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Disclosure

I have no competing interest…

I am here talking about my experience of best practice..  (and how it 
can be implemented here)



The bigger picture:

We know about Opioid crisis and gabapentin crisis.

Chronic post-surgical pain is on the rise.

There are many unmet needs for patients after surgery, which if not 
addressed timely may lead on to chronic long term condition.

We should focus on prevention, not treat the consequences of..







In 2017 about 47,600 of those deaths 
were caused by opioid overdose—a 
fivefold increase since 2000. Only 32% of 
those opioid deaths involved prescription 
pills; the rest were from illegal heroin 
and fentanyl. 

More than car crashes or guns (both 
39,000), more than AIDS did at the 
height of its epidemic (42,000).



Source: The Times





Opioid prescriptions in England from August 2010 to February 2014

Mordecai et al, BJGP 2018



Gabapentin and Pregabalin Prescriptions in UK

Source: Trends in First Gabapentin and Pregabalin Prescriptions in Primary Care in the United Kingdom, 1993-2017
Montastruc et al. 2018, JAMA

Rate of patients with an off-label indication increased from 58.7 to 216.0 per 
100 000 persons per year for gabapentin (RR, 3.68 [95% CI, 3.52-3.85]) and 

34.7 to 117.8 per 100 000 persons per year for pregabalin (RR, 3.40 [95% CI, 3.20-
3.60])

Off-label prescriptions - 52.0% of gabapentin and 54.8% of pregabalin prescriptions.





Are doctors to be blamed for the root cause of these 
crises?



Chronic Post-Surgical Pain

Type of surgery Incidence of Chronic pain Number of ops in UK in 
2005-6

Number of ops in USA in 
1994

Mastectomy 10 – 50% 18,000 131,000

Caesarean section 6% 139,000 858,000

Amputation 50 – 85% 15,000 132,000

Cardiac surgery 30 – 55% 29,000 501,000

Hernia repair 5 – 65% 75,000 689,000

Cholecystectomy 5 – 50% 51,000 667,000

Hip replacement 12% 61,000

Thoracotomy 10-65% 660,000

Recently, Fletcher et al.2 reported that every 10% increase in the time spent in severe postoperative pain was 
associated with a 30% increase in chronic pain 12 months after surgery.

* Orthopaedic surgery is associated with an almost three-fold increased risk of moderate to severe CPSP, 
compared with all other procedures, at 12 months.

https://anesthesiology.pubs.asahq.org/article.aspx?articleid=2681077


A complex process…





Understanding the transition from acute to chronic 
post-operative pain

- Complex and poorly understood. Biopsychosocial model.

Facilitation of central pain sensitization by 
opioids and stress after surgery (OIH) –
proven in animal studies.

Neuroplastic changes may lead to long 
term pain.

Genetic susceptibility but also 
psychological and social factors interplay.



Long lasting neuroplastic changes after Incision

• Latent pain sensitization.

• ‘Hyperalgesic’ priming - previous injury induced a prolonged period of 
susceptibility to exaggerated sensitization after subsequent injury.

• Epigenetic mechanisms are important factors in the transition from 
acute to chronic pain after incision



Why need Transitional pain?

Chronic Post-
surgical Pain

Enhanced recovery after surgery protocols 
designed to minimize perioperative opioid 
use may be successful in the inpatient 
setting, but it may not extend to the 
outpatient setting in the absence of a 
cultural change related to opioid prescribing 
at discharge



Closing the gap

1) Difficulties in identifying patients in timely way (i.e. ideally before 
the pain becomes chronic).

2) Insufficient physician training in opioid prescribing.

3) Insufficient physician training in multimodal pain management.

4) Inadequate access to consultations with pain specialists.

5) Lack of access to multidisciplinary teams including dedicated pain 
clinics.

6) Lack of funding for such teams, especially for psychological 
services.



Key points

• Opioid crisis need more sustainable plan (not switch to gabapentin).

• Chronic post-surgical pain are on the rise (up to 10% reported severe).

• Very few studies define CPSP. This may have hindered clinical/ epidemiological 
research, hence the large  variability in estimates of CPSP.

• Perioperative, multimodal preventative analgesia regimens have been shown to 
prevent CPSP.

• Psychological treatment for acute pain is lacking behind. Development of 
perioperative psychological pain management aimed at preventing CPSP is 
essential. 



Transitional Pain Service

Multidisciplinary group consisting of pain physicians, Clinical nurse 
specialists, clinical psychologists, and physiotherapists who provide 
regular support for patients while in hospital and as well as follow up in 
the post- discharge period to improve pain management, reduce opioid 
use and lower the risk of developing of chronic pain.



Transitional Pain Service

Less chronic post-
surgical pain, cancer 

treatment related 
pain, procedure 

related pain



TPS - Goals

1. Modify trajectory of acute pain to chronic pain.

2. Provide regular monitoring and prevent opioid dependency

- Addresses the vulnerable period between post-surgery to 
development of opioid dependence/ CPSP.

