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Complex Pain Team Case 1 

 Background: 

  - 57 year old female 

  - 3 year history of abdominal pain 

  - admitted under gastroenterology/ nutrition (ZL) 

  - NJ fed 

  - multiple surgeries 

  - high opioid user 

  - Admitted to UCH for opioid reduction in November 2015 

  Assessment By Complex Pain Team (CPT) January 8th 2016: 

 - Dissatisfied with pain relief  

 - High levels of distress, particularly during flare up 

 - Patient insisting further surgery is done “to reduce the pain” 

 - Multiple infections whilst in hospital 

 - Fear of going home 

 



Formulation (Maintaining Factors) 

 Believes that surgery will fix pain 

 Struggles to cope with pain using 

methods other than medication 

 Feels that staff don’t believe her and 

are not giving the pain relief she 

needs. 

 Low mood and anxiety making pain 

worse 

 

 
 Feels staff do not communicate well 

with her. 

 Spends time thinking about distress 

and pain rather than engaging in 

meaningful activities. 

 Mental health history and query 

alcohol use 

 

 

Example of CBT model completed with MH 



Intervention of Complex Pain Team 

 Pain education 

 Medication management: Weaned off the PCA by substituting it 

for combination of s/c morphine and oramorph via oral/NJ route. 

 Facilitating MDT discussions with all professionals involved 

 Joining up with local care (psychiatrist, GP) 

 Self-management (see next slides) 

 

 



Psychological interventions 

 Providing a space to express emotions 

 Introducing patient to CBT model 

 Helping patient build on assertiveness skills with ward staff and 

family 

 Discussing how to support her husband in helping her 

(communication and flare ups) 

 Recognising and managing unhelpful thoughts 

 Breathing exercises 

 Relaxing imagery 

 Active rest: colouring in, card making 

 

 



 Developed a flare up plan 

 Developed an overall care plan that 

lists self-management skills 

 Activity and pacing 

 Keeping diaries of activity, mood and 

medication 

 Managing self-critical thoughts and 

developing self-compassion 

 

 Triggers agreed for: 

- CPT contact 

- A&E and GP visits 
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Self-management 



Patient Outcomes 

 In 6 weeks, 30 total visits (17 hours by all team members) 

 PROMS  

- confidence to self-management pain from 0/10 to 8/10 

 - satisfaction with medication use 1/10 to 10/10 

 - communication with staff and family 2/10 to 8/10 

 - knowledge of chronic pain 2/10 to 10/10 

 - quality of life 1/10 to 8/10 

 

Qualitative feedback:  

“I’m leaving this hospital a new person” 

 “I used to go to A&E or swig more oramorph but now I feel I’ve got 

more tools to manage” 

“It’s reassuring  knowing your team is on the end of the phone”. 



Post-Discharge Support 

 Two booked phone reviews with patient upon leaving. 

Patient reported finding this reassuring. 

 During first phone appointment patient continued to 

comment of the changes she has made in her self-

management since having the support of the CPT. 
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Staff Experience 

 GP 

 CPT verbally communicated interventions to the GP 

 Revealed gap in two styles of management (to work with in 

future) 

 Gastroenterology team:  

 Space to hold difficult conversations about clinical 

management 

 Facilitated communication between all clinical stakeholders 

 Provided an alternative approach to care 

 Resolution of any potential conflict surrounding leaving hospital 
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Staff Experience  

 Colorectal surgeons: 

 By proving support to the patient to help them understand and 

come to terms with surgical decision without generating 

conflict/misunderstanding 

 Providing an alternative treatment which can take pressure off 

the surgical approach being ‘the cure’ 

 Acute pain team: 

 Had appropriate skills available – triaged to appropriate 

specialist team without delay  

 Learning points from experience and extended their knowledge 

 Nurses on two different wards: 

 Support in understanding the patient’s perspective and needs 

 Experienced clearer communication from the patient 

 Felt less distressed caring for patient 
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Health Economic Aspects  

 Actual Savings 

 Admission – patient happily left 6 weeks after CPT 

assessment versus 4 month admission estimated 

 Small Medications – lower doses 

 Reduced GP visits 

 Stopped local A&E visits (had approx 70 visits last year)  

 

 Opportunity costs 

 Acute pain team (was seeing 1 hour/ week) 

 

 Potential savings (to be seen) 

 future surgery and ICU admission 
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Complex Pain Team (CPT) Case 2 

 Background 

 75 year old male seen in A&E 

 Long history of low back pain, had spinal surgery in 82’ and 85’ 

following which pain mostly resolved. Been living with backache, 

getting tighter and tighter. Worse since Aug 15’. A&E in Sept, 

waiting for neurosurgery referral. 

