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Foreword 1

Advancing Nursing Practice in Pain Management is an innovative reference text
that profiles nursing leadership in improving pain management practices in the UK.
The editors themselves are well-known leaders in advancing the pain agenda. They
clarify in Chapter 1 the nature of advanced practice as the integration of knowing-
how-why-what and knowing-that with the advanced nurse practitioner as the practical
exemplar of this transition. Outstanding models are provided for nurses who have
been entrepreneurs in advancing pain practices and who reflect on the successes and
challenges of their journey.

This book provides outstanding examples of successful initiatives lead by nurses
that resulted in changes in acute and persistent pain management practices in diverse
contexts, from procedures to programmes. Innovations focusing on pharmacological
interventions and the health professionals involved can be very challenging and ex-
cellent strategies are outlined in Chapters 2, 3, 5 and 10. As well, the chapters on
nurse-led clinics/programmes developed to meet the needs of people who have in-
sufficient access or assistance to manage their pain problem are very helpful. Several
authors provide readers with samples of tools and strategies they have developed to
facilitate their programmes (Chapters 4, 5, 8, 9, 10 and 11). The transparency of the
shared reflections involved in the project preparation, development and implementa-
tion in each chapter is refreshing and provides a realistic guide for those wishing to
do something similar.

The editors have successfully captured the nursing contribution to advancing prac-
tice in pain management using a diversity of initiatives as exemplars. The stories differ,
but common themes are evident throughout. Layzell emphasises that change requires
motivation and a commitment to work differently (Chapter 2). Chumbley suggests
that both a working knowledge of scientific evidence and good interprofessional rela-
tionships are essential for new directions, along with audit data to provide evidence
of benefit (Chapter 3). Cox also underlines the importance of involving multidisci-
plinary teams whose members may share interests but who bring diverse knowledge,
skills and experience (Chapter 5). Several authors emphasise that involving multidis-
ciplinary colleagues is fundamental to the development and success of any project. To
address the need for team involvement and a common understanding of roles, Taylor
outlines an interprofessional pain course that can be accessed on-line (Chapter 11).

This book is unique in presenting pragmatic approaches that have resulted in suc-
cessful nurse-led pain management initiatives. The editors emphasise that advancing

xv
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xvi Foreword

practice is a developmental process and their encouragement of authors to be honest
about the highs and lows of the process is admirable. The resulting chapters offer
insight into important and innovative nurse-led pain management initiatives that will
be models for the readers. I highly recommend this book as a resource to anyone
wishing to be innovative and entrepreneurial in changing pain management practices.

Judy Watt-Watson RN PHD

University of Toronto, Canada
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Foreword 2

Advancing Nursing Practice in Pain Management provides an important resource
for all nurses seeking to develop their practice and move towards the pinnacle of
the clinical career pathway in nursing. This book provides a wealth of insights and
practice expertise with regard to caring for people in pain that will be of value to the
individual generalist and specialist practitioner, the nurse working within the context
of the inter-disciplinary team, and across a range of different patient pathways where
pain management is a cross-cutting theme. More generally, it provides interesting and
valuable learning for nurses working with innovation and who are interested in the
processes of entrepreneurship because of the models it describes for introducing and
sustaining entrepreneurial practice in pain services.

The book illustrates a continuum of examples of nurses challenging boundaries
and barriers. These range from pushing the boundaries of everyday nursing practice
in acute hospital and primary health settings; maintaining patient safety; developing
nurse-led clinics and whole programmes of pain management; through ensuring that
organisational and service systems sustain quality care across organisational bound-
aries within and across hospital, community, private and public sectors.

The management of pain is one of the most central and essential aspects of nursing
practice. Although the primary aim is about relieving suffering, this aim is also a pre-
requisite for achieving a range of other positive health and social outcomes. Skilled
pain management has great potential for enabling patients to feel positively different
but also enables them, as a consequence, to get on with their everyday activities. This
in turn impacts on how they experience the quality of their life. The consequence of
not getting this right results in a burden not just for the individual and those important
to them, but also for the society.

Pain management has come a long way in the last two decades and nursing has been
at the fore of many of these developments. The contributors to this book are drawn
from this ilk.

It is good to see that developments in pain management are not just translated into
practice but also into education curricula – as it is through education programmes
that best practice can be promoted and sustained. Whilst there is always a need for
systematic, rigorous and continuous evaluation of nursing practice, where innovation
and development are concerned, then this need is particularly important if innova-
tions and practical strategies that work are to be disseminated quickly. Many of the
chapters therefore focus on evaluation and audit. Expertise in evaluation is essential

xvii
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if measurable difference to the patient’s experience of pain and related outcomes are
to be established. Innovation needs to be judged in relation to not just evidence-based
standards and competences but also key criteria and indicators linked to the standards
that patients and users can expect.

The ability to evaluate innovations in practice and to implement findings in an
ongoing way is the hallmark of nurses who are operating at the top of their clinical
career ladder. Such nurses have expertise not just in providing person-centred, safe
and effective care but also in developing systems that sustain this. The focus on nurse
entrepreneurship in the book enables the reader to benefit from expertise in this area –
a number of tools such as business cases and evaluation strategies are provided to this
end. Regardless of whether readers wish to establish businesses themselves, the exper-
tise shared in this area will help readers understand the business context in which we
work and the arguments that will need to be made for nurse-led initiatives in any setting.

The framework applied to the content of the book is advancing nursing practice. The
editors state a deliberate focus on knowledge translation and knowledge use in practice
rather than knowledge generation – an excellent aim as this area continues to be one
of the main challenges to effective nursing practice. The book’s emphasis on ‘know-
how’ that builds on ‘know-that’ and integrates this into practice can be described in
another way as blending the different types of knowledge necessary to guide practical
action in the workplace. It includes working with evidence from research, evidence
from knowing the patient and knowing the situation in which care takes place, with
knowledge from systematically reflecting on one’s own experience, expertise and
actions within the workplace. These actions need to be constantly exposed to critique
and inquiry through peer review as this is at the heart of effective practice in nursing.
When this skill set is developed to the highest level then nursing is most sophisticated
in the articulation of its contribution, most accountable for its actions and most able
to articulate the nuances of expertise from which others can learn.

Some of the chapters have endeavoured to use vignettes around the patient’s expe-
rience combined with an analysis of nursing interventions and outcomes to begin to
demonstrate the potential for this approach. Authors generally have endeavoured to
reflect on these advancements for the benefit of those reading the book who would
wish to glean every aspect of the contributors’ expertise as well as the lessons learnt
when introducing innovations around pain management.

The driving force underpinning all chapters is experienced by the reader as a dedi-
cated and committed zest for finding solutions and improvements in pain management
for patients wherever they are. I have no doubt that this book will influence nurses
working within the area of pain management and will help them to learn from the
valuable experience of the authors and their stories. These stories describe how the
authors have advanced nursing practice, dismantled the barriers that practitioners face
on a daily basis and achieved genuine improvement in the patient’s experience.

Kim Manley PHD; MN; BA; RN; DIP N(LOND); RGNT; PGCEA; CBE

Head of Practice Development, Royal
College of Nursing
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Preface

This book has been written over a period of time where health and social care is
continuing to change, experiencing a continuing squeeze on resources and adapting to
a burgeoning and complex demand on its services. Over the past few years, UK Health
policy has been encouraging nurses to take a lead role in the development and provision
of services. A recent commission on the ‘Future of Nursing and Midwifery’ has been
launched with an explicit aim of providing information to maximise opportunities
for nurses to control services and policy direction. At the time of going to print, the
eagerly anticipated competencies from the Nursing and Midwifery Council have yet
to be published. The RCN guide to the Advanced Nurse Practitioners (2008) had
already provided domains and competencies and the Prime Minister’s Commission
of the future of nursing and midwifery which explicitly aimed to help put nurses in
control of services had just been launched. For the focus on pain management the
timely publication of the Chief Medical Officer’s Report, which includes a compelling
chapter on the prevalence of chronic pain and recommendations for action (DH 2009),
could not have been better. Many of the issues appear in several chapters where the
focus highlights a lack of service provision for those with chronic pain and reveals a
real commitment to filling the gap to meet the needs of this neglected group.

One of the aims of this book has been to showcase the development and evaluation
of innovative examples of pain management initiatives which have been led by nurses.
Quite often they will have shared these developments through their presentations at
local, national and sometimes international conferences. However, these presentations
rarely have time to give real insight into how they developed the service, their chal-
lenges and how they overcame them. This book aims to provide a more considered
platform as well as synthesise their advanced practice contributions across the different
arenas in which they work.

We anticipate that this book will be a timely addition to the discussions regarding
the nature of advancing nursing practice and, in particular, to those involved in the
management of pain. We believe that it is a rich and inspirational collection from
nurses who have taken forward the development of services and transparently shared
their journey.

Eloise Carr

xix
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Chapter 1
Introduction to advancing practice
in pain management

Eloise Carr and Martin Christensen

Introduction

Textbooks concerned with ‘advanced practice’ for nursing are frequently preoccupied
with discussions of theory. It is a popular subject as a quick internet search on
‘advanced practice’ or ‘advanced nursing’ reveals a plethora of books: at least 140,
with many focusing on discrete areas of practice, e.g. older people, gastroenterology,
surgery and oncology. Beyond those with a clinical focus there are books which only
consider the legal aspects, research or evaluation. For this book we are solely interested
in the ‘translation’ of advanced knowledge and skills for practice. The gap between
theory and practice, in our opinion, has been exacerbated by the lack of published
work telling the stories by those who do this innovative and ground-breaking work. In
this book we bring these innovators to tell their story of the development, running and
evaluation of a service, which has advanced our understanding and care of people in
pain.

Before moving to these important contributions, we need to briefly review our posi-
tion and understanding of what constitutes ‘advanced’ or indeed ‘advancing practice’
as well as cover a brief historical review of growth in the UK and globally. It is also
important to offer definitions and differentiate between these roles and others such as
the clinical nurse specialist and nurse practitioner.

The book explicitly sets the context of advancing practice in pain management,
and therefore it is important to define pain and give an overview of the prevalence of
pain in acute and community settings. This raises a number of issues relating to the
challenges or barriers affecting the potential to deliver excellent pain management.
Many of these difficulties appear in the chapters but often offer solutions.

Advanced practice

In the UK the profound changes in the National Health Service (NHS) coupled with
changes in the scope of professional practice are making it possible for nurses to
challenge professional boundaries and create and adopt new roles and responsibilities
throughout the health care sector (Wilson-Barnett et al. 2000; McGee & Castledine

1
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2003). Central to these changes has been the continual development of the advanced
nurse practitioner.

The concept of advancing practice is central to the development of nursing practice
and has been seen to take on many different forms depending on its use in context. To
many it has become synonymous with the work of the advanced or expert practitioner;
others have viewed it as a process of continuing professional development and skills
acquisition (Wilson-Barnett et al. 2000; Por 2008). Moreover, it is becoming closely
linked with practice development (Jenkins & White 2001; Jackson et al. 2003). This
is where the concept of advancing nursing practice may be ambiguous and confusing,
and some of the ambiguity perhaps derives from the inability to effectively define
advancing and advanced practice.

It is difficult to discuss advanced practice without reference to the advanced practi-
tioner because the concept and the individual are inextricably linked by the common
theme of advanced knowledge and skills. In defining the advanced practitioner and giv-
ing an indication of the underlying foundation of advanced practice, the International
Council of Nurses (2006, p. 12) suggested that the advanced practitioner is:

. . .a registered nurse who has acquired the expert knowledge base, complex
decision making skills and clinical competencies for expanded practice.

In an earlier mission statement, the United Kingdom Central Council (1996) in-
timated that advanced practitioners have an eclectic knowledge base, are grounded
in practice and support education and research. McGee and Castledine (2003) have
further suggested that advanced nursing practice is a state of professional maturity, one
in which practitioners are pioneering innovators and developers of health care. Others
give differing accounts of advanced practice and the advanced practitioner, but, in
essence, the qualities that are inherent within this role revolve around developing pro-
fessional leadership, higher levels of scholarly enquiry, research, consultation, higher
levels of autonomous practice, interprofessional team working and an acknowledge-
ment of the wider political agenda (Dunn 1997; Fulbrook 1998; Woods 1999; Atkins &
Ersser 2000; Davis & Hughes 2002; Royal College of Nursing 2003; Thompson &
Watson 2003; Castledine 2004; Por 2008).

Where the advanced practitioner role is defined more in line with the personal at-
tributes and abilities of individuals in providing expert care, the essence of advanced
practice appears to centre on the continual ongoing acquisition of ‘new’ knowledge
and skills to enhance and complement previous theoretical and practical knowing.
This suggests that advanced practice is part of a continuum of advanced and advanc-
ing development (Jamieson et al. 2002; Scholes 2006). However, the problem with
the nature of knowledge that defines advanced practice is that it either is heavily fo-
cused on a scientific research base or is deeply embedded in practice (Rolfe 1998);
ideally it should encompass and enhance both. Rolfe (1998) constructed a typology
of nursing knowledge (Table 1.1) that incorporates scientific, experiential and per-
sonal domains, and further characterised these into either theoretical (knowing-that)
or practical knowledge (knowing-how). Schon (1983) called this ‘knowing-in-action’,
which is steeped in the practical knowing of the here and now.
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Table 1.1 Typology of advanced nursing practice (Rolfe 1998, p. 221)

Knowledge domain
Theoretical knowledge
(knowing-that)

Practical knowledge
(knowing-how)

Scientific knowledge Things that are known: discovered
from books, journals or lectures

Things that can be done: learnt
from books, journals, guidelines or
protocols of care

Experiential knowledge Things that are known: discovered
through own experience

Things that can be done: based on
experience

Personal knowledge Things that are known: which relate
to specific situations or particular
people, discovered through own
experience

Things that can be done: which
relate to specific situations or
particular people

The choice of action  
determined by the  

practitioners’ understanding 
of the situation.  

Knowing-that Knowing-how 

Knowing-what – knowing-why – knowing-how 

Theoretical 
&

empirical 
knowledge

pattern
recognition 

Practical 
&

experiential 
knowledge

Figure 1.1 An alternative knowing-how and knowing-that knowledge framework.

These may not reflect the overlapping nature of advanced practice and we sug-
gest that knowing-how knowledge consists of three distinct variables that portray
the knowledge inherent in advancing and advanced practice and contain both con-
tent and process knowledge (Christensen 2009). These include knowing-how, which
incorporates the practical and experiential knowledge; knowing-why, the theoretical
and empirical knowledge; and knowing-what, which is pattern recognition knowledge
reminiscent of Benner’s (1984) expert model. If these were reproduced into a frame-
work of knowledge acquisition, knowing-that could actually be the action undertaken
by the practitioner based on a full and comprehensive understanding of the situation
(Figure 1.1), which can only be achieved through a culmination of knowing-how, -what
and -why.

One area of particular interest is the knowing-what (pattern recognition) element of
knowing-how knowledge. It is this ability to recognise patterns which is the hallmark of
Benner’s (1984) expert model, in that practitioners form and develop paradigm cases
from different patient episodes and approach patient care using previous concrete
experiences. As practitioners build up this repertoire of paradigm cases, they reach
the expert level. The ability of an expert nurse is to identify someone who may be
experiencing pain but not showing overt signs, whereas perhaps a novice nurse would
not see this due to lack of previous cases.

The importance of the ‘knowing-that’ (Ryle 2000) element of knowledge therefore
takes on greater emphasis, particularly within the advanced practice debate, and yet
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knowing-that is not simply reading a textbook. Therefore, it would appear that the
nature of advanced practice lies in the integration of knowing-how-why-what and
knowing-that, and the advanced practitioner is the practical exemplar of this transition.

This leads to the question concerning what is needed for an individual practitioner
to advance their practice. It would seem reasonable to suggest that within the context
of advancing practice in pain management, the most appropriate model may consist
of a process in which specialisation, expansion and advancement form the elements
necessary to meet the requirements of advanced practice (American Nurses Associ-
ation 1995; Hamric 2000). The reasons for this approach are that advancing practice
is closely linked with the personal development of the individual (Fulbrook 1998)
and is more focused on the ‘how’ of practice as opposed to the ‘what’ of practice
(Rolfe 1998); the what is considered to be more aligned with advanced practice. This
highlights the differences between advanced practice and advancing practice as well
as basic nursing practice. Therefore, if this model is viewed as a pyramid of develop-
ment, at its foundation is basic nursing practice and advanced practice at the apex, with
progressional elements being specialisation, expansion and advancement (Figure 1.2).

Advancing practice is a continual developmental process which involves refining
knowledge and skills to provide the precursor for advanced level practice in a system-
atic progression of individual professional and personal development. But advancing
practice is more than simply acquiring experiential knowledge or academic qualifica-
tions at the behest of organisational or professional need. Advancing practice is also
a process of continuing professional development utilising research, further educa-
tion, leadership and clinical practice (Sams 1996; Wilson-Barnett et al. 2000), all of
which culminate in a practitioner who is able to challenge and change professional
boundaries, attain professional maturity and achieve higher levels of autonomy.

Advancement
expansion 

specialisation 

Basic nursing practice 

Advanced 
practice

Advancing 
nursing practice 

Figure 1.2 An advancing practice model of development.
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What is important in terms of advancing practice is the integration of the different
types of knowing and the understanding associated with this – the link between thinking
and doing. Developing a mixture of knowing-how (practical knowing), knowing-
why (theoretical knowing) and knowing-what (pattern recognition) leads to knowing-
that. This is the choice of action determined by the practitioner’s understanding of
the situation. The situation or context of this will be illustrated by advanced (and
advancing) practitioners working in the area of pain management.

The context of pain management: definitions and prevalence

Pain has been defined as ‘whatever the experiencing person says it is and existing
whenever he says it does’ (McCaffery 1968). This is helpful as it emphasises believing
the person and what they say about their pain. In 1979, the International Association
for the Study of Pain (IASP) introduced the most widely used definition of pain and
defined it as ‘an unpleasant sensory and emotional experience associated with actual
or potential tissue damage, or described in terms of such damage’ (IASP Task Force
on Taxonomy 1994). Whilst this is useful, it does not reflect the definition of chronic
pain which McCaffery and Beebe (1989, p. 232) suggest is:

Pain that has lasted 6 months or longer, is ongoing on a daily basis, is due to non-
threatening causes, has not responded to currently available treatment methods,
and may continue for the remainder of the patient’s life.

This is but one definition and whilst the time periods may be different (perhaps
3 months), the essential tenet remains the same for many definitions. Pain can be viewed
as a multidimensional experience which reflects emotional, sensory and cognitive
elements. The experience of pain is complex and known to be influenced by a multitude
of factors, including previous pain experiences, emotion, mood, culture, age and
situation.

