients with complex chronic pain problems require thorough
assessment and multi-disciplinary management so the time spent
on the initial consultation may be quite prolonged.  Many
centres allocate 45 minutes or longer to each new patient.  This
will limit the number of patients that can be seen during a single
consulting session.  Comparison should be made with the time
allocated to new patients in specialties such as psychiatry.  The
time allocated for each patient must balance the need to deliver
appropriate, high quality care to the individual patient with
overall service demands and clinical priorities.
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3.17 There is a requirement for consultant backup on a 24-hours,
seven day week basis in major specialist centres that run pain
management programmes or care for patients with implanted
drug delivery systems and spinal cord stimulators.

3.18 Chronic pain services should have designated management
support that provides access to higher levels of hospital
administration.  In most institutions, the pain service is grouped
with other anaesthetic services or with medical specialties such
as neurosciences.  Managerial, secretarial, clerical and IT support
staff should be available to underpin inpatient and outpatient
work in the same proportion that they are available for other
medically-based specialities such as gastroenterology and
cardiology.  There should be an identifiable budget for the
pain management service.

3.19 Equipment
The management of some chronic pain patients involves the use
of specialised equipment such as an image intensifier or radio-
frequency lesion generator.  Centres that provide specialist
services will require more equipment and specific consideration
will have to be given to this when formulating budgets as
identified in the National Specialised Services Definitions Set for
Specialised Pain Management Services.25 The pain service should
ensure that there are maintenance contracts and a rolling
replacement programme for equipment.

3.20 Drugs
Chronic pain services often use drugs beyond the remit of the
marketing authorisation or licence.26 Sometimes general
practitioners are reluctant to prescribe follow-up treatment in
this situation so that the burden for continued care falls on the
budgets of the hospital pharmacy or the pain service.  This must
be recognised in contracts with Primary Care Trusts so that
patient care is not compromised.  Where possible agreed
arrangements for shared care should be negotiated between
primary care and the chronic pain services.
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3.21 Facilities
Appropriate outpatient facilities include rooms for consultation,
examination and treatment that are provided on a regular basis.
There must be access for wheelchairs and disabled patients.
There must be appropriate facilities for the other healthcare
professionals in the team and for the pain service’s administrative and
secretarial support.  Office accommodation should be in a separate
area that provides security for patient records and information.

3.22 Information technology
The pain service should be provided with up-to-date electronic
systems for maintaining patient bookings, medical records,
outcome information and other audit data.

3.23 Pain management programme
In specialist centres, there should be provision of a pain
management programme with cognitive behavioural therapy and
restoration of physical function provided primarily by clinical
psychologists and physiotherapists working as part of the
interdisciplinary team.27 The medical director of these
programmes is usually a consultant anaesthetist.  Inpatient or
hostel accommodation will be required for intensive programmes.

3.24 Inpatient beds
Pain management units require access to designated inpatient
beds in addition to defined operating theatre and radiology
sessions for the performance of diagnostic and therapeutic
procedures.  The number of inpatient beds and procedure
sessions should be appropriate for the case-load and case-mix
of the unit.  This requirement may be greater in centres that
undertake specialised procedures or manage a large number of
patients.  Access to appropriate recovery (post-anaesthetic) areas
should be available for patients following major interventions
when indicated.  Those centres that do have designated
inpatient facilities should ensure that appropriate arrangements
are in place for adequate medical cover on a 24-hour basis.
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3.25 Specific arrangements must be made for the treatment of
chronic pain in vulnerable and potentially disadvantaged groups
such as the elderly, children, non-verbal, disabled, intellectually
handicapped and non-English speakers.  Patients with impaired
hearing or vision should have their special needs addressed.

3.26 The most recent recommendations about consent require that
written information should be available for both patient and
purchaser explaining the treatments available in the pain
management unit in a way that is readily understandable.  This
must cater for patients mentioned in 3.25 above.  Patients must
be able to make an informed decision about the pain
management techniques that they choose; medical and nursing
staff should be available for discussion.