 L3-L4 spinal cord compression on MRI 

 Also cervical stenosis surgery in 2011 

 Wants referral to neurosurgery 

 Evidence of fear of movement, unable to transfer or mobilise 

 Distrusting of pain medication 

 



Formulation - Maintaining factors 

 

 Believes that surgery will fix pain               

 That bone is touching a nerve and needs to be moved 

 Previously managed in entirely medical model 

 

 

 

 

 



1 hour intervention by CNS and physio in A&E 

 Information and education 

 Explained that it is okay to move despite pain 

 Explained role of medication in short term to help 

facilitate movement and function. Agreed to take 

diazepam and will consider anti neuropathic pain 

meds with GP 

 Exercises 

 Enabled independent transfer off bed and around 

room with walking stick to demonstrate movement 

possible despite pain 

 Provided general exercises to help with back pain flare 

up 

 Discussed option of anti neuropathic pain meds with GP 

and patient agreed to make appt on discharge 

 

 

 



Patient agreed triggers for healthcare 

consultation 

  

 GP: to see for prescription of anti neuropathic pain meds 

in next few days 

 

 A&E: to attend only if change in bladder, bowel function 

and gait or for other relevant condition 

 

 Complex Pain Team: A&E to refer should he attend again 
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Patient reported outcomes 

 Felt able to mobilise independently with 1 walking stick (same as 

pre flare up) 

 Felt confident in ability to cope at home whilst waiting for 

outpatient appt with neurosurgeons 

 Happy to be discharged home 



Staff Experience 
 Admitting team :  

 Expedited discharge from A&E as prior to consultation 

patient and staff not confident about going home 

 Reported that patient would likely have been admitted 

without CPT intervention 

 

 GP 

 CPT verbally communicated interventions to the GP and 

gained agreement that A&E not best place to attend in 

event of flare up. 

 GP really pleased with suggested recipe for trialling 

medications 
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Health Economics 

 

  
 Patient happily left 30 mins after CPT assessment 

versus inpatient admission estimated by A&E team 

 No A&E attendances or admissions since 
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Patient 3 -Health Economics 

 Previously frequently attended A&E with pain flare ups 

 Analgesia – on admission to UCLH 

 Oramorph 20mg 3’ prn, tramadol 100mg qds, 

ibruprofen 400mg tds, paracetamol 1g qds 

 

 On UCLH discharge 3 days later, analgesia = nil 

 Approximate Savings in the community/month  

  Oramorph = £44.12 

  Tramadol = £11.40 

  Ibruprofen = £1.73 

  Paracetamol = £3.22  
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Appendix - Trial of NICE recommended neuropathic 

pain medications 1  

http://www.nice.org.uk/Guidance/CG173 

 

 
 Warn about the likely side-effects of somnolence, not to take night 

time medication too late or before driving, particularly the first few 

times. 

 

Amitriptyline 

 Start amitriptyline at 10 mg at night, increasing up to a maximum of 

70 mg over a seven week period if tolerated.   

 

Nortriptyline 

 An alternative to amitriptyline if this drug is effective but usage limited 

by side effects is nortriptyline at same doses. 
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NICE recommended neuropathic pain medications 2 

Duloxetine 

 An alternative is duloxetine. This can be taken with low dose (up to 

75mg) of amitryptline/ nortriptyline and gabapentin/pregabalin. 

Duloxetine should be started at 30mg and can be increased to 60mg. 

 

Gabapentin 

 Can be added to amitriptyline (and/or duloxetine) 

 Started at 100mg tds and slowly increase up to a maxi 600 mg tds 

 

Pregabalin £ 

 If  gabapentin useful but SEs limiting swap to pregabalin.  

 Start at 75 mg bd for a week, then increase over a four week period to 

a max dose of 300 mg bd 
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NICE recommended neuropathic pain medications 3 

 

Amitriptyline/Nortriptiline (up to 75mg) +/- Duloxetine +/- Gabapentin/ Pregabalin 

 We recommend that each drug is trialled for evidence of benefit.  

 

 If there is no benefit the drug should be reduced and stopped 

 

 Pregabalin should be trialled last as it has a considerable cost 

burden. 

 

 Lyrica 56-cap pack = £64.40, 84-cap pack = £96.60 

 Recently ruling against Pfizer 
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What’s the utility in the WHO analgesic ladder? 
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Explaining chronic pain 

 Search “uclh pain” – what is chronic pain? 

 https://www.uclh.nhs.uk/OurServices/ServiceA-

Z/Neuro/PMC/Pages/Whatischronicpain.aspx 
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