The inadequacies of the management of pain have been reported consistently for
over 30 years (Marks & Sachar 1973; Fagerhaugh & Strauss 1977; Svensson et al.
2000, Kirou-Mauro et al. 2009). Despite improvements in acute pain management
through the introduction of ‘acute pain’ teams and new technology such as patient-
controlled analgesia, the management of acute pain following surgery has long been
reported as problematic in the UK, USA and Europe (Clinical Standards Advisory
Group 2000; Dolin et al. 2002; Visentin et al. 2005). In the community the picture
is worse with chronic pain estimated to have a prevalence rate between 2 and 40%
(Verhaak et al. 1998), and it is particularly problematic for those who are older or have
difficulty communicating. In Europe it has been found that chronic pain of moderate-
to-severe intensity occurs in 19% of adults, seriously affecting the quality of their
social and working lives (Breivik et al. 2006). Many people with chronic pain often
report poorer self-rated health, mental well-being and social functioning as well as
greater levels of depression and work loss (Mallen et al. 2005).

The challenges of managing pain have been well documented, and it would be fair
to say that whilst the management of acute pain and particularly that associated with
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surgery have shown radical improvement in recent years, many people continue to
experience unrelieved chronic or persistent pain which is tremendously debilitating
in terms of their function and quality of life. It is interesting that several of the
contributors in this book chose to focus the development and delivery of a service for
people whose pain was challenging to manage.

Advancing practice in pain management

The scene and context for this book have been set. Pain management is a challeng-
ing arena in which to practise, and those committed to making a difference face
multiple challenges. So what would constitute advanced nursing practice in pain man-
agement? Despite an abundance of papers discussing ‘advanced practice’, few exist
which specifically have discussed the contribution such nurses might make in pain
management.

Using the British Nursing Index database and the search term ‘advanced nursing’
gives several hundred citations for each year over the past 10 years (see Table 1.2),
yet adding the word ‘pain’ generates a fraction of results, on average less than 5%.
The paucity of published papers in this area seems at odds with the prevalence pain
management and in particular chronic pain. The management of chronic pain has
traditionally been a poor relation to acute services and yet frequently provides an
opportunity for nurses to take a lead in developing care and service delivery.

Despite the scarcity of studies and publications, there are some excellent examples of
advanced nursing in pain management which cover a range of important areas. These
range from how the role of the advanced practitioner can lessen the gap between

Table 1.2 British Nursing Index database and search terms
‘advanced nursing’ and ‘pain’ (1998–2008)

Year
Search term

‘advanced nursing’
Addition of ‘pain’

as search term

1998–1999 704 36 (5.1%)

1999–2000 745 25 (3.4%)

2000–2001 766 25 (3.3%)

2001–2002 683 29 (4.2%)

2002–2003 578 28 (4.8%)

2003–2004 582 29 (5.0%)

2004–2005 611 25 (4.1%)

2005–2006 611 27 (4.4%)

2006–2007 585 28 (4.9%)

2007–2008 538 29 (5.4%)
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knowledge and practice (Smith-Idell et al. 2007) to pushing boundaries of prescribing
(Berry et al. 2007) and developing a telephone service for paediatric patients following
spinal surgery (Carznecki et al. 2007).

Kohr and Sawhney (2005) conducted a web-based survey of how Canadian advanced
nurse practitioners assisted patients in identifying their patient’s pain management
needs. One hundred sixteen nurses responded to the survey and 13% of these had
a speciality practice in pain management. The survey identified known barriers to
effective pain management, including insufficient education of nurse/physician teams,
lack of patient education and lack of clear guidelines. They suggested that advanced
nurse practitioner had a key role in supporting the use of practice guidelines and
working collaboratively with colleagues, patients and their families. Many of the
chapters in this book reflect such findings as they describe in detail the tortuous path
undertaken to champion a service development. Much of the work has focused around
the development of guidelines, algorithms and documentation to support new services
as well as the myriad of other activities which are required to make it happen.

Before concluding this section it is important to bring in a few concluding thoughts
on the attributes of advanced practice in the management of pain. There is no doubt
that the highly valued skills relating to technical knowledge, physiology, psychology
and sociology are central columns for the structure. There is a collection of other skills,
sometimes less emphasised, which we believe are integral to the delivery of advanced
care and would include the notion of being ‘alongside’ the patient. The ability to
stay with someone as they experience pain, support them and give them a sense
of your own sharing of their pain is an immensely skilful activity. The importance
being alongside the person in pain is beautifully captured in an inspirational and
sensitive book Alongside the Patient in Pain (Fordham & Dunn 1994). A recent paper
exploring this concept for pain management makes an important connection between
nurses’ ability to share neurophysical empathy, which includes both somatosensory
and emotional networks (Campbell-Yeo et al. 2008).

Bringing together advanced practice and pain management

In searching for generic features to pull together the diversity of activities which
we believe informs the development of advanced practice in pain management, we
drew on six important aspects which we wanted our authors to engage with when
telling their stories. When describing how the service developed, it is easy to lose the
essence of this rich and valuable experience, so we sought to shape the journey with
subheadings which brought to light processes underlying their achievements. Making
transparent this part of the journey permits others to draw on their achievements and
‘test’ this knowledge in a different setting. It also allows us to critically evaluate
these contributions and in particular the ‘advanced knowledge’ contribution. Asking
practitioners to reflect on their ‘advanced contribution’ recognises the importance
of these practitioners having reflective skills (Glaze 2002) but does not necessarily
suggest they are developed to full capacity. It was probably the hardest section of each
chapter to write.
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In Chapter 9, Dee Burrows describes how she led a multidisciplinary team in
developing a pain management programme and associated services in the independent
sector. This chapter captures a unique contribution as not only is it about a nurse
consultant developing and leading a pain service but the context is outside the normal
territory. It is a detailed account of the both the macro- and microconsiderations as
well as an honest account of the struggles and successes, a blueprint for others.

Paul Bibby, in Chapter 8, similarly charts his own course outside the traditional
structures of the NHS to describe how he set up a private company to provide a nurse-
led clinic for patients with chronic neck (and shoulder) pain within the community.
The chapter highlights the importance of policies influencing the provision of pain
services and how commissioners, purchasers and those providing services have to
work together. The importance of working across boundaries and not being inhibited
to explore new boundaries are central to the narrative.

Conclusions

This opening chapter has attempted to put into context the nature of advanced and
advancing practice by actively engaging in the ongoing debate about what constitutes
advanced and advancing nursing practice within the context of pain management.
There is a realisation that the accumulation of academic awards or length of service
does not necessarily mean the advancement of practice. It is also evident that there
exists a dichotomy as to what the true meanings of advanced and advancing practice
actually are. Due to the lack of clarity over the two terms, we have adopted a working
definition of advancing practice to illustrate the work presented here and to focus
thinking around what the requirements for advancing practice are. The practitioner who
is advancing their practice is able to challenge and change professional boundaries,
attain professional maturity and achieve higher levels of autonomy.

The number of people experiencing unrelieved pain and the care available to them
highlights the need for care which better meets their needs. The barriers impeding the
effective delivery of care relate to the patients, the professionals and the organisations
in which pain management takes place. The complexity of these situations requires
professionals with vision, leadership, knowledge and skills, and a huge amount of
tenacity. Each chapter highlights the problem and then provides a rich description of
the journey to develop, deliver and evaluate a service. We believe these chapters capture
an inspirational collection of practice, which highlights advanced and advancing care
in pain management. We hope they will provide you with an opportunity to learn,
reflect and be inspired.
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Chapter 2
Nurse-led femoral nerve block service for
patients with fractured neck of femur

Mandy Layzell

Introduction

Fractures of the hip are relatively common amongst older people and can have serious
consequences, with a mortality rate of 10% at 1 month after a fall, 20% at 4 months
and 30% at 1 year (Parker & Johansen 2006). Many of those who recover suffer a
loss in mobility and independence. The average age for this group of patients is over
80 years and the majority (75%) are female. Many of these patients have significant
comorbidities and are often taking numerous medications that may delay surgery
and their recovery. In addition to a hip fracture, they often present in accident and
emergency with acute medical problems such as chest or urine infections or heart
failure, which may well have been the cause of the fall. This group of patients are
likely to be malnourished on admission and show a rapid deterioration in nutritional
status during admission (Nematy et al. 2006).

Hip fractures account for 87% of the total cost of all fragility fractures, making
them the most expensive fractures associated with osteoporosis. In 2005–2006, 68 416
patients with a fractured neck of femur were operated on in England, with an average
length of hospital stay of 25.7 days at a cost to the NHS of at least £384 million
(Institute for Innovation and Improvement 2006). The incidence of hip fractures
worldwide in 1990 was 1.26 million and with the projected increase in the elderly
population, the number is predicted to be 2.6 million in 2025 and 4.5 million by
2050 (Gullberg et al. 1997). Locally the number of patients admitted to the trust with
fractured neck of femur in 2008 was in excess of 900, which is possibly the highest in
the UK.

The Royal College of Physicians’ guidelines Fractured Neck of Femur: Prevention
and Management recommend that patients should be operated on within 24 hours;
in practice, this is often hard to achieve for a variety of reasons. For example, some
patients are unwell and need medical investigation and intervention; often these pa-
tients are delayed or cancelled due to more serious admissions taking priority, and
also due to lack of theatre sessions and available staff. Recent evidence states that a
delay beyond 48 hours to operation is associated with a higher risk of mortality and an
increase in length of post-operative stay (Bottle & Aylin 2006). Williams and Jester
(2005) recommend that patients whose surgery is delayed should receive intensive

11
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nursing care in an attempt to optimise their condition. This includes adequate pain
control, fluid and oxygen resuscitation, and adequate pressure area care to ensure they
are as ‘fit’ as possible for surgery.

Improving pain relief and relieving suffering is at the core of nursing, and working
as a lead nurse for acute pain puts me in a strong position for highlighting areas of
need and changing practice. I am fortunate to work in a trust which acknowledges the
value of specialist nurses and will support them to embrace innovation to enhance the
patient’s experience and provide best practice. Patients awaiting theatre for hip fixation
require basic nursing care such as pain relief, prevention of pressure sores and nutri-
tion. Inadequate pain management prevents all of these being performed effectively;
therefore, improving pain management is paramount to ensure these patients are in
optimum condition prior to surgery. This chapter describes how I have led a team of
nurses in implementing a service to improve pain relief and aid basic nursing care for
patients following hip fracture.

Pain control

Pain is one of the factors that trigger the injury response, resulting in metabolic,
endocrine and water and electrolyte changes that may have an adverse effect on
recovery, and current evidence indicates that effective pain control is capable of
modifying these responses (Vickers 2007). Fractures cause significant pain, which
can be exacerbated by movement, and so for patients with a fractured neck of
femur, pain control in the immediate post-trauma period can be difficult to man-
age effectively. While the emergency management of major trauma has been ex-
tensively analysed in the last few years, trauma analgesia has received compar-
atively little attention. Reluctance to deliver adequate pain relief in the acute
stage of trauma originates, at least in part, from a widely held belief that anal-
gesia may precipitate or disguise cardiorespiratory deterioration (Coleman 2003).
In reality, current evidence shows that uncontrolled pain may actually harm pa-
tients by impairing cardiac, pulmonary and endocrine functioning (Macintyre &
Schug 2007).

A growing body of research supports the link between serious post-operative com-
plications such as deep vein thrombosis, infections, sepsis, paralytic ileus, acute renal
failure and uncontrolled pain (Australian and New Zealand College of Anaesthetists
and Faculty of Pain Medicine 2005). In addition, pain interferes with sleep, impairs
immune functioning and lowers the quality of life for the patient (Arnstein 2002). The
physiological changes that result from pain and injury are a result of activation of both
the peripheral and the central nervous systems. Trauma and injury induce a complex
‘stress response’ characterised by hormonal changes and an inflammatory response
leading to malaise, hyperthermia and immunosuppression. Effective analgesia is ca-
pable of modifying many of the pathophysiological responses, preventing or reducing
complications and assisting recovery. Regular pain assessment and evaluation of effect
are vital by nursing staff to ensure that patients do not experience severe pain and side
effects from analgesia.
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Under-treated pain

The assessment of pain in others is notoriously difficult, but it is the professional
responsibility of the nurse to carry out an assessment. Older people form the population
most at risk of having their pain inadequately assessed, and this is especially so for
those with dementia (Weiner & Hanlon 2001). This group have a higher risk of
complications due to unrelieved or under-treated pain and so they are particularly
likely to benefit from effective pain management. However, a number of factors may
combine to make control of pain more difficult than in a younger patient (Rowbotham
& Macintyre 2003). These include the following:

� Coexistent diseases and concurrent medications, putting them at risk from
drug–drug and disease–drug interactions;

� Diminished functional status and physiological reserve;
� Age-related changes in pharmacodynamics and pharmacokinetics;
� Altered pain responses;
� Difficulties in the assessment of pain, including problems related to cognitive

impairment and communication.

Pharmacokinetics

The pharmacokinetics (absorption, distribution, metabolism and excretion) of many
drugs are altered in the elderly; these changes are generally attributable to ageing alone
but may be compounded by the higher incidence of degenerative and other concurrent
diseases. The physiological changes can vary widely between individuals, with the
most significant being related to cardiac output and renal function. In addition, changes
in liver function and protein binding may have some effect.

Pharmacodynamics

It is not fully understood how these age-related changes in response to drugs occur.
Studies indicate that in the elderly population, sensitivity of the brain to opioids is
increased by about 50%; it is uncertain if this is due to alterations in the number
and/or function of opioid receptors in the central nervous system, or to other factors
(Australian and New Zealand College of Anaesthetists and Faculty of Pain Medicine
2005).

Changes in pain perception

The widespread belief that elderly patients experience less pain lacks scientific support.
In general, in the nervous system of the elderly person, there are extensive alterations
in structure, neurochemistry and function of both the peripheral and central nervous
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systems. Therefore, there may be changes in the way that pain is processed, including
impairment of the pain inhibitory system (Australian and New Zealand College of
Anaesthetists and Faculty of Pain Medicine 2005).

Assessment of pain

Older people form the population most at risk of having their pain inadequately
assessed, and this is especially so for those with dementia. Pain is a personal experience
and self-reporting of pain is considered to be the best approach to pain assessment.
However, undetected pain in this group of patients is a significant problem for a number
of reasons. These include differences in reporting pain (Rowbotham & Macintyre
2003), disparity in the perception of pain between patients and caregivers (Whipple
et al. 1995), insufficient education and/or training for nursing staff (Cohen Mansfield
& Creedon 2002), cognitive impairment and difficulties in measurement (Morrison &
Siu 2000) and non-use of pain assessment tools (McAuliffe et al. 2009). In addition,
psychological and cultural factors, such as fear, anxiety, depression, the implication
of the traumatic event, loss of independence, feelings of isolation, the quality of social
support available, and family, will all affect reporting of pain and ultimately assessment
and management.

Analgesic drugs and the elderly

The management of acute pain involves the use of systemic opioids, paracetamol and
non-steroidal anti-inflammatory drugs (NSAIDs). This multimodal approach – a com-
bination of two or more analgesic modalities with differing analgesic mechanisms –
is considered to be best practice to enhance analgesia and reduce side effects (Myles
& Power 2007). Whilst paracetamol is a relatively safe and effective adjunct for pain
relief, it will not give sufficient relief alone for a fracture. The use of NSAIDs in
this group of patients significantly increases the risk of complications such as upper
gastrointestinal haemorrhage and renal failure (Pirmohamed et al. 2004). Opioids are
effective analgesics, but effective and safe doses are difficult to titrate in the elderly due
to the large inter-patient variability. Elderly patients generally do appear to require less
opioid than younger patients; therefore, careful titration at appropriate dose intervals is
required to prevent undesirable side effects. In practice, many physicians are reluctant
to prescribe opioid analgesics to elderly patients and nursing staff are often hesitant
to administer for fear of side effects (Pasero & McCaffrey 1996, 1997a, b). Opioid
use and under-treated pain have been shown to increase the incidence of delirium
(Morrison et al. 2003a) and slow post-operative mobilisation and recovery (Morrison
et al. 2003b).

Adequate pain relief on general wards is dependent on the assessment of pain
and administration of analgesia by nursing staff. Willson (2000) conducted a study
looking at factors which affected the administration of analgesia to patients following
a repair of a fractured hip. She identified that the decision made by nurses to administer
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analgesia is not simply a matter of education and adherence to the drug prescription,
but a consequence of an interplay of a number of factors. These include organisation
of the ward, demands made by the shift, concerns over the use of opioid analgesia and
the way in which information is communicated. Willson (2000) found that in some
cases nurses were prepared to accept a more alert patient who was able to participate
in rehabilitation in place of adequate pain relief.

Many of the patients who are admitted with a fractured hip often have other comor-
bidities which restrict the use of the range of drugs normally used for acute pain relief,
such as NSAIDs; this creates further challenges to pain management. Therefore, pain
relief, which is long-lasting, does not cause any significant side effects and does not
require extra work for the ward nursing staff, which is appealing. McQuay and Moore
(1998) reported that the use of local anaesthetic has a perceived advantage because
it can deliver complete pain relief by interrupting pain transmission from a localised
area, thereby avoiding generalised adverse drug effects from opioids and NSAIDs.

Femoral nerve block

Boyd et al. (2006) describe regional analgesia techniques as providing superior post-
operative analgesia, higher levels of patient’s satisfaction and reduced morbidity and
mortality in patients with certain comorbid conditions. Local anaesthetic nerve blocks
either as a single shot or continuous infusion technique are, therefore, particularly
suited to elderly patients. Studies suggest that peripheral nerve blocks may have a role
to play in the perioperative management of pain (Haddad & Williams 1995; Fletcher
et al. 2003), but little is known about their specific value in the pre-operative period.
Pre-operative nerve blocks are recommended by the New Zealand Guidelines Group
(2003) as part of the acute management for patients with hip fracture. An appropriate,
safe and easily executed nerve block for fractured neck of femur is a femoral nerve
block (FNB). The technique involves identification of the femoral nerve in the groin
with the use of a nerve stimulator and injection of local anaesthetic solution in close
proximity to the femoral and adjacent nerves. The local anaesthetic tracks along
the femoral sheath to anaesthetise the femoral, obturator, lateral femoral cutaneous
nerve of the thigh and the lower cords of the lumbar plexus (Hurley 2004), thus
reducing the pain experienced for patients who have a hip fracture.

Benefits of FNB

Once familiar with the technique, FNB is a relatively simple procedure to perform,
with good evidence to suggest that the onset of analgesia is fast and effective and
the analgesic effect can last between 6 and 8 hours. In some cases analgesia may be
present for up to 24 hours (Harper 2001). There is some evidence that an FNB may
give better analgesia for lower, inter-trochanteric fractures than for higher cervical
fractures, but significant improvement in pain scores are seen for both types (Fletcher
et al. 2003). Use of local anaesthetic blocks perioperatively has been associated with
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a reduction in pain and fewer complications post-operatively (Boyd et al. 2006). In
addition, improved pain relief will allow patients to move around the bed more easily,
therefore reducing the risk of developing pressure sores, and patients will be able to
sit up to eat and drink to ensure adequate nutrition.

Risks of FNB

Published evidence suggests that FNB carries a very low risk of adverse events (Haddad
& Williams 1995; Auory et al. 1997; Fletcher et al. 2003); the most likely risks include
haematoma, nerve damage, infection and intravascular injection with toxicity. These
are complications shared by all regional blocks and can be minimised by the use of
careful technique, strict exclusion criteria (Table 2.1) and the use of levobupivacaine
(rather than bupivacaine). Levobupivacaine carries lower risk of the central nervous
system and cardiovascular system toxicity and may cause shorter motor blockade and
longer sensory blockade (Australian and New Zealand College of Anaesthetists and
Faculty of Pain Medicine 2005).