3. MDT based approach to facilitate return to baseline level.



Transitional Pain Service
• Hospital based, specialist pain service with the aim of optimizing pain 

management, opioid weaning and increase physical and psychological functioning. 

• Multidisciplinary approach.

• 2 groups: 
• 1) Chronic pain patients: Ideally tagged pre-operatively. 
• 2) Non-chronic pain patients- Patients are mainly followed up after surgery. Can be referred by 

surgeons/ GPs/ Physiotherapists if deemed necessary. 

• Perioperative and post-operative rehabilitative approach.

• Supports prevention of long term condition (prevents transition from acute to 
chronic pain)



Clinical Perioperative Pathway

→



Transitional Pain Service (TPS) referral criteria (revised from 
Katz et al 2015)

Pre-operative criteria

Chronic pain in patients with or without opioid
use.

High preoperative opioid consumption (100
mg/day).

Patients admitted to the hospital with
methadone or buprenorphine.

Psychiatric comorbidities.

Post-operative criteria

Patients with complex pain situation and severe

postoperative pain unable to be discharged.

Patients discharged with high opioid consumption.

New neuropathic pain.

Prolonged postoperative pain disturbing ADL or

sleep.

Postoperative pain is severe and risk factors for

chronification (preop. pain, anxiety, new nerve lesion,

severe acute pain, certain operations e.g. TOS,

thoracotomy, amputation etc.)



Intra-operative management



Post-operative plan

Personalised.

Three main categories in the context of an interdisciplinary framework:

1) nonpharmacological and pharmacological pain management

2) opioid weaning 

3) psychosocial/psychological interventions.

Behavioural toolkit that support functioning and quality of life – self 
management strategies.



Pharmacological Strategies Non-pharmacological Strategies

Opioid sparing plan:
- Simple analgesics
- Adjuvant medications (anti-
neuropathics, ketamine, cannabinoids)
- Regional techniques 

Opioid weaning plan:
- IV to PO conversions
- Management of buprenorphine

Psychological interventions
- ACT
- CBT

Physiotherapy, rehabilitation



Psychological management - ACT
Contact with 

present 
moment

Acceptance
Of pain and 
emotions, willing to 
feel and experience

Defusion
Detach from painful 
thoughts

Self as context
Pain is only part of 
who I am

Commited actions
Behaviour reflects 
values

Values
Clarity of what is 
meaningful

Psychological 
flexibility



Outcome measures

• Brief Pain Index - 9 item self-administered questionnaire used to evaluate 
the severity of a patient's pain and the impact of this pain on the patient's 
daily functioning.

• Hospital Anxiety and Depression Scale – Anxiety and Depression

• Pain Catastrophizing Scale (13 items, Score 0-4, maximum score 52)

• EQ-5D Measures generic health status

• Others: PGIC, PROM



TPS- TGH results so far:

Mean MEQ consumed Opioid naïve (n=110) Non-Opioid naïve (n=135)

- Pre-surgical 0 78.8

- At discharge 107.8 140.5

- At 6 months 33 78.3

- % decrease 69.4% 44.3%

Weaning rate (6 months)

No longer taking opioid 51 (46%) 35 (26%)

Reduced > 50% 39 (36%) 50 (36%)

Reduced < 50% 11 (10%) 27 (20%)



Creating your local TPS

Data/ Health informatics systems – identifying surgical population with 
high opioid use, pain, function 6 months post surgery.

Create business case – engage multidisciplinary team involvement.

Create a clinical/ research database- include outcome measures and 
cost effectiveness.

Build it and they will come.



Other patient population suitable for TPS:

• Post ICU discharge.

• Orthopaedic surgical procedures.

• Cancer survivors (post radiotherapy or chemotherapy related pain).

• Children and adolescent undergoing major surgery (significant gap in 
transitional pain care).



Further development of TPS

• Collaboration with Primary care Providers: Open access- referral to 
Transitional Pain clinics post surgery and ICU stay

• Intensivists can refer their patients.

• Design physical fitness programme to both prehabilitate and 
rehabilitate patients to improve physical functioning (ie yoga).

• Mobile technology system as a way to engage patients via follow-up 
appointments, education and remote monitoring.



Summary
• In the era of opioid crisis and rising incidence of CPSP, recognition of 

patients at risk and putting preventative measures are essential (fits 
with NHS Long Term Plan).

• Pain physicians play a larger role within perioperative setting and 
important role in Transitional Pain.

• In line with all pain management strategies, TPS requires 
multidisciplinary approach tackling the biopsychosocial model. Tackling 
opioid dependence is one of main goals, as well as rehabilitation 
measures.



Summary

• Engaging GPs, surgical colleagues and Anaesthetists essential to made 
aware of importance of TPS and effective management of these 
patients.

• Need to assess feasibility, acceptability and efficacy for our 
population.



Thank you.

Questions?