3.27 There should be agreed referral and discharge policies with
established lines of communication between the pain service and
primary care physicians.

3.28 The chronic pain service should be responsive to the needs of
patients and primary care professionals.  Patient input should be
sought through established hospital mechanisms whenever possible.

3.29 The effective multidisciplinary management of patients with
chronic pain has been shown to alleviate pain, aid the restoration
of normal function and reduce the socio-economic burden to the
individual, the health service and the community at large.28

3.30 Purchasing and commissioning organisations should ensure that
the multidisciplinary management of patients with chronic pain is
specified as part of the contracting process.  This will require the
funding of designated staff, equipment and facilities.
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4 Services for pain in patients with cancer
4.1 The provision of pain relief for patients with cancer requires close

collaboration between palliative care, primary care and pain
services.29,30 From 11–15% of patients with cancer-related pain
will benefit from specialised pain management services.  To ensure
the best possible pain relief for this group of patients, both acute
pain services and chronic pain services should be involved in the
management of patients with cancer-related pain.  The demands
made on pain management services will vary with the size and
expertise of the local palliative care and oncology services.

4.2 For patients with cancer-related pain, anaesthetists are able to
use a range of specialist knowledge and skills including the use
of medication, interventions (such as neural blockade) or the
implantation of specialised devices for drug delivery.

4.3 Patients with pain due to cancer may be treated in the hospital
as inpatients or outpatients and outside the hospital in a
palliative care unit or in their own home.

4.4 Consultant anaesthetists providing specialist advice and services
to palliative care units will require appropriate sessional
recognition in their job plans.  These sessions should be
recognised and funded in the commissioning process.

5 Education and staff development
5.1 All personnel involved in acute and chronic pain management

should be trained adequately to ensure the delivery of a safe and
effective service.  Such training should include communication skills,
the use of assessment techniques, the application of appropriate
management strategies, and the use of relevant equipment.

5.2 There should be an ongoing programme of continuing education
and professional development for all staff in pain management
services.  Funding should be provided for these educational activities.
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5.3 There should be regular evaluation and audit of results,
outcomes, complications and side effects of treatment.

5.4 Whenever possible there should be clinical research focusing on
properly designed and conducted investigations with a
preference for randomised, controlled trials.  Pain management
services in the UK are ideally set up to conduct multi-centre trials
to establish a robust evidence base for treatment.

5.5 Trainee anaesthetists may experience difficulty in obtaining
access to pain management for training purposes.  One
explanation for this is that trainee anaesthetists do not normally
make a major contribution to the service elements of pain
management, except for acute pain services.  It is essential for
the future welfare of patients with pain that anaesthetic trainees
are guaranteed training time in pain management even if this
has consequences for service delivery in, for example, the
operating theatre or clinical care unit.  It is too easy for trainees
to be removed from scheduled pain training opportunities to
provide service in the operating theatre, obstetric unit or critical
care unit.  This is unacceptable.  Lack of adequate exposure
during basic and specialist anaesthetic training will reduce
recruitment to the specialty and have potentially deleterious
effects on the long-term provision of pain relief services by
creating staff shortages.  The requirements for training in pain
management at all levels have been specified by the Royal
College of Anaesthetists in the four training manuals for the
CCST in Anaesthesia.
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Glossary

Acute pain – Pain associated with acute injury or disease.

Chronic pain – Pain that has persisted for longer than three months or past the

expected time of healing.

Pain medicine – The diagnostic and therapeutic activities of medical practitioners.

Pain Medicine is often used interchangeably with Pain Management to describe the

work done by medical practitioners and is the term favoured in other countries such

as the USA and Australia.

Pain management – A multidisciplinary approach to the assessment and treatment of

patients with pain.

Pain management programme – A cognitive behavioural programme for patients with

persistent pain and associated disability.
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