Rationale for a nurse-led service

New opportunities have arisen for nurses to develop and lead new services with the in-
troduction of specialist and advanced nursing roles and the reduction in junior doctors’
hours. Traditionally, doctors working in anaesthesia or Accident and Emergency (A/E)

Table 2.1 Contraindications for performing a femoral nerve block (FNB)

Contraindications for FNB

Absolute

Patient refusal

Anticoagulant therapy

Clotting disorders (International Normalising Ration (INR) >1.5 or platelets <80)

Established allergy to local anaesthetics

Infection at injection site

Previous femoral vascular surgery

Anatomy precluding clear identification of landmarks

Relative

Respiratory rate <10

Systolic BP <90 mm Hg

Patient agitated/unable to cooperate

Acutely ill (septic, severe heart failure, myocardial infarction, acute respiratory failure)
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were taught how to perform an FNB and if the doctor had time the patient would be
given a block before being transferred to the general ward. Local audit data and feed-
back from nursing staff revealed that pain management for this group of patients was
inadequate and patients often experienced excruciating pain, very few received a nerve
block in A/E. Consideration was given to the possibility of training the junior doctors,
but these doctors are transient in the hospital and the time and resources required to
train and monitor such a group of doctors in giving an effective FNB service was not a
feasible undertaking. In addition, the A/E doctors or on-call anaesthetists have duties
which take priority over what is a potentially time-consuming technique. Specialist
nurses working in acute pain teams are ideally placed to take on the training and de-
velop skills to deliver an FNB block service for patients with fractured neck of femur.

Developing the service

Previous trust audit data highlighted that pain management for patients admitted
following trauma was problematic, in particular those patients admitted following a
fall and fracturing their neck of femur. Over recent years we introduced a pre-printed
analgesia label which was attached to the drug chart to ensure that all trauma and
surgical patients received a range of analgesics to manage acute pain and deal with
any side effects (Layzell 2005). Unfortunately, systemic analgesia alone is unlikely
to give effective pain relief during movement, and as this group of patients are often
frail, the likelihood of serious side effects is quite high. The complexity of patient
needs and the gap in pain provision was challenging. It was evident that there was an
opportunity for a nurse-led service for patients with fractured neck of femur who are
likely to wait for surgery. Ideally, patients should be operated on within 48 hours; over
the last year in the trust, 59–88% of patients were operated on within this time period.

Protocol development and training

Implementing change in services requires substantial effort and needs to be driven
by a motivated and enthusiastic team. As lead nurse for the team I was responsible
for discussing with my two other colleagues what would be involved and the training
required to develop and implement this new service. I had to make sure they were
aware that we would increase our workload quite substantially and that we may have
to adjust our working hours to ensure we could complete the supervised blocks. In
addition, they needed to be willing to take on the training, advance their knowledge
and level of practice to a higher level. The team were keen to take on this challenge of
learning advanced skills and push forward into new arenas of health care that would
ultimately benefit this group of vulnerable patients. The team would integrate this
extra work into their normal working day, and at this stage there was no request for
additional nursing staff.

Prior to the implementation of the FNB service, it was essential to develop a protocol
and gain approval by the hospital executive committee, physicians, nursing staff and
managers. Initially, a presentation to the hospital executive committee was made and



c02 BLBK223-Carr November 13, 2009 9:32 Char Count=

18 Advancing Nursing Practice in Pain Management

approval was given for us to run a 12-month pilot project. As this service was to be
completely nurse-led, it was important to acknowledge professional responsibility and
accountability. The Nursing and Midwifery Council (NMC) (2008) requires that ‘care
should be delivered on the best available evidence or best practice’ and that individual
practitioners must have ‘the knowledge and skills for safe and effective practice when
working without direct supervision’. I ensured that these essential requirements were
built into the protocol. Letters were sent out explaining our proposal to consultants,
ward sisters and relevant mangers, and an invitation to respond to our proposal. We
did anticipate that there would be some objections but surprisingly we had unanimous
approval and encouragement to set up the service. All health care workers are aware
of the difficulties with managing pain in this group of patients and if an intervention
is likely to improve pain relief and outcome then there is little to object to.

The most time-consuming part of the service development was steering the protocol
through the relevant hospital policy groups. The protocol incorporated a training
manual complete with explanations of the procedure, equipment required, a knowledge
and skills framework, patient information sheet, patient group directives for local
anaesthetics and audit data collection process. Only nurses working in the acute pain
team were eligible to train and provide this service. We did anticipate that once we
had completed the pilot project we could expand the training to the trauma nurse
practitioners so that we could extend the service to weekends.

Patient information sheet

Information is an important part of the patient journey and central to the overall quality
of each patient’s experience of the NHS. The leaflet was designed to allow patients to
make an informed consent so that they, or their carers, could make a rational decision
on whether they wanted a nerve block. The leaflet discusses the following:

� Problems and risks with some painkillers;
� Information about how the block is performed and by whom;
� How long the block lasts;
� Benefits and risks associated with the FNB.

The leaflet was vetted by the Patient Advisory Liaison Service and the hospital
readership panel before agreement was given. For further information on developing
patient information leaflets, go to www.nhsidentity.nhs.uk/patientinformationtoolkit/
patientinfotoolkit.pdf.

Patient group directions

To perform the nerve block it is necessary for lidocaine to be used to numb the skin
in the groin and for levobupivacaine to be injected in close proximity to the femoral
nerve to produce pain relief. As this procedure was to be performed independently by
the nurses without medical input, it was necessary to develop patient group directions
(PGDs) for both of these drugs. PGDs allow a nurse who is authorised to administer a
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medicine to a specific group of patients. They are useful in situations where a limited
range of indications apply to a large number of patients. They offer an advantage
for patient care without compromising safety and are consistent with appropriate
professional relationships and accountability. In order for a PGD to be approved, it
must be agreed and signed for by a doctor and pharmacist, and relevant heads of
departments within the local trust. This document is then reviewed biannually.

Data collection and evaluation of the service

The trust agreed to allow the service to run as a 12-month pilot project, extending this
service was subjected to review by the hospital executive committee after the pilot
project had been completed. To demonstrate safety and effectiveness of the service
it was necessary to perform a clinical audit. Due to staff numbers and hours of work
it was not feasible to collect a large amount of data; so for the data to be accurate
and meaningful, we had to decide exactly what data we could realistically collect. An
example is given below:

� Date and time of admission.
� Date and time of nerve block.
� Pain scores pre- and post-block – the subjective nature of pain was assessed using

a numerical verbal pain score, with 0 being no pain and 10 being the worst pain
experienced.

� Passive hip flexion using a goniometer – to provide a measurement of the impact
of pain on function we recorded pre- and post-block hip flexion. This requires two
members of staff, one person will lift the affected leg to the point of pain and the
other person will record the measurement.

� Analgesia uses 8 hours pre- and post-block.
� Complications – such as arterial puncture, intravascular injection, signs of toxicity

and collapse.

Training

As this service was to be completely nurse-led, it was necessary for the team to undergo
training in taking consent for patients with and without capacity, IV cannulation and
advanced resuscitation skills. In addition, training was required in the administration
of local anaesthetic under a PGD. Named anaesthetists competent in the technique and
equipment carried out the training and assessment. Competency, as agreed by the local
trust, was based around a knowledge and skills framework and successful completion
of ten supervised blocks. Review of skills was performed by the Acute Pain Team’s
clinical lead, initially monthly for 4 months and then six monthly.

Problems encountered with the training

This new service required the nurses in the team to work at an advanced nursing level
by working independently and utilising skills of assessment, treatment, evaluation
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and data collection. The protocol provided the team with the background knowledge
required to assess suitable patients, instructions how to perform the nerve block
competently and deal with complications if they arose. In practice, there are likely
to be situations which do not neatly fit into the protocol guidelines, and in the early
days there were some clinical situations encountered which made the assessment
criteria unclear and clarification from a medical colleague had to be sought. Physical
examination is not normally part of a nurse’s scope of practice, and time and effort
was required to become familiar with examination to identify the relevant anatomy to
establish the presence of the femoral artery. For logistical reasons the blocks would
have to be performed single-handed or not at all. This was possible to do safely but
would require very careful planning, considerable skill and dexterity. Traditionally,
the procedure is performed with two people, one person to perform the block and an
assistant to operate the specialised electronic equipment to locate the femoral nerve.

The biggest problem encountered with the training was the unpredictability of when
these patients would present in A/E or transfer to the ward. Daily admissions range
from 0 to 5 at anytime of the day or night, and as the acute pain team (APT) work
only Monday to Friday 8 a.m. till 4 p.m., patients were missed. In order to provide
consistency in teaching and technique, two anaesthetists carried out the training; this
created another problem. Time was spent waiting for the anaesthetist to be free to
supervise the block. Some members of the team worked part-time hours, which meant
that it took several weeks to supervise, performing the necessary number of blocks. The
team also had to ensure that other areas of their day-to-day role were not neglected and
so consequently the pressures from increased activity were high. Due to the problems
encountered, this initial training took several weeks.

Challenges in implementing a new service

It is well reported that pain is under-recognised and under-treated in older people.
Pain management does not feature as a government target but does fit into several
government policies. The National Service Framework for Older People was published
in 2001 (Department of Health 2001) and states that the appropriate management of
pain is essential to ensure the dignity and well-being of older people. Caring for
frail older people is core business in the NHS and the White Paper ‘Our health, our
care, our say’, which creates the opportunity to align the planning, commissioning
and delivery of health and care for frail older people. The paper ‘Focus on: fractured
neck of femur’ (NHS Institute for Innovation and Improvement 2006) emphasises
on delivering high-quality, evidence-based delivery of services and suggests ways
to improve services. Pain management is an essential component of the pathway as
acknowledged in the New Zealand’s Best Practice Evidence-Based Guidelines. These
guidelines recommend the use of local analgesic nerve blocks in the pre-operative
period to reduce the need for parenteral or oral analgesia whilst waiting for surgery. In
my trust we have the second highest number of patients admitted with fractured neck
of femur in the UK; therefore, this group of patients represent a large proportion of
patients nursed on acute wards. I am frequently asked by nursing staff to help with pain
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management for these patients, and as previously discussed, analgesia and potential
side effects are an area of concern. These documents provided me with evidence to
support the implementation of a new service to improve pain management for this
group of patients.

Introducing new services into the cash-conscious NHS requires careful planning,
drive, commitment and determination. In the early planning stages I discussed with
the team the possibility of incorporating the extra work generated from performing
blocks into our normal working day. If we could achieve this we knew that our proposal
would have a stronger case for service development and an increased possibility of
the trust agreeing to run a pilot study. We anticipated that there would probably be
around three blocks per day to do, and as most days there would be two members of
staff working we felt we could integrate these into our daily workload. We were also
fortunate to be offered free equipment for 1 year by a manufacturing company which
already provided the hospital with nerve block needles. This meant that the only cost
for the procedure would be for drugs, disposable items and paperwork, costing around
£5.00 per patient. As we were not looking for additional staff or a large amount of
money to get the service up and running, we did not develop a business plan. Instead
a proposal was put forward to the hospital executive committee for approval. It can
be difficult to introduce new services into the NHS unless they will have an effect on
local trusts objectives or national targets, or procedures which have been approved by
National Institute for Health and Clinical Excellence (NICE). In some cases proving
that a service can work safely, efficiently and show improvements in patient care and
experience, securing additional funding can be the best approach. Individual trusts
work in very different ways and my past experience in my trust informed me that this
approach is the way forward in this situation.

Evaluation of the 1-year pilot study

To demonstrate safety and effectiveness of the service it was necessary to perform a
clinical audit. As previously mentioned, only basic audit data were collected due to
limited time available by the nurses. During the pilot project a total of 807 patients
were admitted to the hospital with a fractured neck of femur and the team were able
to perform a block on 224 patients (Table 2.2). Data were recorded only if the patient
received a nerve block; those who either refused or were not suitable for a block or
who went to theatre on day of admission were not included in the database.

Table 2.2 Monthly admissions of patients with fractured neck of femur (#NOF) and the
number of blocks performed

Jan Feb Mar Apr May Jun July Aug Sep Oct Nov Dec

#NOF admitted 66 53 74 70 72 77 72 68 69 66 63 57

Blocks performed 16 12 10 12 13 31 27 21 16 21 25 20
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Table 2.3 Response time to performing FNB (n = 224)

Number and percentage
of patients

Block performed on day of admission 99 (44%)

Block performed within 24 hours 59 (26%)

Block performed >24 hours 64 (29%)

Incomplete data 2 (<1%)

Ideally, an FNB is best performed on admission to A/E. However, the team only
work weekdays and between 8 a.m. and 4 p.m. In spite of this, approximately 70% of
patients received a block within 24 hours of admission to hospital (Table 2.3).

The subjective nature of pain was assessed using a numerical verbal pain score,
with 0 being no pain and 10 being the worst pain experienced. Scores were collected
before the block was performed and 2 hours after. As a proportion of patients were
likely to have communication difficulties if the patient could not give a pain score, we
also recorded this. Around a third of the patients were not able to give a valid pain
score, but of those that could we found that an average 3-point reduction on the 0–10
scale could be achieved (Figure 2.1).

To provide a measurement of the impact of pain on function we assessed the pain-
free range of passive hip flexion pre-block and again 2 hours post-block as performed
in the study by Candal-Couto et al. (2005). This requires two members of staff, one
person will lift the affected leg to the point of pain whilst the other person will measure
the angle. We were able to show that following the nerve block patients were able to
tolerate an average of 20◦ increased passive hip flexion (Figure 2.2).

In addition to pain scores and passive hip flexion, we collected data on analgesia
requirements 8 hours before and after the block. Generally a reduction in opioid use
was demonstrated, but we felt this was not an accurate record of patient requirement
as patients were totally dependent on firstly being able to ask the ward nursing staff
for oral analgesia, and secondly the ward nurses being free to administer analgesia.
Regarding the safety aspect of the specialist nurses performing these blocks in general

Pre- and post-block average pain scores
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Figure 2.1 Average pre-block and 2 hours post-block pain scores.
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Figure 2.2 Average pre-block leg flexion and flexion 2 hours post-block.

wards, only one accidental arterial stab occurred; no other adverse events or incidence
of complications was observed.

Service feedback from staff

To support the audit data a questionnaire was given randomly to staff involved in the
care of this group of patients, including physiotherapists and medical and nursing
staff. They were asked their opinion on whether they felt that the FNB provided pain
relief and if it allowed the patients to move, eat and sleep more easily. Staff felt that
patients who had had a block appeared to have less pain and improvements in mobility
(in bed), nutrition and sleep (Layzell 2009).

Service feedback from patients

As yet we have not performed any further routine patient audit, although many will
thank us for performing the nerve block as their pain is greatly reduced whilst they
wait for theatre. One patient provided us with a quote for the local newspaper:

I was in a lot of pain and it wasn’t pleasant – after the nerve block, I felt as though
my whole leg was made of wood, but I had no more pain! It was very effective
and lasted about 24 hours. If you’re in pain and somebody gets shot of it for you,
you’re very grateful.

Justifying the advanced nursing contribution

The relief from pain is a basic human right, and for nurses and health care workers
caring for patients in pain is an important and often overlooked part of everyday
care. The role of the nurse has changed over recent years with the introduction of
specialist roles, reduction in junior doctors’ hours and increase in demands on the
NHS to provide better access and services. Specialist clinical roles have contributed
enormously to improving services, and advanced practice roles have taken this one
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step further. I feel that my involvement in developing and leading the FNB service is
a good example of advanced nursing practice for the following reasons.

The NMC (2006) describe advanced nursing practitioners as ‘highly experienced,
knowledgeable and educated members of the care team who are able to diagnose and
treat the patients’ health care needs’. The FNB service was developed to address some
of the difficulties in managing pain for patients who have fractured their neck of femur
and are waiting for surgery. Patients are referred to us either by medical or nursing
staff in A/E or on the wards or by liaising with the specialist trauma nurses. Prior
to performing the block, it is essential to assess the suitability of the patients from
medical notes and most importantly that the patient is happy to consent to having a
block. Written patient information and verbal explanations are given prior to obtaining
informed written consent from the patient or carers, if necessary. Many of the patients
admitted have some degree of cognitive impairment or transient confusion. In these
cases Form 4 consent is used and where possible agreement from a partner or carer or
in some circumstances a second opinion from one of the medical staff responsible for
the care of the patient in hospital.

Performing the FNBs requires some dexterity. Traditionally, two people would be
required, one to locate the nerve using specialist catheter and an assistant to operate
the nerve stimulator. We presumed that most of the time we would be working on our
own, so from the outset we were taught to perform the block single-handed, which
required some familiarity and practice with the procedure to become competent;
this has become easier with time, and the time to perform the block has reduced
substantially from the earlier blocks performed. Local anaesthetics are administered
under a local trust PGD and doses are given according to the patient’s weight.

It is essential that the appropriate members of the health care team are informed and
so a sticker is placed in the medical notes detailing procedure, a record is made on the
patients drug chart and a verbal handover of the procedure is given to the nurse caring
for the patient. In addition, a set of observations are recorded 10 minutes post-block
and a checklist for possible complications and management advice for nursing staff
is left on the patient’s observation chart. We will then follow up the patient 2 hours
post-block and again the next day to collect audit data. As team leader I am responsible
for ensuring that the service is run safely. I will provide support and supervision for my
colleagues in the team and discuss any issues that are raising concern. I regularly review
audit data we collect to ensure that the procedure is performed safely and that patients
are benefiting, and progress is disseminated to management and specialist committee
members. In addition, I am responsible for ensuring that the relevant documentation
is up to date and evidence-based.

There are several differences in the way that I am working as an advanced nurse
compared to a doctor. Firstly, I will obtain informed consent from the patient and
leave them with a copy of the consent form and a patient information sheet with my
contact details included. Generally I have not seen a doctor take written consent for this
procedure or provide written information. Doctors require the assistance of a nurse to
provide them with the necessary equipment, position the patient, record observations,
assist with the nerve block and dispose of the equipment after the procedure. I will
do all of this alone. And finally, I will ensure that accurate records are left in the
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patient’s medical notes and that nurses have appropriate guidance on action to take
if complications occur. Doctors are often not as thorough as this. In addition, I will
collect information for audit and do a follow-up visit myself, if the block has been
performed in A/E. Doctors are unlikely to do a follow-up visit with the patient and
will not collect any audit data.

For nurses to work at an advanced level it is necessary to have a higher level
of knowledge and skills. In addition, it is essential that there are several other key
components. There has to be a clear and evidence-based need for change in practice
and evidence that current practice is not addressing this need; in this case audit
data indicated a problem with pain management. The driver(s) for change has to be
motivated and committed in their quest for service improvement, and also be prepared
to work differently, by learning new skills. The advanced practitioner needs to be aware
of local and national policies which affect health care and can assist in developing new
services, such as evidence-based guidelines for the specific patient groups and PGDs
to enable nurses to administer drugs without a doctor’s prescription. And finally, the
success of implementing such a service is dependent on hospital management, allowing
the service development to exist. If I had not been able to secure this agreement in the
early stages, it would not have been possible for me, and my colleagues, to work at
an advanced level. In summary, as an advanced nurse I am able to provide a complete
package of care for the patient and I am able to evaluate the effectiveness and safety
of the procedure.

Conclusions

Pain management following a fractured neck of femur can be difficult to manage with
traditional analgesics; in addition to this, problems exist with nurse’s assessment of
pain, particularly in patients with cognitive impairment. As the elderly population
increases and the number of falls and fractures increase, new approaches to pain
management are vital. Experienced nurses working in pain management are ideally
placed to develop and lead new services and enhance their skills with the ultimate
aim to improve pain management and relieve suffering for this group of patients. This
chapter has discussed the vision of a team willing to face today’s challenges in the NHS
and embrace innovative ways of working. It has been demonstrated that it is possible
to establish an entirely nurse-led service for performing FNB on pre-operative patients
admitted with fractured neck of femur.

I hope that this work will inspire other teams around the UK to follow our example
and help to relieve the suffering and improve the outcome for a significant group
of vulnerable patients. Providing this service in the trust has been rewarding, firstly
because patients are so grateful and impressed that someone is showing an interest in
their pain relief. Previously, most of these patients suffered severe pain on movement,
severely restricting sitting up to eat or drink. We have witnessed these patients in
severe pain and unable to move, have performed a block and after 2 hours return to
check the patient, have seen them sitting up in bed, eating, drinking, more comfortable
and in some cases virtually pain free. To see this is tremendously satisfying as the
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fundamental aim of nursing is to provide comfort and avoid harm. And secondly, our
work has helped to raise our profile around the trust and boost our relationship with
members of the health care team. Nurse practitioners and senior nurses in A/E and
on the wards are keen to take on this advanced role; this would enable patients who
are admitted out of hours and weekends to receive a block as close to admission as
possible.

There may be challenges to overcome, which include the extensive documentation
required to successfully gain approval from tiers of hospital committees, obtaining
funding for equipment, and the difficulties experienced in completing the training. In
spite of these hurdles it is well worth battling on, as we have proved that change can
be achieved and ultimately patients benefit and the role of nursing can be advanced.
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Chapter 3
New directions in acute pain
management: ketamine

Gillian Chumbley

Introduction

In November of 2002, I attended the South Thames Pain Conference and was fortunate
to hear a lecture given by Professor Stephan Schug. He was discussing the concept of
preventative analgesia in pain management, a medication that would reduce pain and
analgesic consumption beyond the pharmacological action of the drug (McCartney
et al. 2004). He suggested that this type of drug would be beneficial in reducing the
incidence of chronic post-surgical pain.

This was a revelation for me: the prospect of administering a drug that would not
only act as a painkiller, but would provide protection against developing persistent
pain. The drug that could provide this level of protection was called ‘ketamine’. I
had heard of it, mostly in association with anaesthetics in children. Despite working
in three different pain teams, over 12 years, I had only seen this drug given on one
occasion. It was obvious that they were using this drug by the bucket full in Perth! I
wanted to know more and was determined to visit Professor Schug at the Royal Perth
Hospital, Western Australia, to see how this drug was used in practice. Almost 3 years
later I made the trip and that visit changed the way that we dealt with uncontrolled
pain in my own trust in West London.

Ketamine was originally synthesised in 1963 as an anaesthetic agent and was first
given to American soldiers in the Vietnam War. It is useful in battlefield situations,
as it produces anaesthesia without loss of respiratory drive, thereby avoiding the need
for ventilation. It also preserves sympathetic reflexes, which helps to maintain blood
pressure in patients who may have lost blood (Hocking et al. 2007).

Over 40 years later ketamine is being used in low, subanaesthetic doses for its
analgesic properties, in addition to its use as an anaesthetic agent. Ketamine inter-
acts with a number of receptors and channels and the analgesic effect is thought
to be due to the antagonism of the N-methyl-D-aspartate (NMDA) receptor (Bell
2009), which is thought to be responsible for central sensitisation, the mechanism by
which acute pain can become persistent (Schmid et al. 1999; Petrenko et al. 2003;
Schug 2004).

In normal pain transmission, the NMDA receptor is inactive and is plugged by a
magnesium ion. The pain signal enters the dorsal horn, where the primary afferent
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Figure 3.1 Diagram showing abnormal pain transmission when the NMDA receptor
is active.

nerve synapses with the spinal nerve. For the signal to cross this gap, a chemical
transmitter is required. Thus, when the pain signal enters the terminal end of the
primary afferent nerve, the chemical transmitter glutamate is released. Glutamate
attaches itself to an α-amino-3-hydroxy-5-methyl-4-isoxasolepropionic acid receptor
on the spinal nerve and the pain message continues to the brain (see Figure 3.1).

When the dorsal horn is bombarded by pain signals and there is intense activity
in the synapse, the NMDA receptor becomes active. This may occur when pain is
uncontrolled after surgery, during trauma or when nerves have been injured. Activation
of this receptor causes a considerable influx of calcium into the spinal nerve, which
causes massive neuronal depolarisation and increases the level of excitability of this
nerve (Dickenson 1997). This process is called central sensitisation and it changes the
way that the nerves deal with subsequent painful stimuli (Woolf & Mannion 1999).
Central sensitisation will show itself by enlarging the sensitive area of the skin that
causes pain stimulation and also produces the symptoms of allodynia and hyperalgesia
(Kehlet et al. 2006).

Allodynia occurs when a normal pleasant sensation, such as stroking the skin,
causes a painful response. Patients with allodynia may dislike the sensation of having
clothes or bedclothes touching the skin. Even a breeze from an open window or a
fan can exacerbate pain. Hyperalgesia occurs when a minor painful stimulus, such
as having a dressing or plaster removed, becomes unbearably painful. When these
abnormal signs and symptoms appear, it is indicative that pain has changed from a
normal noxious stimulus into a pathological process. These patients are more likely
to develop persistent or chronic pain.
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The neurophysiology of neuropathic pain

Clifford Woolf, a prominent researcher in this area of pain, postulates that when the
NMDA receptor becomes active and there is a massive influx of calcium into the
spinal nerve, this brings about the death of the nerve (Kehlet et al. 2006). There are
many interconnecting nerves in the dorsal horn and many have an ‘inhibitory’ or
‘switching off’ function. These nerves normally have the effect of closing the pain
gate and modulating the intensity of pain. If these inhibitory nerves are lost, due
to activation of the NMDA receptor, the ‘switching off’ mechanism is absent and
pain becomes persistent. Clifford Woolf suggests that pathological or neuropathic
pain should be viewed as a disease process and should be actively treated to limit
the long-term damage that it may cause. Medications that switch off this process are
NMDA receptor antagonist, such as ketamine and, to some degree, methadone, as
they block this receptor and maintain the inactive state. It is therefore the role of the
professional to recognise this disease process and to ensure that the patient receives
treatment.

The potential role of ketamine in chronic post-surgical pain

The concept of chronic post-surgical pain has only recently become a subject for
debate. Crombie et al. (1998) audited why 5130 patients attended one of ten chronic
pain clinics in Northern Britain. They found that 1154 (23%) patients had pain that had
persisted after a surgical procedure. Of these surgical patients, 59% had pain for longer
than 24 months; for 75% the pain was continuous and 76% rated their pain as moderate
or severe. Research in this area is lacking, and much of the information gained has
been from studies that have investigated other outcomes of surgery, rather than pain.
These researchers just happened to include a question about pain. Table 3.1 shows
the incidence of reported chronic post-surgical pain for some surgical procedures.

Table 3.1 Reported incidence of chronic post-surgical pain

Surgical procedure Reported incidence (%)

Amputation 30–85

Lower limb salvage pain at 7 years 77

Thoracotomy 5–67

Mastectomy 11–57

Inguinal hernia 0–63

Cholecystectomy 3–56

Vasectomy 0–37

Dental surgery 5–37

Source: Adapted from Perkins and Kehlet (2000), Macrae (2001) and Castillo et al. (2006).
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There are some common risk factors for developing chronic post-surgical pain (Macrae
2001) and these are:

� pre-operative pain
� uncontrolled post-operative pain
� radiotherapy or chemotherapy
� nerve damage

If persistent pain is to be avoided, then it is vital to gain control of uncontrolled
post-operative pain.

So what evidence is there to support the use of ketamine in controlling pain af-
ter surgery? There have been three systematic reviews investigating this question
(McCartney et al. 2004; Subramaniam et al. 2004; Bell et al. 2006).

McCartney et al. (2004) investigated whether there was a reduction in pain and
analgesic consumption beyond the pharmacological action of ketamine, following a
single perioperative dose. The review looked at whether ketamine was still exerting
its effect five half-lives after administration. They found 24 studies where ketamine
had been used in this fashion and 58% of these studies demonstrated a significant
preventative effect. Most patients were receiving opioids in conjunction with ketamine
and the authors suggest that one of the actions of the drug may be related to the
prevention of opioid tolerance. Ketamine has proven useful when managing pain in
an opioid addict because of its ability to reverse tolerance (Haller et al. 2002).

Subramaniam et al. (2004) investigated the efficacy and safety of adding low-dose
ketamine as an adjuvant to perioperative opioid-based analgesia. An adjuvant is a
drug that helps or assists with pain relief. Opioids were administered intravenously or
epidurally; ketamine was given as a single intravenous dose, continuous infusion, with
patient-controlled analgesia (PCA) or epidurally. Outcome measures included pain
scores in the first 24 hours and the time that patients took to request their first dose of
pain relief. Forty-five percent of trials found no benefit of adding ketamine to opioids.
The authors concluded that this was because the surgical procedures were minor and
the degree of post-operative pain would have been alleviated with opioids alone. In
54% studies ketamine was shown to be a useful and safe additive to opioid analgesia.
The authors suggested that ketamine was most useful when used for patients having
major surgical procedures that were ‘difficult to manage’ and where pain was not
controlled with opioids. Interestingly, they found that ketamine was ineffective when
it was added to opioid PCA, probably because patients received inadequate doses.
Ketamine appeared to have an opioid sparing effect.

It should be noted that most commercially available preparations of ketamine contain
preservatives that can be neurotoxic and should not be injected into the epidural space
(Bell 2009). There are some ketamine products that are preservative free, which appear
safer if they are to be administered by this route, but more research is required (Vranken
et al. 2006; Hocking et al. 2007).

Bell et al. (2006) investigated randomised controlled trials where ketamine was
administered against placebo in patients undergoing surgery. Studies were included if
ketamine has been given as a single bolus dose or infusion intraoperatively, as single
bolus dose or infusion post-operatively. Outcome measures included the amount of
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opioids used in the first 48 hours after surgery and pain intensity. Twenty-seven of
the 37 trials studies found a positive effect. Ketamine reduced rescue analgesia, pain
intensity and morphine requirements. Patients receiving ketamine were also found to
have less nausea and vomiting, perhaps as a consequence of requiring less opioid to
control pain. The authors concluded that adverse effects from ketamine were mild or
absent.

One systematic review investigated whether ketamine is useful in the treatment of
chronic pain (Hocking & Cousins 2003). The authors concluded that the evidence
that ketamine was effective in chronic pain was moderate to weak. This was mostly
due to the paucity of good quality research trials in this area. A more recent small
study found ketamine to be effective in the treatment of chronic phantom limb pain
(Eichenberger et al. 2008). Bell (2009) in a recent review concludes that information
supporting the efficacy and tolerability of ketamine in the long-term treatment of
chronic pain is extremely limited and further study is required. One criticism that
can be levelled at many of the studies investigating the efficacy of ketamine is that
the researcher did not establish whether the patient had an active NMDA receptor.
If this had been established, then the results of the systematic reviews may have
been more positive. It is vitally important to establish this fact in clinical practice,
otherwise the drug will be administered, provide no benefit to the patient and add to the
polypharmacy.

The evidence would support the use of ketamine in controlling pain after surgery
and a systematic review is the highest level of evidence that can be found to indicate its
effectiveness. It is therefore surprising that ketamine is not being used routinely to treat
uncontrolled pain in clinical practice, in this country. Pain services have been slow to
adopt it as one of the valuable weapons in our armoury to combat pain. Clinicians who
are not currently using ketamine but have tried using it in the past with poor results
are quick to dismiss it. It may have been their choice of patient, rather than the drug,
that was at fault.

Developing the service

Having visited Perth, seen the acute pain service use ketamine in the clinical area and
knowing that there was evidence to support its use in my own trust, I had to set about
developing the service. My aim was to make ketamine one of the everyday drugs in
our armoury of medications used to treat pain.

In 2005, my trust consisted of three separate hospital sites. I had a team of five
nurses who rotated around these sites, providing acute and chronic pain relief to over
4000 inpatients per year. In addition, we ran outpatient clinics and participated in
procedure lists. The service in my own hospital and in Perth differed greatly. In Perth
the service was doctor-led; medical consultants conducted ward rounds 7 days a week.
The ward rounds were fast moving, as the consultants had other commitments in the
afternoons. There was little time for discussion with patients. The ward nurses in
Perth were highly attuned to providing excellent pain relief for their patients. Very
few painkillers were prescribed routinely; most were given ‘as required’. The nurses
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were skilled and confident in administered analgesia and pain relief was at the top of
their agenda, but there was little evidence for advanced nursing practice. The nurses
in the pain service, though very knowledgeable, were rather in the shadow of their
medical colleagues. The medical staff were rather astonished that nurses could run a
pain service back in England.

In contrast, the service in my own trust was nurse-led, 5 days per week. Ward rounds
were not rushed and we have time to talk, educate and discuss treatment options with
our patients. The pain nurse specialists are highly qualified, most having an MSc in
pain management. These nurses are working at an advanced level, advising medical
teams and often anaesthetists on pain management. Unfortunately, we have a constant
battle to engage ward nurses in the importance of pain relief and despite our efforts
still find that ‘as required’ drugs are given infrequently.

I recognised that there was a need for ketamine in my own trust. Just before
I had left for Perth, I had spent many hours with a young male patient who had
been involved in a road traffic accident and undergone limb salvage. I had admin-
istered 50 mg of intravenous morphine to treat his pain, but this had little effect.
Most patients would respond to less than 10 mg of intravenous morphine. Eventu-
ally, he was given gabapentin, a drug used for neuropathic pain. This drug has a
morphine sparing effect, but it takes about 3–5 days to achieve therapeutic levels in
the body. In effect, this meant waiting 3–5 days to achieve adequate pain relief. If
I had had the knowledge and skills to use ketamine, this problem could have been
solved in 15 minutes. Imperial College Healthcare NHS Trust is a major trauma
centre and there are many surgical patients who could benefit from this advance in
practice.

Ketamine should not to be used routinely for all patients. It should be restricted to
patients who have active NMDA receptors. Professor Schug suggests using ketamine
in patients whose pain management is difficult (Schug 2004). He gives four criteria
for selecting patients:

(1) Neuropathic pain, including phantom limb pain;
(2) Patient with hyperalgesia or allodynia;
(3) Patients who respond poorly to opioids;
(4) Patients with a history of high opioid consumption preceding injury or surgery.

If the patient fulfils one or more of the above criteria, then an intravenous trial of
ketamine is performed to establish whether the patient has an active NMDA receptor.
Ketamine is given in 2.5 mg aliquots, at 5-minute intervals, to a maximum of 10 mg. If
the patient’s receptor is active, pain will reduce dramatically often from the first dose.
In Perth, patients who respond are started on an intravenous infusion of ketamine.
Patients receive a dose of 0.1 mg/kg/hour. Therefore, a 70 kg patient would receive
7 mg ketamine, each hour. The highly trained nursing workforce in Perth is allowed
to give the patient an extra three doses of 10 mg ketamine/day. These doses provide
analgesic cover for painful activities, such as dressing changes. Patients stop ketamine
once the need for opioids has gone and pain requirement have greatly diminished.
Patients step down to simple analgesia, such as tramadol or codeine.
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Gaining stakeholder support

In order to develop the service, it was important to gain support from key stakeholders
such as other members of the pain service, anaesthetists, surgeons and pharmacists.
My colleagues in the pain service were hugely supportive, as they had also experi-
enced difficulty in controlling pain of opioid-resistant patients. One of my acute pain
consultant colleagues, Dr Nicola Stranix, had also heard Professor Schug’s lecture in
2002 and was therefore aware of what I wanted to achieve. Her support was vital to
influence her anaesthetic peer group that this was a sensible, evidence-based devel-
opment. The idea of using ketamine was discussed with key anaesthetic stakeholders,
such as the chief of service and the lead clinician in the intensive care unit. They were
also positive about this development.

Pharmacy was another key stakeholder and helped to assess the risk of introducing
this new service development in the clinical area. In terms of risk, this was an unfamiliar
drug to ward nurses; they would have no knowledge of what constituted a ‘normal
dose’ and its therapeutic effects. Others may have recognised it as an anaesthetic agent
and be concerned about administering it.

One of the first steps was to develop a protocol of how we were going to manage
patients who were prescribed ketamine in the trust. Unlike Perth, it was felt that
our ward nurses, at that time, would not be able to cope with intravenous infusions
of ketamine. Their unfamiliarity with the drug could lead to errors in calculating
doses and rates when infusions were set up. Intravenous infusions of ketamine would
also have required additional pumps and equipment, which would have had cost
implications. The members of the pain service and pharmacy decided that ketamine
should be given orally following an intravenous trial. This would require nurses to
syringe 25–100 mg of ketamine from a vial, mix it with orange juice and give it to
the patient (intravenous ketamine is very unpleasant to taste). This was thought to be
the safest option, but was an unlicensed use of this licensed intravenous preparation.
Our oral regimen started with 25 mg ketamine, three times daily. This was titrated to a
maximum of 100 mg, three times daily, as required. Our oral regimen was taken from
the Perth guidelines. Their pharmacy department made lozenges of ketamine that the
patients sucked; our pharmacy department was unable to make lozenges, though of
course I asked them. In order to reduce the dispensing risks, pharmacy suggested that
a single strength of ketamine be dispensed to the ward (an ampoule of 10 mg/mL). In
theatres they used much stronger solutions of 50 or 100 mg/mL and trying to measure
a 25-mg dose from an ampoule of 100 mg/mL could be difficult.

Other key stakeholders were the consultant surgeons and the surgical teams respon-
sible for the patient’s treatment. The pain service acts as an advisory service to medical
and surgical teams. In order to use ketamine, we needed to gain the permission of the
surgical team who were responsible for the patient’s care. Initially, establishing the
service, we were very careful to discuss ketamine with our surgical colleagues. As
you can imagine we had various comments along the lines of ‘why are you using this
horse tranquilliser on my patient’. It took a lot of work and effort to explain to indi-
vidual surgical teams that we wanted to control pain, but were also trying to prevent
persistent pain in high-risk patients. I took every opportunity that was presented to me
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to lecture to surgeons, anaesthetists and nurses on the subject of chronic post-surgical
pain. My impression was that many professionals were oblivious to the fact that pain
could persist after surgery.

Protocols, guidelines and policies

Any nurse working in the field of pain management strives to prevent patients going
through unnecessary discomfort. You are enthusiastic to embrace new evidence-based
interventions and can find the slow pace of change frustrating, especially when others
are hesitant or disinclined to alter their practice. There is a tendency to rush ahead,
without putting all of the necessary apparatus in place. You know that you have the
key to the problem and do not want to get hindered by paperwork. We certainly had a
verbal protocol in place, but it took us some time to write a formal guideline. This was
obviously not a problem for the team, as we knew what we were doing in these first few
patients, but it would have been logical to have a written guideline and information
for the staff and patients before we started. We had research articles, but not everyone
has the inclination or ability to read them. Formulating easily understood information
leaflets could have helped with communication. Nowadays we have guidelines which
are available on our hospital intranet. In addition to this, it would have been easier if
we had set up the mechanisms for audit, prior to starting the service. When I finally
came to audit our practice, I had to retrieve the patients’ notes from the archives, which
was a very time-consuming activity.

It was important to educate the nursing staff on this new intervention. Initially we
did not know how many patients would require ketamine, whether this would become
an established practice and therefore felt awkward in teaching nurses formally, on
our pain study day, about the drug they may never use. We usually insist that at least
75% of nurses working on surgical wards attend this study day. At first, most of the
patients were situated on the orthopaedic wards and initially teaching took place at the
bedside, educating individual nurses. Once the practice had become more established,
we incorporated the management of patients having ketamine into our formal pain
study day.

One other consideration that had to be taken into account when developing this
new practice was our trust’s sedation policy. The policy states that ‘ketamine can only
be given by or in the presence of an anaesthetist’. So having identified a patient that
fitted the criteria for a ketamine trial, the pain service had to call the anaesthetist to
administer it. Although this was not ideal and there would be a delay waiting for the
anaesthetist, this policy was going to be difficult to change. Policy changes would
have involved getting agreement from several committees, which only met monthly
and there would have been a wait to get this item on an agenda. Interestingly, some
committees would only accept changes presented by medical consultants, rather than
nurses. In practice, I could prescribe this drug, but not administer it.

We were going to have to work with the restrictions of the sedation policy. But
there were benefits to this restriction, as we would be educating consultant and junior
anaesthetists how to use ketamine in difficult pain patients. Having seen the benefits
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of this drug in action, they may be more inclined to use this therapy again, perhaps on
patients they were called to see out of hours.

Challenges in implementing a new service or area
of practice development

There were certainly many challenges that the service had to face. The first one was
the attitude of clinicians to this particular drug. It appeared that everyone had an
opinion about ketamine, which was not based on scientific evidence. I do not think
that I can remember a drug that so many people felt negatively about. It is difficult to
decipher why this should be. Was it because it can cause patients to dissociate? Was
it due to this drug being used recreationally for veterinary medicine or because we
were using anaesthetic agents in the ward environment? It may have been due to one
or a combination of these reasons, but mostly the negativity stemmed from ignorance
about the actions of this drug. More of a case that a little knowledge is a dangerous
thing! There were times when I wished that we could have called it something else,
just to take away the negative connotations.

Clinicians, especially surgeons, could not understand why we were giving an anaes-
thetic agent to their patients. They had no concept of what would constitute an anaes-
thetic or analgesic dose; they just reacted to the name. On many occasions we would
explain our rationale to the senior registrar, who in the absence of the consultant would
agree to use ketamine, only to find it had been stopped on the consultant’s weekly ward
round. I am astonished that surgeons have no perception that the operations they per-
form can cause pain, either acute or chronic. As pain clinicians we are partly to blame;
articles about chronic post-surgical pain are rarely published in surgical journals and
therefore this subject is off the surgeon’s radar. For example, not one of the articles
that I have referenced for this chapter has been published in a specific surgical journal.

In the struggle to win over the surgeons there were many situations like these, but
eventually they saw the benefit of using ketamine, and now 3 years later we rarely
have a problem. Many of the difficulties arose from a lack of knowledge and poor
communication. In hindsight, it would have been preferable to try to find a forum to
discuss the use of this drug with the surgical consultants. But there are always huge
difficulties in getting this group of clinicians together at the same time. On the whole,
there were few problems with the junior doctors, who were just grateful that we had
managed to sort out their most difficult patient and were on hand to see the dramatic
results.

Ketamine is associated with veterinary medicine. Ironically the very first patient
that we treated with ketamine was a jockey, so he was very familiar with the drug. But
this was the reason why doctors would refer to it being a ‘horse tranquilliser’. Many
of the younger patients knew that this drug was used for recreational use.

Most clinicians were concerned about the adverse effects of ketamine. When it
is given in anaesthetic doses, it can produce hallucinations, agitation, nightmares,
dizziness and nausea (Bell 2009). It is a dissociative anaesthetic and therefore patients
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tend to lose their grip on reality. When ketamine is first given as an anaesthetic it has
a sympathomimetic effect and will raise the patient’s blood pressure and pulse rate.
But in subanaesthetic doses, patient rarely experience side effects (Schmid et al. 1999;
Schug 2004; Himmelseher & Durieux 2005; Bell et al. 2006; Hocking et al. 2007). In
practice, we did monitor patients when we were loading them, but had no problems
with sympathomimetic effects.

Cases of tolerance to ketamine have been reported in children when the drug has been
used repeatedly in anaesthetic doses (Tobias 2000). There is minimal evidence to show
that cessation of subanaesthetic doses of ketamine produces withdrawal syndrome in
adults. But one case report describes generalised hyperalgesia and allodynia following
abrupt cessation of a subcutaneous infusion of ketamine in a cancer patient (Mitchell
1999). There have been reported difficulties in stopping this drug in patients using
ketamine recreationally, who have taken doses of up to 4 g/day. This was due to
psychological dependence rather than any physical withdrawal (Lim 2003). One other
author reported insomnia as the only obvious physical sign of withdrawal during
dependence detoxification (Pal et al. 2002).

With any new intervention, you endeavour to assess and minimise the risks to the
patient. In our initial assessment we chose not to administer ketamine intravenously,
as we felt that our staff were unfamiliar with it and mistakes in drawing up intravenous
solutions could result in patients receiving anaesthetic doses of the drug. We discussed
our proposals with pharmacy and ensured that one strength of ketamine was dispensed
to the ward. Unfortunately, on one occasion a higher strength ampoule was dispensed:
the ward nurses did not read the label and the patient received ten times the stated
oral dose. At this dose the patient did experience hallucinations and dissociation and
understandably refused to take the drug again. Midazolam can be given to correct this
adverse effect (Schug 2004; Hocking et al. 2007).

As a result of this clinical incident, an oral suspension of ketamine was obtained
to prevent further errors in its administration. The suspension has proven to be very
useful, easier to administer and has been safer to use. Our colleagues in the pharmacy
department were highly supportive of what we wanted to achieve with ketamine and
following this incident, caused by chain of human errors, never suggested that we
should withdraw the service. Their reaction was a measured response to strive to make
administration even safer.

This unwanted clinical incident did, however, confirm the safety of this drug. If a
nurse had administered ten times the prescribed dose of other analgesic drugs, the
outcomes would have been very different.

Evaluation of using ketamine for pain relief

Hindsight is a great asset, but it is a shame that we cannot possess this knowledge
in advance. In my rush to treat difficult patients, I failed to set up a system to audit
the outcomes of using ketamine in practice. This lapse first became apparent when I
was asked to talk to the orthopaedic surgeons about pain management. I wanted to
take this opportunity to educate the consultants about the benefits of using ketamine,
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but had no data to present. Similarly, this lack of data became evident when I was
asked to talk at an international pain meeting about the introduction of ketamine to the
inpatient service. I could not lecture unless I had original data about the effectiveness.
There was no choice but to conduct a retrospective audit. This required hours of sifting
through pain audit sheets to identify the patients who had used it. The medical notes
had to be retrieved from filing and I spent four weekends rummaging through notes to
extract the required data. This would have been avoided with the correct preparation.

Despite the personal effort involved, it was a very worthwhile exercise because it
provided the evidence to show that ketamine had made a difference and improved the
pain relief for our patients. In the process I created an audit sheet, so data collection
would be ongoing. The types of data we collect are given below:

� Sample information: gender, age, ward, surgical specialty;
� Diagnosis and/or type of surgery performed;
� Reason for starting ketamine (from four criteria given above);
� Analgesic regimen prior to starting ketamine;
� Pain scores pre- and post-ketamine trial;
� Loading dose given;
� Starting dose of ketamine;
� Titrations of ketamine dose;
� Total number of days taking ketamine;
� Other medications: especially pain medications and adjuvants.

Prior to the introduction of ketamine, difficult patients who were unresponsive to
opioids were prescribed an anticonvulsant drug called gabapentin. This is given to treat
neuropathic pain, but gabapentin also has a morphine sparing effect. Many patients
cannot tolerate the side effects of this drug, which include weight gain, sedation and
difficulty with cognition. Patients may need to take this drug for many months, which
can also reduce concordance. By auditing the use of ketamine, I wanted to establish
how many patients had benefited from the protective aspects of ketamine and avoided
having to be treated with gabapentin. There would obviously be monetary savings, as
it costs approximately £30–90 per month to treat a patient with gabapentin, depending
on the dose. But this would be offset by the cost of ketamine suspension, which
depending on the dose could cost between £10 and £30 per day.

A sample of 45 patients who had been prescribed ketamine was audited. The mean
age of the sample was 45 years (range 20–74 years). Ketamine appears to be well
tolerated by all patients regardless of age. The majority were young men who had
been involved in road traffic accidents and had undergone limb salvage or amputation.
The average time spent on ketamine was 21 days, but this mean was heavily skewed
by one patient who required the drug for 103 days. This patient was an elderly lady
who had an infected knee replacement. She had multiple operations, which included
removal of the prosthesis and eventually a high above knee amputation. Despite many
surgical procedures, ketamine appeared to protect her from developing phantom pain.
We use normal doses in patients with renal impairment. The only patients we tend to
exclude are patients with schizophrenia, as the dissociative effects can mimic some of
these symptoms.
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Table 3.2 Patients’ pain scores before and after receiving an intravenous trial of ketamine

Number and percentage of patients

Pain score Pre-ketamine (n = 43) Post-ketamine (n = 39)

None 0 3 (8)

Mild 0 19 (49)

Moderate 2 (5) 14 (36)

Severe 21 (49) 1 (3)

Unbearable 20 (46) 2 (5)

Most patients who were prescribed ketamine had been using PCA, when they were
found to have uncontrolled post-operative pain. The most common selection criterion
was acute neuropathic pain. Patient’s pain was scored before and after the intravenous
trial of ketamine and these results are presented in Table 3.2.

There was a statistically significant difference in pain scores pre- and post-ketamine
trial. Three patients did not respond and were left with severe or unbearable pain.
These patients were deemed not to have an active NMDA receptor and other methods
of pain relief were sought. For the majority, ketamine reduced their pain scores from
severe or unbearable to mild.

The audit established that most patients were changed from a dose of 25 mg, three
times daily to a four times daily dosing regimen. The oral regimen was taken from the
Perth guidelines, where they prescribed lozenges three times daily. Further work by
their department has established that the bioavailability of oral ketamine is lower than
the bioavailability for sublingual ketamine. This difference is the likely reason why
patients have required a different dosing regimen. As a result of the audit, we now
start all patients on a four times per day dosing regimen.

Thirty-five percent patients in the audit were taking medications for neuropathic
pain, such as gabapentin or amitriptyline, prior to starting ketamine. By the time
ketamine was discontinued this number had risen to 51%. As mentioned previously,
before the introduction of ketamine, all patients would have been commenced on
these types of drugs. It would therefore appear that we had prevented 49% patient
from having to take these medications.

Justifying the advanced nursing contribution

There is still some debate as to what constitutes advanced nursing practice, though
many would agree that it comprises the sub-roles of educator, researcher and consultant
(Por 2008). In the last decade there has been a melding of nursing and medical roles
within pain services. What was seen as the domain of the anaesthetist or physician
has been cultivated and developed by nurses who are highly trained, often to a master
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or doctorate level, as I have been. Nurses have the advantage of working within the
pain service full time and can devote more hours to its expansion. The role of the
consultant nurse has allowed services to advance a stage further by treating their own
clinical caseload and having designated time for education and research. That is not
to say that nurses should work in isolation; the best developments occur when there is
a multidisciplinary approach.

Therefore, did the introduction of ketamine for pain management constitute ad-
vanced nursing practice? In order to change practice in the trust, I had to use all
the aforementioned sub-roles. I also question whether practice would have changed
if I had not been the driver. I suspect that the odd dose of ketamine may have been
used when nothing else worked. The approach to its utilisation would not have been
well researched; criteria and protocols would not have been established and audit not
performed. It would not have become a standard drug in our armoury of pain relief.
This change was driven by nurses, led by the nurse consultant and the success of its
adoption was due to the chipping away of old attitudes and the belief that we could
provide a better service for patients.

In fairness to my anaesthetic colleagues, they may not have been aware of the gap
in pain provision, as the management of post-surgical pain has become the domain
of the nurse-led pain service. But as mentioned previously, I had only seen this drug
used once to treat pain in the past 14 years. Ketamine was not considered an effective
drug in the management of pain.

To adopt a new method of working into routine practice, it takes an individual
who is passionate about the benefits, who has collated the scientific evidence, has
recognised a gap in the management of patients and who can identify how the change
can be incorporated into current practice. This is made easier if you are known and
respected by the organisation. This trust is built up over time as your colleagues begin
to see the positive changes that have been brought about by the application of your
knowledge and skills. Although the sub-roles of educator, researcher and consultant
are the basic requirements to move practice forward, it is essential to be recognised as
an experienced expert in your field.

An advanced practitioner has to have a working knowledge of the scientific evidence
and be comfortable conversing with colleagues, from a range of professions, at this
level. For advanced nursing practice to be taken seriously, we have to use the correct
language. Higher educational degrees give nurses the confidence, knowledge and skills
to recognise, disseminate and utilise robust research.

A large part of my role over the past 3 years in establishing the use of ketamine
has been one of educator and consultant. There has been a role reversal; anaesthetic
colleagues contact me for advice, rather than the traditional roles of nurses seeking
advice from anaesthetists. Curiosity about ketamine has not just emanated from clin-
icians within my own trust; colleagues in other parts of the country and Ireland have
been interested in our work.

Advanced nursing practice requires nurses to be innovative and to develop services
that will improve patient care. It requires nurses to provide leadership, to develop
expertise and autonomy. We have to recognise the need to audit and critically assess
progress to check that change is truly benefiting patients.
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Conclusions

Over the last 3 years I have sought to change our pain service from one that not
only deals with the immediate problem of pain relief for our patients, but is also
concerned with the prevention of chronic pain. This has required patience, enthusiasm
and motivation to change the practice of not only my immediate pain colleagues, but
also the attitudes of surgical teams. After 3 years I can proudly claim that ketamine is
a drug that is used routinely in the trust; it is an established practice and we continue to
educate junior anaesthetists to the advantages of using it in difficult patients. The eureka
moment came when I discovered our junior anaesthetists initiating this treatment out
of hours, when the pain service was off duty. The primary role of any pain service
should be one of education; the service must function in our absence.

In the process of change you always learn from your mistakes. In hindsight we could
have improved communication with our surgical colleagues, but there is much to be
said for a slow chipping away of attitudes and for consultants gaining confidence in
our ability to improve pain relief for their patients. You earn respect and trust through
your ability to control pain in difficult situations, with each individual patient.

In any future projects I would automatically set up a system of audit from the
beginning. It is crucial to be able to ascertain the advantages or disadvantages of
changing practice and to provide evidence to convince your colleagues of the benefits.

Assessing and preventing risks is mandatory, but however careful you are, there are
always clinical incidents that you have not foreseen. It would have been preferable
to have sourced oral ketamine suspension prior to setting up the service. It was only
following the error that we investigated whether a supplier could be found. Having
never seen this product before, it was not something that even occurred to me. In fact,
it was the pharmacy department who was responsible for this breakthrough. Currently
an intranasal version of ketamine is going through Phase 3 trials in Europe and the
USA for its use in trauma and post-operative patients. In the future we could be using
this method of administration, which would certainly help patients who are nil by
mouth.

In my clinical area I can prescribe ketamine for patients, but cannot actually admin-
ister it unless I have an anaesthetist present, because of the stipulations of our local
sedation policy. I have agreement from the anaesthetic consultants that clinical nurse
specialists in the pain service should be able to administer analgesic doses of ketamine,
but as with every other organisation there are several committees to go through before
policies can be changed. I am in two minds about changing this policy. It has meant
a delay in treating patients, as we have had to find an anaesthetist. In practice this
only holds back treatment by minutes, but any delay for a patient is intolerable. On
the plus side, this restriction has allowed us to educate the junior anaesthetists, which
is essential. Junior anaesthetists will change hospitals and hopefully take these skills
with them. When the policy does change, we will have to think of innovative ways to
train our anaesthetic colleagues.

With further education, publications and lectures, I am hopeful that we can influence
other pain services to adopt this advanced nursing practice. In doing so, we will save
patients from having to live with chronic pain.
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Chapter 4
Developing a nurse-led clinic for the
treatment of neuropathic pain

Eileen Mann

Introduction

Neuropathic pain is an extremely challenging condition to treat. It is often an un-
diagnosed feature of chronic pain and because of the type of pain experienced, it
is generally resistant to treatment with commonly prescribed analgesics (Orza et al.
2000). Data continue to suggest that the clinical management of neuropathic pain is
inadequate and ineffective. Patients with neuropathic pain visit their doctor frequently,
experience poor health-related quality of life and consume a high level of health care
resources (Taylor 2006). A large proportion of patients continue to report substantial
pain despite receiving treatment, and for many patients their employment status will
be negatively affected (McDermott et al. 2006). Failure to recognise, assess and man-
age chronic neuropathic pain in a logical, multimodal and evidence-based fashion can
have a devastating impact on patients and their families. So severe can the impact
of neuropathic pain become that suicidal thoughts and intentions are not uncommon
(Fishbain 1999).

Definitions and causes of neuropathic pain

Neuropathic pain can be described as pain related to abnormal processing within the
nervous system. The International Association for the Study of Pain defines it as ‘pain
initiated or caused by a primary lesion or dysfunction of the nervous system’ (Merskey
& Bogduk 1994) and more recently it has been referred to as a consequence of injury
or disease affecting the peripheral and/or central nervous systems associated with
various sensory and/or motor phenomena (Backonja 2003). Pain continues beyond
the normal period of tissue healing and its relentless persistence is associated with
serious comorbidity and major disability (Cavenagh et al. 2006; Gustorff et al. 2008).
We now know nerve damage can change the biochemistry and anatomic circuitry,
not only of primary sensory afferents but also of spinal and even brain neurons. This
reorganisation associated with neuropathic pain opens up pharmacological and non-
pharmacological strategies that would not be effective for the treatment of nociceptive
pain. Unfortunately, evidence suggests that health care professionals continue to treat
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neuropathic pain as they would treat nociceptive pain and this may contribute to the
failure of many patients to obtain improved pain control.

There are numerous causes of neuropathic pain. For instance, nerve injury can
result from infection, trauma, metabolic disorder, chemotherapy, surgery, radiation,
neurotoxins, nerve compression and tumour infiltration. Common conditions that can
lead to painful damage to peripheral nerves include diabetic neuropathy and post-
herpetic neuralgia, whilst conditions such as post-stroke pain and spinal cord damage
are associated with disruption to part of the central nervous system.

Prevalence of neuropathic pain

Neuropathic pain is common with some estimates, suggesting approximately 1.3%
of the US population may suffer from neuropathic pain syndromes (Bennett 1997).
More recent estimates within the UK population put the incidence of neuropathic pain
at approximately 1.5% (Taylor 2006) whilst pain with a neuropathic component is
estimated to be as high as 8% (Torrance et al. 2005). Despite this high incidence,
access to effective treatment regimes is limited. A Danish study found that only 7% of
patients with spinal cord injury received drugs and considered to be effective (Finnerup
et al. 2001). In the USA an earlier study found that only 12% of neuropathic pain
patients were treated with a potentially effective drug prescribed at an appropriate
dose (Richeimer et al. 1997) and from a later European study the situation had not
substantially improved (Hans et al. 2007).

Alarmingly many general practitioners (GPs) as well as non-pain specialists such
as diabetologists or neurologists fail to diagnose or manage neuropathic pain (Harden
& Cohen 2003). Misdiagnosis or a lack of understanding of pain mechanisms by
non-specialists is recognised to be a problem throughout the world (Harden & Cohen
2003). In one Japanese study involving 6472 patients with diabetes, 85% were found to
have neurological symptoms, yet only half of these patients were identified as having
diabetic neuropathy (Kawena et al. 2001). Despite the growing number of chronic pain
clinics, only a small proportion of patients with chronic neuropathic pain are referred
to a pain specialist and of those over three quarters have had the condition for more
than 1 year before obtaining a specialist referral (Davies et al. 1994).

A study by McDermott et al. (2006) indicated some improved medication regimes;
however, the indications were that the medications selected did not reduce patient visits
to their doctors or lead to improved outcomes. It is generally considered that the earlier
treatment for neuropathic pain is initiated the more likelihood there is of reducing
symptoms. Delays, ineffective medications or failure to address the psychosocial
implications of pain may add to the risks of long-term disability, chronicity and poor
quality of life.

A high proportion of patients with neuropathic pain will go on to develop comorbid
conditions such as depression, anxiety and insomnia. Indeed, some studies report a
prevalence rate for depression in chronic pain patients as high as 100% (Fishbain 1999).
As many patients with neuropathic pain will report symptoms that are worse at night,
it does not come as a surprise that between 60 and 70% will suffer sleep disturbance
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(Zelman et al. 2006; Gustorff et al. 2008). This in turn can have a negative impact
on pain perception, coping strategies, quality of life and work status. Alarmingly,
recent evidence suggests that sleep disorders may contribute to the development
of pathophysiological changes associated with the development of type 2 diabetes
(Morritt Taub & Redeker 2008). We knew that neuropathic pain contributed to sleep
deprivation, but only recently that sleep deprivation may contribute to neuropathic pain.

A proposal and rationale for a nurse-led clinic
for sufferers of neuropathic pain

The purpose of this chapter is to discuss a proposal for the introduction of a nurse-led
clinic to help treat neuropathic pain based ideally in primary care. It will discuss
why a service such as this is needed and explore further the factors that contribute
to the current inadequate management of neuropathic pain. It will also explore how
a service can be developed and who the key stakeholders may be. Although in this
instance the proposal suggested is nurse-led, the reality is that the template for such
a clinic could be relevant to any clinician wishing to pursue such a development.
The use of audit and evaluation will be described, as well as the challenges that can
be anticipated. Acknowledging the challenges and overcoming barriers will be a key
feature. Although the development of any non-medical practitioner-led clinic may be
controversial, the need to challenge current strategies and the status quo is vital and
timely with government initiatives such as ‘Our health, our care, our say’ (Department
of Health [DH] 2006).

What we all are going to face in the future is an increasing incidence of neuropathic
pain (Dworkin 2002). As populations age, both non-malignant and malignant diseases
will increase. Obesity and the rise of metabolic disorders appear to be inevitable
within industrialised nations. In addition, increasing numbers of people are now living
with chronic conditions associated with the development of neuropathic pain such as
cancer, HIV/AIDS and multiple sclerosis that may previously have proved fatal at a
much earlier age. The burdens on GPs are great and their diagnostic skills are key;
however, advanced practice nurses are well placed to implement rational, evidence-
based care pathways to help manage complex and chronically painful conditions such
as neuropathic pain.

Despite recent advances in our knowledge of the conditions that may lead to neu-
ropathic pain, only a limited number of effective treatments are available with a wide
variability in patient response. Our inability to establish a precise pain generator makes
managing this condition far more complex than the treatment of much of the pain en-
countered in primary care. A study in 2006 by McDermott et al. indicated that 76%
of patients with neuropathic pain had visited their GP at least once in the past month,
despite this 54% of patients with neuropathic pain rated their pain as moderate, with
25% reporting severe pain. Because of pain and resulting comorbidities, patients re-
ported that their employment status was affected, with those in employment missing
an average of 5.5 workdays a month. In the USA a study conducted over 3 months with
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patients suffering from painful diabetic neuropathy indicated nearly 60% of patients
had two health professional consults, 59% reported decreased home productivity,
85.5% reported activity limitations and 64.4% of patients who worked reported miss-
ing work or decreased work productivity due to their neuropathic pain. These results
confirm the high burden on patients, their families, employers and society in general
despite the current input of health care resources. The results also suggest sub-optimal
pain management and low levels of satisfaction with treatments (Gore et al. 2006).
Attempts to improve the management of neuropathic pain appear to be hampered by
inadequate diagnosis, a lack of appreciation of the mechanisms involved, insufficient
management of comorbidity, incorrect understanding or selection of treatment options
and the use of inappropriate outcomes measures (Harden & Cohen 2003).

Many nurses as well as other health care professionals have developed a keen interest
in pain management. This is probably in some part due to the frustration of being with
patients who remain in inadequately treated pain and feeling powerless to provide
more effective therapies. Nurses may feel that their initial education did not prepare
them adequately to deal with patients suffering from complex pain. However, nurses
spend more time with patients in pain than any other health care professional, and
certainly in secondary care, they cannot withdraw when pain relief is poor. In the past
decade or so, significant numbers of nurses have undertaken postgraduate and post-
registration higher education in pain management, and in some cases to master’s and
even to doctorate level. With the addition of prescribing rights for clinicians who have
undergone specific training, developing clinics run by nurses for the management of
established neuropathic pain would seem to be a logical and effective way of utilising
their skills and specialist knowledge more effectively.

Patients with neuropathic pain will rarely respond first time to just one or two
treatment regimes. Their care can be time-consuming and challenging, requiring the
trail of a wide range of drugs and therapies at varying dosages and with varying
degrees of success before the most effective treatment regime can be established.
This is combined with the fact that only about 30% of patients will respond to any
of the so far established medications. These somewhat disappointing results mean
an achievable treatment goal using pharmacological strategies alone may realistically
only be a 20–30% reduction in their pain. Any effective strategies must therefore
involve a potentially lengthy and detailed assessment process involving medication
and non-pharmacological treatment trials. Perhaps more important, though, is having
the time to listen to the problems of sufferers, providing the opportunity to educate
patients and their families about the condition and the various treatment options
available, empowering patients to take control of their lives and enhancing self-help
coping strategies. When pain cannot be entirely relieved, we often overlook patients’
own resources to cope, to come to terms with their pain and improve their quality of
life. With improved knowledge of their condition and by becoming a key part of a
team, it is possible to achieve improved and tangible outcomes for these patients. Many
of the patients I encountered were just so relieved to know that their pain was ‘real’
and not ‘all in the mind’. Having the diagnosis of neuropathic pain and an explanation
of what this was seemed to lift a huge burden off many patients. As one patient said,
‘[I]t makes such a difference knowing your enemy’.
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Developing the service

The following section will reflect my development of such a nurse-led service. It was
established in 2004 within the Diabetic Department of a District General Hospital.
Although many people were subsequently involved, the initial proposal developed
following discussion with physicians in acute medicine and it was initially designed
to manage the pain of patients suffering from painful diabetic neuropathy. In reality,
as you would probably expect, the clinic uncovered a wide range of pain, particularly
musculoskeletal and visceral pain in this patient group, but given the limitations of
a single chapter, I shall concentrate on the rationale, structure and process for the
management of just neuropathic pain.

My interest was developed from seeing patients in secondary care, who had not
been admitted with an obvious cause of their pain such as trauma or an acutely painful
medical condition. So many of these patients had never had the source or generator of
their pain investigated, assessed or established where that was possible, even when the
risk of developing neuropathic pain was high, such as following an attack of shingles.
To them, and indeed some of their clinicians, pain was just pain and a lack of response
to prescribed analgesia was unfortunate and something they would have to learn to live
with. Given the explosion of interest and research into neuropathic pain over the past
10 years, this seemed to be an area where pain relief and outcomes could be improved.
In hindsight, I was fairly naive in thinking it would be reasonably straightforward to
develop such a service.

Rationale for management

At the time my rationale looked fairly clear. I hoped to increase liaison between
primary and secondary care. I wanted to improve the diagnosis and assessment of
neuropathic pain, enhance patients’ coping strategies, improve pain control and relieve
side effects using a range of pharmacological and non-pharmacological therapies.
These would be based on the latest available evidence and, where possible, follow
an agreed algorithm or care pathway. With the development of a wide range of
validated assessment tools, I intended to undertake a comprehensive assessment of
pain intensity, confirm the presence of neuropathic pain as well as the impact of pain on
patients’ functional status and daily activities. Other issues including sleep disturbance
and fatigue would be assessed, as well as psychosocial factors such as depression,
anxiety, fear avoidance and withdrawal from previously pleasurable pursuits. I intended
the clinic to provide an opportunity for erroneous beliefs and misconceptions to be
explored, discussed and hopefully addressed. In fact, education proved to be a key
intervention.

Evaluation of pharmacological strategies including efficacy, duration of action
and side effects would follow an agreed algorithm. I also intended to trial non-
pharmacological strategies deemed appropriate, such as behaviour change skills.
Behaviour change skills are seen as important in influencing health status. These
are a combination of psychological approaches, which can be applied in traditional
clinical settings and are evidence-based. These are ‘motivational approaches’ (adapted
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from motivational interviewing) and ‘cognitive behavioural approaches’ (adapted from
cognitive–behavioural therapy) (Turk & Gatchel 2002).

The clinic would also offer an opportunity to provide patients with as much informa-
tion as possible. This would include providing booklets such as ‘Opioid medicines for
persistent pain: information for patients’ produced by the British Pain Society (2004a)
for any patients whose treatment included a trial of strong opioids. Additional infor-
mation sheets were developed to accompany any other pharmacological strategies that
were commenced. I also obtained a large quantity of booklets for patients produced
by the Neuropathy Trust, which were very informative and provided patients with
the opportunity to subscribe to this organisation should they wish. Where possible,
involvement with reputable charitable organisations associated with pain management
and self-help groups such as the expert patient programme was encouraged.

A care plan and patient-held diary that informs the patient and their GP of their
treatment with further options to be considered was introduced. Treatment options were
listed according to strength of supporting evidence. (Duplicate data were included in
patient’s notes and could easily be transferred to an electronic patient record.) The
diary was designed to improve evaluation of strategies, enhance communication and
avoid the reuse of medications already deemed to have failed or which had contributed
to unacceptable side effects in the past. Agreed goals could be made explicit to help
patients achieve the best possible functional status and quality of life. This document
would help to assure patients that their pain was being taken seriously, that there was a
logical pathway to their care and that all relevant health care professionals had access
to this information. In doing this, it was hoped to avoid some of the iatrogenic damage
that can occur when patients are prescribed ineffective or inappropriate medication,
patients fail to have access to the latest evidence-based treatment, or appropriate
treatment is delayed until pain has become intractable.

Identifying stakeholders

In order to get anything like this up and running, identifying key stakeholders was
vital. I needed powerful initial supporters such as a senior medical clinician and the
director of nursing. I was based at the time in secondary care, and although I felt a
neuropathic pain clinic should be located in primary care, in order to trial the system
and get something started it was initially agreed that I could undertake a weekly
clinic within the Diabetic Department seeing patients on an outpatient basis as a pilot
project. I needed to develop a business plan to present to the local Primary Care
Trusts and Secondary Care Trust Board (see Appendix 1 for a copy of the original
business plan). Contacting people in the voluntary sector such as the Neuropathy Trust
was helpful, and representatives of patient groups were also contacted to gain their
views. Particularly, individuals from the expert patient group were invaluable and very
supportive.

I discussed the proposal with senior clinicians, particularly the physicians to whom
patients may be referred with medical conditions more likely to result in neuropathic
pain such as neurologists, consultants for diabetes, geriatricians and palliative care
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specialists. Although initially the service was going to be established for patients with
painful diabetic neuropathy, if it was intended to extend to other neuropathic pain in
the future, it would be useful to include physicians who specialise in chronic diseases
with a neuropathic component such as multiple sclerosis, Parkinson’s disease and
AIDS. I contacted the consultants involved in the running of the pain clinic, as the
intention was ultimately to ensure they only received referrals for patients for whom all
treatments based on an agreed algorithm had failed. They were available for telephone
advice and were very supportive as it was hoped in time initiating therapy; in primary
care it could impact on their waiting times.

I then wrote an open letter to all the local GPs, informing them of the proposal to
develop the service and requesting comment from primary care (see Appendix 2). I
followed this up with an article in the local GP newsletter along similar lines. Other
key stakeholders included nursing staff, particularly specialist diabetic practitioners,
podiatrists, relevant administration staff, receptionists and clerical staff in the dia-
betic centre responsible for booking the outpatient clinics and obtaining notes. The
pharmacy department was important, especially as the clinic was going to include
some nurse prescribing, once final protocols were in place, and some medications
with evidence to support their use were ‘off licence’ such as ketamine. Laboratory
staff and the clinical measurement department were also informed of the proposal
and their views sought. Based on the results of the initial examination, patient history
and previous screening, additional tests would sometimes be required to determine
the nature and extent of a neuropathy and these might include computed tomography
(CT scan), magnetic resonance imaging, electromyography, nerve conduction velocity,
nerve biopsy or skin biopsy. Although the relevant medical consultant would normally
undertake the request of these tests, I might recommend one of them following a
patient’s assessment in the clinic.

As some patients would be commenced on a trial of opioids, the views of the
substance misuse services would have been useful, but in the initial phase we did not
make special contact as we already had a good working relationship with the substance
misuse team established by the Acute Pain Service. We did not at the time contact
any of the local company occupation health schemes either, but if a neuropathic pain
service is to develop in primary care, having a system of contacting local employer
health teams and liaising with social services may also have been useful.

Developing a business plan

Apart from making contact with key stakeholders, a business plan was the second most
important requirement and something I did not have much experience of. Obtaining as
much help as possible with this was very important as the rationale had to appear clear
and focused, the outcomes realistic and the costings as accurate as possible. Obtaining
a fighting fund was also crucial and in our case we were able to obtain a small start-up
fund from a pharmaceutical company. This source of funding is controversial today,
but we obtained a grant with no strings attached and in no way did the pharmaceutical
company attempt to influence how the clinics were developed, the treatment algorithms
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designed or prescribing policy implemented. In hindsight, a trust/primary care trust
(PCT) agreed funding stream would have helped to secure the future of the clinics
beyond the initial pilot phase, but we were keen to get started, so began with just the
initial grant.

It would have been shrewd and politic to have developed an accurate cost–benefit
analysis but at the time obtaining meaningful data was just too difficult. However,
a study published subsequently in 2007 appears to confirm that a shift in the locus
of care of painful neuropathies from secondary care pain clinics to primary care
may result in substantial cost savings to the health care system (Berger et al. 2007).
We undertook an initial audit of patients referred during a 6-month trial period, which
confirmed the extent of the problems patients faced and in fact indicated the possibility
of reducing some of the prescribing costs as inappropriate or ineffective medications
were discontinued. The data included a time to diagnosis of the pain and the impact
and efficacy of current treatment. Most patients had no understanding of the diagnosis
of painful diabetic neuropathy; they did not know what this was or the implications for
treatment. We tried to evaluate the patient’s journey to help develop a sound rationale
for service development in the future. The goal being to include local patients, an early
referral, clinical diagnosis and access to evidence-based treatment.

Assessment tools

For assessment we proposed to use the LANSS neuropathic pain assessment tool
and the Brief Pain Inventory. For alternative tools designed for neuropathic pain as-
sessment, see Table 4.1. Although at the time we did not include assessment tools
specifically for depression, fear avoidance beliefs, disability and loss of function, etc.,
having tools available that have been designed to assess these is a useful strategy.
Comprehensive assessment can help to identify, at the earliest possible opportunity,
those patients at risk of significant psychological comorbidity that can impact on the
success or failure of treatment strategies. However, I did not want the first consultation
to be a form-filling exercise. Examples of a range of very useful and validated as-
sessment tools currently available include the Hospital Anxiety and Depression Scale,
which, despite its name, has been validated for use in primary care. The following were
developed for people suffering from chronic musculoskeletal pain but are examples
of validated tools useful for identifying some of the barriers to improving function
and relieving distress: Fear Avoidance Beliefs Questionnaire (Waddell et al. 1993),
Distress Risk Assessment Method (Main et al. 1992) and the SF-36, which is useful
as a measure to assess physical and social functioning (Ware & Sherbourne 1992).

The proposed outcomes in the final business plan included the following:

� Reduced hospital admission – neuropathy accounts for more hospitalisations than
all other diabetic complications combined. Twenty-eight percent of patients with
microvascular complications developed neuropathy (Williams et al. 2002).

� Rapid evaluation of early-onset neuropathic pain – a high proportion of patients
with idiopathic neuropathic pain have been shown to have impaired glucose toler-
ance (Singleton et al. 2001).
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Table 4.1 Scales designed for neuropathic pain assessment

Completed by

Instrument Patient Clinician Suggested use References

NPS X Assessment of distinct qualities
of neuropathic pain. Assessment
of treatment effects

Galer and
Jensen (1997)

LANSS X Identifying pain of
predominantly neuropathic
origin

Bennett (2001)

S-LANSS X Identifying pain of
predominantly neuropathic
origin

Bennett et al.
(2005)

NPQ X Discrimination of neuropathic
pain from non-neuropathic pain
Assessment of treatment effects
on neuropathic symptoms

Krause and
Backonja
(2003)

NPQ – short form X Screening of neuropathic pain Backonja and
Krause (2003)

NPSI X Assessment of distinct
dimensions of neuropathic pain.
Assessment of treatment effects

Bouhassira
et al. (2004)

D4 X Discrimination of neuropathic
pain from non-neuropathic pain

Bouhassira
et al. (2005)

D4-Interview X Screening of neuropathic pain Bouhassira
et al. (2005)

ID Pain X Screening of neuropathic pain Portenoy
(2006)

Pain DETECT X Screening a neuropathic
component in low back pain

Freynhagen
et al. (2006)

Taken from Hansson and Haanpaac (2007)

� Improved use of appropriate pharmacological strategies.
� A resulting reduction in patients remaining on inappropriate or ineffective medi-

cation.
� A reduction in side effects associated with medication.
� Improved functional status and quality of life.
� Improved personal knowledge and coping strategies.
� Ultimately, a decreased use of health care resources, leading to better-informed

patients able to take responsibility for their ongoing pain management strategies
and treatment goals.

For a breakdown of start-up costs and proposed funding streams, see the copy of the
business plan in Appendix 1. Initially there was to be no impact on pharmacy costs as
prescribing would remain in primary care.
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In developing the business plan we also gave example documents with key features
and their relevance to support the changes such as ‘A health service of all the talents’
(DH 2000), ‘Agenda for change’ (DH 2004), ‘Saving lives: our healthier nation’ (DH
1999), ‘The expert patient: a new approach to chronic disease management for the
21st century’ (DH 2001) and ‘Working together for better diabetes care’ (DH 2007).

The final part of the business plan recognised the importance of governance issues
such as the Nursing and Midwifery Council’s (2006) knowledge and skills frame-
work, relevant qualifications, additional training needs of the practitioner, prescribing
qualifications, access to medical consultation and implications for clinical supervision.

Although at the time we began the clinic only a limited number of evidenced-
based algorithms for the management of neuropathic pain had been published and
these had been developed predominantly in the USA, it was important to have a
locally agreed protocol for treatment. More recent treatment algorithms are now
available devised by clinicians from the UK, which reflect commonly prescribed
medications, supported by more robust evidence. For example, an integrated care
pathway developed specifically for the primary care management of neuropathic pain
has been published by Bennett et al. (2006) as well as guidelines developed for
Northern Ireland by the Clinical Resource Efficiency Support Team (CREST) (2008).
Unfortunately, consistency appears to be the problem when selecting first-, second-
and third-line drug treatments in all the guidelines and algorithms currently published
(Finnerup et al. 2005; Dworkin et al. 2007; Moulin et al. 2007; Attal et al. 2006).

The challenges and reality

The clinic ran for 18 months and the next and most logical phase was taking it into
primary care. Although developing and running these clinics proved challenging, I
was privileged to spend many hours with some courageous and resourceful patients. I
undertook an evaluation of the service at 6 months and at 1 year and what came across
overwhelmingly was the gratitude of patients who had been given the opportunity
to discuss their symptoms. A new patient had a 1-hour consultation, although in
hindsight 1.5 hours would have been preferable. This time enabled them to discuss
their pain, which had been to almost all of them, completely unexplained and a source
of overwhelming distress. I was also able to explore some of the impact of their pain
on their families, their attempts to retain and function in their jobs, their social lives
and numerous other issues. Many expressed relief in knowing that they were not alone
simply by the fact that there was now a clinic specifically for what one patient termed
his ‘invisible’ pain. Not one patient I encountered had any idea what neuropathic
pain was and their relief was palpable when I was able to explain to them just why
they experienced, in many cases severe pain especially in their hands and feet, when
everything looked ‘normal’. Most patients had felt completely disbelieved by work
colleagues, family and even in some cases by health care professionals.

For a considerable number of patients just one appointment was all they needed.
The majority did not want to take medication on a long-term basis but were very
pleased to know what was available and how it may work. Some patients needed
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to have their medications adjusted, either titrated up or replaced with an alternative
if little or no benefit had been experienced. A significant number of patients had
multiple medications discontinued altogether as they had proved totally ineffective.
However, because they had been ‘prescribed’ in some instances, the medications had
been taken for years seemingly without regular review. A few patients who had tried
both antidepressants and anticonvulsants unsuccessfully were commenced on a trial
of opioids. This was in the form of oral morphine for titration and then a slow release
preparation for maintenance of pain control if they experienced an acceptable response.
Oxycodone was usually recommended for the more elderly patients or for those who
had a poor experience with morphine. Patients commencing on an opioid trial were
followed up by telephone and a subsequent appointment. They were also given copies
of the British Pain Society information for patients leaflet (British Pain Society 2004a).
Significant numbers obtained some benefit from low doses taken twice a day, at night
only or reserved for when pain became particularly distressing. Patients were warned
to be patient as titration of medications for neuropathic pain can take time and optimal
pain relief is often only obtained using polypharmacy.

Many patients were able to make the link between increasing stress, poor sleeping
and painful flares, which made the inclusion of non-pharmacological strategies such
as learning to relax, taking time out and improving sleeping habits useful. In published
studies the most common management strategy was the use of conventional medica-
tions, often associated with poor effectiveness, but many found resting or retreating
helpful (Closs et al. 2007). In this study by Closs, patients exhibited repeated cycles of
seeking help to manage pain, being unsuccessful and then repeating the cycles again.
Some had tried to accept their pain but found that there was insufficient psychologi-
cal, social, emotional and practice support to allow them to do this successfully. An
example of a case history to help illustrate working with patients to obtain a realistic
and achievable goal is described in the case study given in Box 4.1. I undertook an
assessment and we had a long talk about how she could continue in her job and control
her pain better. It transpired that because of her high levels of responsibility and the
impact this had on her during term time, her glycaemic control was not as good as it

Box 4.1 Case study of neuropathic pain.

Mrs M was a very senior teacher at a large comprehensive. She was an extremely
stoic character but was finding the increasing pain in her feet, having a huge impact on
her ability to carry out her job to her satisfaction. Standing for any length of time was
becoming more difficult as her pain increased, but if she took amitriptyline 25 mg,
which had been prescribed for her at night, she felt sedated and un-refreshed in the
morning. She had undertaken a trial of several anticonvulsants, including gabapentin
and pregabalin, but again she was left feeling sedated for what she felt was little
improvement in her pain control. Unfortunately, she had also experienced some
weight gain on anticonvulsants and this she found completely unacceptable. She was
at her wits end and felt that she was facing no alternative but to retire on ill-health
grounds. Something she had desperately tried to avoid since developing painful
diabetic neuropathy, some 8 years previously.
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should be. I explained that this could impact on her pain and she confirmed that she
would be far more vigilant in the future. We discussed various options and came up
with the following plan.

She would try capsaicin cream on her feet to see if she could obtain any pain relief
with a topical medication. She would also try regular paracetamol 1 g for just 72
hours. Although the data on paracetamol for neuropathic pain are not impressive,
some patients do seem to derive a little benefit with minimal side effects. If both these
strategies failed, she would then try to reintroduce amitriptyline, which she felt had
certainly helped with her sleep, but this time she would take it with an evening meal
instead of just before going to bed and at a reduced dose of 10 mg. As she was very
reluctant to undergo another trial of anticonvulsants, it was suggested that she trial
a strong opioid during the impending half-term. This was so she would not have to
drive and if she felt a little sedated, she could stay at home and monitor her analgesia
without the stresses of a demanding job.

At her next visit, neither the capsaicin nor paracetamol had been of any great benefit,
but to her delight the trial of oral morphine at a dose of just 20 mg reduced her pain
intensity from an average of 7/10 down to a manageable 3/10. Also the low-dose
amitriptyline at just 10 mg had enhanced her ability to go to sleep and reduced the
impact of night-time pain, but she still felt unrefreshed in the morning. The tricyclic
antidepressant was changed to a low dose of nortryptyline, which ultimately suited her
better. Once term began, Mrs M only used morphine very frugally and only when pain
at night or during the weekends was particularly troublesome. As she said, knowing
what was causing her pain, being far more diligent in managing her diabetes, getting a
better night’s sleep and just having morphine there if she needed it left her feeling better
able to cope with the pain. She was happy to be discharged on no further medication
and with just an SOS appointment if she needed it.

Although I felt the clinics were filling a gap in patient care, it was not always
straightforward. I would sometimes get referrals from patients who had already done
the rounds of the pain clinics and pain management programmes, but had not come
to terms with their pain and were still seeking somebody to ‘cure’ them. Having
very clear referral criteria might have overcome this problem. During the time I was
undertaking the clinics, despite being a prescriber, the individual hospital protocol for
nurse prescribers was not completed, so the prescribing of medication trials was left to
patient’s GPs. This inevitably built in a delay and meant patients had to visit their GP
a day or two after the clinics to have a new regime commenced or to have medication
doses adjusted, and this was far from ideal.

GPs were informed that their patient had attended a nurse-led neuropathic pain
clinic and the strategies that had been discussed. This was forwarded to them in the
form of an electronic letter on the day of the clinic. See Appendix 3 for an example of a
typical letter, which reflects in many cases the desire for an explanation and medication
options, even though quite often patients then declined to take these. About half the
patients seen did not want to take further medication but just wanted to know what
was going on and what they could expect in the future. Overall, the GPs appeared to
be very supportive and none of them refused a patient the medications suggested even
when this included a trial of an opioid.
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Following my retirement I took a 6-month break and then hoped to resume the
clinics on a fortnightly basis. It proved somewhat difficult to keep up appropriate
referrals when I no longer had a full-time presence within the hospital and delays with
organising a part-time casual contract meant the 6 months became nearly a year. By
then I felt the momentum had gone and I left the NHS completely in 2005 to devote my
part-time hours to the development of web-based postgraduate education strategies.
There were things we did not get right but I certainly feel that the model of a nurse-led
neuropathic pain clinic in primary care could work and provide tremendous benefit
to patients with this distressing condition as well as helping to reduce the burden on
hard-pressed GPs and pain clinics.

Evaluation of the service

Evaluation of a new service and an audit trail are a major part of the culture of
the NHS today. Audit and research data from around the world can highlight the
problems associated with a wide range of neuropathic pain but particularly painful
diabetic neuropathy and post-herpetic neuralgia. Audit and evaluation of the clinics
were undertaken on a regular basis, with patient feedback obtained using the audit and
evaluation strategies recommended in ‘A practical guide to the provision of chronic
pain services for adults in primary care’ (British Pain Society 2004b). First and
foremost the audit data were able to allay initial fears that there would be a vast
increase in prescribing costs. This did not seem to be the case and many patients
actually had ineffective prescribed medications discontinued or had their medications
streamlined rather than remaining on a range of similar drugs. Audit was also able to
show that patients did not come back for numerous clinic visits. During the first visit
of 1 hour we were able to explore many issues and discuss strategies with the specific
goal of putting the patient in control, armed with improved knowledge, with booklets
and websites to view if appropriate, and a treatment regime to follow as necessary.

Follow-up appointments were made only when patients particularly requested these,
they were undertaking a trial of opioids, their care was especially challenging or it was
deemed they may benefit from further psychological input. The reality at the time was
that although access to the specialist pain clinic psychologist would have been the ideal,
local psychology input was already at capacity. Despite my attempts I did not have
the knowledge and skills to undertake any more than very rudimentary psychological
support, but listening and empathy are skills we can all develop. Directing patients
to the expert patient programme and various charitable self-help organisations such
as the Neuropathy Trust proved beneficial for some. Training for myself in cognitive
behavioural therapy would certainly have been a great advantage and something I
intended to explore further at a later date. It would also have been an advantage to
be able to refer particularly complex patients to a clinical psychologist or into a pain
management programme but availability and cost issues meant this was not a reality at
the time. Data were also analysed from the Brief Pain Inventory. Although a significant
reduction in pain at follow-up was rarely achieved, improvements were seen in sleep,
function and mood.
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Justifying the advanced nursing contribution

Although many nurse specialists now run clinics for a wide range of conditions, I feel
the development of a neuropathic pain clinic appropriately reflects advanced nursing
practice. Neuropathic pain is hugely complex and not fully understood; the diagnosis
is not always straightforward and rarely will pain respond to simple analgesia. Many
medical staff display scant knowledge or experience of managing this complex pain
and the inevitable psychological fallout from the symptoms of intractable neuropathic
pain. Research indicates that so far the medications prescribed by non-specialists are
generally inappropriate, such as amitriptyline in the older patient, or anticonvulsant
medication rarely titrated upwards beyond a low starting dose.

For nurses to undertake these clinics, some advanced education in pain management
would be required and ideally they would need to be a prescriber in primary care to
optimise cost–benefit. There are now a significant number of specialist pain nurses
who have undergone a degree in this subject and have been closely involved in the care
of patients in pain for many years. Nurses may be in a better position to devote the
time needed for the care of these complex patients and their needs. Once the clinics
are established, they also provide an important opportunity to pass on acquired skills
and knowledge to colleagues and peers. Therefore, advanced practice nurses would
need to be comfortable with publishing results and disseminating these as widely as
possible. They may also be called upon to become more closely involved in the pain
education of other health care professionals.

Conclusions

Initiating a nurse-led neuropathic pain clinic requires a great deal of support from
physicians, administrators, nurses, podiatrists and clerical staff as well as the endorse-
ment from the relevant trust boards, irrespective of whether the clinic is designed to run
in primary or secondary care. Evaluating the impact these clinics may have on patients,
their families, staff, health care professionals and even perhaps employers provides
the evidence to support their development and expansion when positive outcomes
prove achievable. The cost implications do not have to be particularly significant as
benefit in some cases may be illustrated by more effective use of medication, improved
patient care and a possible reduction in patient access to their GP or specialist pain
clinics. Although my particular clinic was in its infancy with issues that needed to be
addressed, I firmly believe that the model provided a basis, which could be built on
and adapted in the future.

It is important to make use of the recent advances in treatments particularly as we
expand our knowledge in the field of pharmacogenetics (Gilron et al. 2002; Stamer
et al. 2005). Our understanding of the influence of genotype on pharmacokinetics
and pharmacodynamics will enable us to target effective medications, and as science
unravels the complexities associated with the ‘drivers’ of neuropathic pain, the future
is also looking more promising. In addition, an expanding knowledge of the ‘talking
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therapies’ will provide more meaningful psychological support. Working with patients
and having access to the professional skills of a multidisciplinary pain management
team only for patients who do not respond to first-, second- or even third-line treatments
would ensure that time is not wasted on referring patients for whom a comprehensive
assessment, a medication regime change, simple psychological therapies and personal
education may suffice.

Appendix 1: Original business plan

Development of a nurse led clinic for the management of painful neuropathy

Department/Unit Medicine Project Proposers

Funding Required £. . .. . .. . .. . .. . .. . ... Drs . . .. . .. . .. . .. . .. . .. . .. . ..
Nurse . . .. . .. . .. . .. . .. . .. . ..

Funding Sources The Modernisation Agenda
Budget, Industry sponsorship &
Charitable Trusts for start up
monies

PCT + on going support from
Industrial sponsorship,
Charitable Trusts & Clinical
Trials

1 Bid Summary

Patients consistently identify pain management as a key issue in health care. The
following details how senior nursing staff with special expertise in pain management
within The. . .. . .. . .. NHS Trust Hospital could undertake a nurse led clinic under the
supervision of a Lead Consultant within the Diabetic Centre and The Pain Clinic for
the management and evaluation of patients with chronically painful neuropathies.

This is set out in the context of initiatives/policies such as the consultative
document

� ‘A Health Service of all the Talents’ (DH 2000), Agenda for Change (DH 2004),
Saving lives: our healthier nation (DH 1999)

� The expert patient: a new approach to chronic disease management for
the 21st century, http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/
Publications PolicyAndGuidance/DH 4006801

� The NHS plan. A plan for investment. A plan for reform, http://www.dh.gov.uk/en/
Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH
4002960 The National Service Frameworks for the Elderly & Diabetes.
(DH 2007) Working together for better diabetes care. http://www.dh.gov.uk/en/
Publicationsandstatistics/Publications/PublicationsPolicy AndGuidance/
DH 074702

� The Principles of Integrated Service Transformation, http://www.isip.nhs.uk/
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2 Project Rationale – Aims/Objectives

The development of a Nurse Led Clinic for the management of painful neuropathies
would complement the current pain management services such as the Acute Pain
Service and Chronic Pain Clinic. It would also provide an excellent opportunity to
enhance the liaison currently being developed with the local Primary Care Trusts. The
Clinic will assist patients to improve coping strategies and pain control using a range
of pharmacological and non pharmacological therapies based on the latest available
evidence and where possible, following an agreed algorithm or care pathway.

The clinic will employ comprehensive assessment of pain intensity as well as the
impact of pain on patients’ functional status and daily activities. Other issues such as
sleep disturbance and fatigue will be assessed, as well as psychosocial factors such
as depression, anxiety and fear avoidance. The clinic will provide the opportunity for
erroneous beliefs and misconceptions to be discussed and addressed.

The clinic will also enable evaluation of pharmacological strategies including
efficacy, duration of action, and side effects following an agreed algorithm. This will
include the use of simple and strong analgesia, tricyclic antidepressants,
anti-convulsants, antiarrhythmics, topical medications and other adjuvant medications
deemed appropriate.

Non pharmacological strategies will also be available such as a trial of TENS and
behaviour change skills. Behaviour change skills (BCS) are seen as important in
influencing health status. BCS are a combination of psychological approaches, which
can be applied in traditional clinical settings and are evidence based. These are
‘Motivational Approaches’ (adapted from Motivational Interviewing) and ‘Cognitive
Behavioural Approaches’ (adapted from Cognitive Behavioural Therapy).

Patient information sheets such as Opioid Medication for Chronic Painful Conditions
produced by the British Pain Society www.painsociety.org will be used for any patients
those treatment may include a trial of strong opioids. Additional information sheets will
be developed to accompany any other pharmacological strategies that are
commenced. A care plan/patient held diary that informs the patient and their GP of
their treatment with further options to be considered listed according to strength of
supporting evidence. These will be itemised in the diary to improve evaluation
of strategies, enhance communication and to avoid the reuse of medications
already deemed to have failed or which have contributed to unacceptable side
effects.

3 Links/Relevance to National Priorities for Health, Education and Training

This is set out in the context of initiatives/policies discussed out in the consultative
documents previously listed.

4 Links with Local Strategic Priorities

National Service Framework for Elderly Care, Mental Health & Diabetes
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5 Expected Outcomes

� Reduced hospital admission – neuropathy accounts for more hospitalizations
than all other diabetic complications combined. 28% of patients with micro vas-
cular complications develop neuropathy (Williams et al. 2002)

� Rapid evaluation of early onset neuropathic pain – a high proportion of patients
with idiopathic neuropathic pain have been shown to have impaired glucose tol-
erance (Singleton et al. 2001)

� Improved use of appropriate pharmacological strategies
� A resulting reduction in patients remaining on inappropriate or ineffective medi-

cation
� A reduction in side effects associated with medication
� Improved functional status and quality of life
� Improved personal knowledge and coping strategies
� Ultimately, a decreased use of health care resources leading to better informed

patients able to take responsibility for their ongoing pain management strategies
and treatment goals.

6 Collaboration, Multi Professional/Inter-Disciplinary Elements [where appropri-
ate]

This initiative would help to improve pain management within Primary & Secondary
Care via the patient held diary (with data duplicated in electronic patient records)
informing a wide range of health care professionals current strategies being trialed,
potential side effects and any benefits perceived so far. Goals could be set to help
patients achieve the best possible functional status and quality of life and these would
be made explicit. By setting common goals and listing strategies previously tried or
currently under review, patients would be assured that their pain is taken seriously,
that there is a logical pathway to their care and all relevant health care professionals
are informed. Much iatrogenic damage can occur when patients are prescribed
ineffective or inappropriate medication, fail to have access to the latest evidence
based treatment or appropriate treatment is delayed until pain has become
intractable.

7 Evaluation Tool, Process for Sharing Results

Patients pain perception, quality of life issues, functional status and other psychosocial
issues that may contribute to a poor pain outcome will be evaluated.
Results will be disseminated widely and written up for publication
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8 Financial Breakdown, Project Timescale

Financial breakdown
Start up costs:

� Administration, secretarial support and stationary £ . . .. . .. . ...
� Cost for medical records and note retrieval £. . .. . .. . .. . .
� Development of assessment and evaluation tools £. . .. . .. . .. . .
� Development and printing of comprehensive information leaflets for patients

£. . .. . .. . .. . .
� Development and printing of patient held diaries £. . .. . .. . .. . ..
� Laptop for use by clinicians to store records of patient contact, audit data, results

of evaluation and dissemination literature £. . .. . .. . .. . .
� Outpatient hourly rate £. . .. . .. . .. . .
� Practitioner hourly rate £. . .. . .. . .. . .

Initially there will be no impact on pharmacy costs as prescribing will remain in primary
care for the pilot project.

Total money sought for pilot of this project £. . .. . .. . ...

Monies for this project will be sought from The Modernisation Agenda Budget, The
Pharmaceutical Industry & Charitable Trusts. The project could be linked to the
University Academic Centre in Practice and provide scope for the further education of
health care professionals. In addition, a database of patients will become established
who may be suitable/willing to undertake clinical trials for new therapy/medications as
these are developed. This could provide a considerable source of additional funding.

Project Timescale

� We would be able to commence the first patient clinic in . . .. to run as a pilot for
twelve months.

� After this time an evaluation of the service would be undertaken and if the initia-
tive was deemed effective, an application for on going funding would be made to
the PCT. This would include a sum of £. . .. . .. . .. . .. to support ongoing nursing
involvement.

� On going pain management would ideally revert to the community following fur-
ther education for Health Care Professionals facilitated by the Academic Centre
in Practice and via the staff educated in the first wave of the community pain
education project.

Contact Leads: Drs. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . ..
Nurse Consultant Pain Management . . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . ..
Lecturer Practitioner Pain Management . . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .



c04 BLBK223-Carr November 13, 2009 14:46 Char Count=

Developing a nurse-led clinic for the treatment of neuropathic pain 63

Appendix 2: Text of an open letter to all local general practitioners
informing them of the proposal to commence a nurse-led clinic for
painful diabetic neuropathy

Developing a nurse-led pain clinic for patients experiencing painful diabetic
neuropathy

Neuropathic pain is caused by damage, disease or dysfunction within the nervous
system. Unfortunately this type of pain is often refractory to conventional analgesic
therapy, it is frequently persistent and does not resolve with time. As a consequence,
it is experienced as a debilitating condition, with a bleak outlook that inevitably has
a negative impact on the quality of patients’ lives. Due to previous lack of evidence
to support any therapeutic intervention and many misconceptions regarding possible
treatment, the management of neuropathic pain has traditionally been poor.

There is no doubt that diabetes, through multiple pathophysiological mechanisms,
is capable of causing several painful neuropathies and its management is therefore
complex and time consuming. However, recent evidence is suggesting that if symptoms
can be relieved early, then patients may experience improved outcomes in terms of
reduced pain and enhanced quality of life.

The rapid growth of scientific research is offering us a better understanding of
neuropathic pain. With this advancing understanding, evidence based strategies; both
pharmacological and non-pharmacological are emerging. Specially trained nurses are
in an excellent position to assist with the care of these complex patients and can offer
an approach evaluating a full range of therapies through comprehensive assessment
which helps to address issues such as expectation, rehabilitation, mobility, lifestyle,
sleep, emotional impact and quality of life as well as pain control. This new initiative
introducing a specialist pain nurse has been developed to enhance the traditional
services offered by the diabetic management team.

Each patient will undergo a thorough assessment using a variety of pain assessment
tools. Patients will be given information and education about the possible mechanism
of their pain and how symptoms may be controlled. This may include the initiation and
then on going monitoring of a range of pharmacological strategies to include tricyclic
antidepressants, anticonvulsants, opioids and topical medications. Any patients com-
menced on any of these therapies would be followed up if necessary either at clinic
or via a telephone review. Any opioid trial would follow the guidelines produced by
the Pain Society on Opioids for Chronic Non-Maligant Pain and patients would be
given a copy of the Pain Society’s leaflet before making any decision to undertake this
therapy. Their General Practitioner would be fully informed of any pharmacological
intervention and in the case of an opioid trial their agreement for participation would
be sought prior to initiation.

In addition to pharmacological strategies the emphasis would be on long term
pain management, reinforced coping strategies and promotion of self-management.
Patients would be treated as partners in their care whilst kept fully informed of their
diagnosis and treatment options. They would also be made aware of expert patient
programmes and relevant voluntary organisations.
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Some of the key benefits that we hope to offer include; improving patients’ knowl-
edge and awareness, increasing mobility and thereby hopefully enhancing quality of
life. We also intend to monitor and address issues of psychological morbidity, actively
managing symptoms and providing telephone follow-up to enhance continuity of care.
By encouraging patients to self-manage we hope to reduce the burden on health care
providers. We will be able to act as an educational resource for clinical staff in both
Primary and Secondary Care and we intend to apply for additional funding to help
research this complex and distressing pain.

A Nurse Consultant or a lecturer practitioner in Pain Management will undertake
initial clinics. Both have extensive experience within the field of pain management and
are responsible for university multi-professional undergraduate and post-graduate pain
education. The clinics will run alongside those of the Consultant Physician. Following
a diagnosis of painful diabetic neuropathy patients will be offered a referral to the
nurse led clinic. Patients will be fully informed that this is nurse led and given the
opportunity to decline should they wish. The clinic will initially take place once per
week and aim to see approximately 8 new and up to 8 follow up patients per month.

If this pilot is successful we would be happy to run further clinics with a view
to transferring the service to Primary Care as and when future collaborative models
evolve. The Pain Society and the Royal College of General Practitioners have endorsed
five pledges to help people living with persistent pain. These include ensuring that the
government, local NHS Trusts, and self-help groups prioritise effective management
of persistent pain. The pledge also suggests NHS service providers and commissioners
should work to adopt care pathways for people living with persistent pain across the
primary, community and secondary care sectors.

The clinic will help to meet the governments’ aim of increasing patient focused
services, that develop nurses’ roles and reduce the workload of junior doctors. The
clinics will offer the added benefit of providing a platform for valuable interprofes-
sional education and research.

Contact details

Appendix 3: Example of a typical letter to a general practitioner, at
the time pregabalin was not available for prescription

Painful Diabetic Neuropathy Clinic
Diabetes Centre,

15th April 2004
cc. Dr. . . .. . .. Medical Consultant

Dr. D. Bloggs
The Surgery
Town, County

Dear Dr.
Re: Mr C Hospital No . . .. . .. . .. . .. . . DOB
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Today I saw Mr C for the first time at a Painful Diabetic Neuropathy Clinic we have
established to run in conjunction with Dr. B’s clinics. The following is a synopsis
of my assessment and suggestions for a possible management strategy that may be
appropriate for the future. Unfortunately Mr C experiences painful diabetic neuropathy
in a stocking and glove distribution rating average pain intensity as 8/10.

Previous and current pain medication:
Amitriptyline 25 mg Some mild benefit but excessive sedation so discontinued
Gabapentin 600 mg bd Some relief from ‘shock’ type pains but sedation problematic
and dose could not be increased due to renal insufficiency
Piroxicam some benefit
Voltarol no benefit
All NSAIDs have now been discontinued due to compromised renal function

Paracetamol 1 g no benefit

Co-dydramol no benefit

Tramadol no benefit

Capsaicin cream no benefit and unpleasant

TENS machine no benefit

Ice pack some mild benefit

We had a long talk about his various options and one group of drugs he has not
tried are strong opioids. Recent studies suggest these drugs can provide pain relief to
some patients with painful neuropathy. Unfortunately the fact that Mr C.’s job involves
driving, sedation is already problematic and he has renal problems make a trial of
opioids more challenging. I have asked him to read the patient leaflet on ‘Opioids
for non malignant pain’ produced by The British Pain Society who also provide
prescriber information on www.britishpainsociety.org. He does not wish to try opioids
at the current time but if you and he decide that a trail is appropriate, he should try a
small dose of immediate release oral morphine over a weekend whilst he isn’t at work
or driving. If oral immediate release morphine confers any benefit and side effects are
acceptable Mr C. should be converted to a slow release bd preparation based on his
opioid requirement over 24 hours. Should his renal function continue to deteriorate, it
would be worthwhile considering a change to either oxycontin or perhaps a fentanyl
patch as neither of these drugs have clinically significant metabolites unlike morphine.
Alternatively a burprenorphine patch may be a safer alternative as the drug is excreted
via the liver.

For an opioid trail we would normally start at 10–30 mg oral morphine qds plus
the same for breakthrough pain 3hrly prn. titrated up to effect or side effect. Given
his compromised renal function I have given him additional advice about how to take
these drugs more safely. He would not be able to drive for at least 7 hours after the
last dose and not for 12 weeks if he were to be established on opioids long term. He
has been advised to keep a pain diary to document any benefits/side effects should he
choose this route. However, at present he is still very keen to work without a break
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and feels opioids may be something to consider at a future date if his pain begins to
cause him greater distress. If this is the case I would be very happy for him to make a
further appointment at the clinic for assessment and monitoring.

I have also supplied Mr C. with a booklet on neuropathic pain. We spent some time
exploring some of the non-pharmacological strategies suggested in the booklet as well
as the possibility of specialist pain clinic referral, which he declined for now. He feels
these suggestions are helpful and we have left it that he can contact me for advice at
any time.

Yours sincerely,
Nurse Consultant in Pain Management
Contact Tel No and Bleep No.
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Chapter 5
Nurse-led strategies to improve patient
safety in acute pain management

Felicia Cox

Introduction

Advances in delivery technology and an expansion in the choice of analgesia prepara-
tions have evoked rapid changes in acute pain management in the hospital setting over
the last two decades. This increase in technology and enlarged formulary contribute
to an increase in the risk of medication-related adverse events (MRAEs). More than
4.2 million surgical procedures are performed in England per annum (Department of
Health [DH] 2009). This means that on average 1 in 12 people had some form of sur-
gical intervention and thus were at risk of an adverse MRAE. Royston and Cox (2003)
explored patient concerns related to safety, outcome and comfort. They concluded
that many patients worry that they will not wake up after surgery, will experience
intraoperative awareness, suffer mental impairment or will have unrelieved nausea,
vomiting and pain.

Analgesia in the hospital setting has been the subject of the National Patient Safety
Agency (NPSA) guidance constituting 1 of 11 published Rapid Response reports
and 3 of the 10 Patient Safety Alerts. Two additional early Patient Safety Alerts
focused on standardising methotrexate prescribing and administration. The NPSA
(www.npsa.nhs.uk) is responsible in England and Wales for the central recording and
reporting of adverse incidents via the National Reporting and Learning System. A
patient safety incident is defined as any unintended or unexpected incident which
could have or did lead to harm for one or more patients receiving NHS care (NPSA
2008). Incidents can be reported locally within an NHS Trust by a member of staff or
directly to the NPSA on their website (www.npsa.nhs.uk/nrls/reporting/) by an NHS
employee, a patient or the public.

Incidents are analysed and although no two incidents are identical, similarities and
patterns are identified and guidance issued where necessary. Over 2.7 million reports
have been received by the NPSA over the last 5 years, leading to the development of
the 21 published guidance documents.

In addition to NHS trusts undertaking continual reviews of care and adverse events to
enhance patient safety and reduce annual premiums for the NHS Litigation Authority,
a National Patient Safety First has been established (www.patientsafetyfirst.nhs.uk).

71



c05 BLBK223-Carr November 13, 2009 14:49 Char Count=

72 Advancing Nursing Practice in Pain Management

Media exposure

Adverse events related to inpatient medicine administration via neuraxial routes that
have resulted in patient disability and death have resulted in unprecedented media
coverage over the last 5 years. The inadvertent administration of vincristine into the
intrathecal space rather than as an intravenous injection for the treatment of leukaemia
has been reported more than 55 times worldwide. Intrathecal vincristine results in
either death or paralysis. The death of a patient in 2001 (Timesonline 2003) led to the
development of guidelines from the DH for the administration of chemotherapy. This
document is currently under review in response to a more recent circular that relates
specifically to the administration of intrathecal chemotherapy (DH 2008).

An analgesia-related story covered by the press was that of a television actress who
was awarded a £5 million settlement after developing an abscess following epidu-
ral analgesia for fractured ribs and a resultant pneumothorax in 2004 (Timesonline
2008a). The amount of the record settlement reflected what the NHS Trust responsible
described as ‘shortcomings in her care’.

Also in 2004 a theatre nurse in labour received an inadvertent intravenous infusion
of the local anaesthetic bupivacaine in the hospital where she worked. Bupivacaine
is known to induce profound disturbances in cardiac rhythm and contractility (Astra
Zeneca 2005). This infusion resulted in fatal cardiotoxicity and neurotoxicity. In 2008
her death was deemed by the coroner and jury as unlawful killing (Timesonline 2008b).
This was the first verdict of unlawful killing against an NHS hospital. In the light of
these events and the potential of serious harm or even patient death, it was important
to try and reduce the risks associated with neuraxial administration of medicines
including analgesia.

Injectable medicines

Injectable medicines are responsible for nearly a quarter of the annual total of medi-
cation incidents reported through the National Reporting and Learning System with
approximately 800 reports per month. During an 18-month period (January 2005 to
June 2006) injectable medicines were responsible for 25 patient deaths and 28 patients
experienced severe harm (NPSA 2007a). Injectable opioid medicines for acute pain in
this trust are administered by the intravenous route using either nurse-controlled anal-
gesia (NCA) or patient-controlled analgesia (PCA). NCA and PCA are supplemented
by round-the-clock (regular) paracetamol-based analgesia with pro re nata (prn) tra-
madol, if necessary. A nurse-led pain management service is responsible for the safe
provision of effective perioperative analgesia with the senior nurse accountable for
regular audit and the exploration of analgesia-related adverse events.

Intravenous opioid PCA

The use of PCA has been shown to increase patient satisfaction when compared
to conventional analgesia (Chumbley 2009) whilst a meta-analysis revealed higher
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morphine consumption but lower pain scores at 24 and 48 hours after cardiac surgery
(Bainbridge et al. 2006). Early equipment was cumbersome and practical only for
high-care clinical areas. The early 1990s saw the rapid development of disposable
mechanical PCA devices using a range of delivery methods including elastomeric
reservoirs and press button wristwatches. The gradual reduction in the size of elec-
tronically controlled devices encouraged the use of PCA beyond critical care areas
and into the surgical wards.

PCA allows patients to manage their own analgesic intake in response to an aware-
ness of increasing pain. After receiving an opioid loading dose to achieve the blood
minimum effective analgesic concentration (usually in recovery), patients assume
responsibility for their future opioid delivery by pressing a demand button to re-
quest a dose. PCA avoids the peaks and troughs associated with intramuscular
analgesia, thus avoiding the need for painful, repeated injections. PCA also alle-
viates the need to request analgesia from nursing staff, thus facilitating immediate
delivery.

Each electronic PCA device can be individually programmed to set the loading dose,
bolus dose, dose duration, dose limits (e.g. over 1 or 4 hours) and whether a background
infusion is required. Prescriptions vary between institutions, but intravenous morphine
PCA with a 1 mg bolus and 5-minute lockout could be considered the standard. The
lockout time refers to the predetermined length of time during which the device will
not deliver a dose, even though a patient may make repeated requests.

PCA is associated with prescribing, dosing and administration errors (Syed et al.
2006; Hicks et al. 2008; ISMP 2008) as well as adverse events such as reactions to
opioids (Hankin et al. 2007). The use of pre-printed prescriptions may reduce the risk
of prescribing errors, but programming errors such as the incorrect inputting of the
opioid concentration result in what is known as ‘inverse relationships’ (ISMP 2008)
can still occur. If the actual concentration of opioid was programmed incorrectly as
a lower concentration, e.g. if 0.1 mg/mL was programmed instead of 1 mg/mL, this
would result in a tenfold bolus being delivered if a dose was requested. In an opioid-
naive patient this could result in oversedation and possible respiratory depression. In
addition to programming errors, demands for analgesia made by persons other than
the patient can also result in respiratory depression (Hicks et al. 2008).

In the USA a 5-year retrospective analysis of the national voluntary MRAE database
Medmarx revealed 9571 PCA-related adverse events, which represented approxi-
mately 1% of the total reported MRAEs. Incorrect dosing accounted for over 38%
of errors, human factors being the main cause with nurses implicated in almost three
quarters of events (Hicks et al. 2008).

Epidural analgesia

The delivery of local anaesthetics and opioids into the epidural space is an effective
method of providing analgesia for the management of acute pain. Epidural analgesia
is known to ameliorate the stress response to major abdominal surgery (Ahlers et al.
2008) and potentiate the effect of an amino acid infusion to reduce catabolism in
patients with type 2 diabetes mellitus undergoing colonic surgery (Lugli et al. 2008). A
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review of best evidence in cardiac surgery showed that combining general anaesthesia
with thoracic epidural analgesia results in shorter time to extubation and significantly
better pain relief but did not reduce hospital length of stay (Ronald et al. 2005).

The provision of epidural analgesia is achieved by the aseptic placement of a
sterile catheter into the epidural space, which is then secured to the patient’s back
using a dressing, which facilitates observation of the insertion site. The catheter
end is connected to a sterile bacterial/particulate filter. The filter may be capped off
or an infusion may be commenced. The infusion may be either patient-controlled
(a combination of a background infusion with the ability for the patient to request
and receive a bolus dose) or continuous nurse-controlled infusion. The infusion may
contain a local anaesthetic alone or in combination with an opioid. Delivery may be
achieved via the use of a syringe driver or infusion device.

Epidural analgesia is associated with potentially serious adverse effects, including
nerve, dura or pleural damage at the time of catheter insertion (Royal College of
Anaesthetists 2006), local anaesthetic toxicity, as well as prescribing, dosing and
administration errors (as illustrated in the recent media cases).

Analgesic medicines and risk

Human factors remain a central concern in MRAEs. A number of strategies have
been described to minimise MRAEs, including medication reconciliation (National
Prescribing Centre 2008), the introduction of an adverse event hotline, increased
reporting and feedback (NPSA 2007c), standardised infusions, tighter management
of stock levels and storage (Vincent 2006) and pharmacist interventions (Liew 2008).

Nursing contribution to medicines management

Until the publication of A Spoonful of Sugar (Audit Commission 2001) nursing in-
volvement in medicines management was limited – it was primarily undertaken by
pharmacists. This document encouraged hospital pharmacies to engage with decision-
makers to improve medicines management from selection, procurement and delivery
through to prescribing and administration. In 2007 the DH published further guidance
on incorporating risk management into practice (DH 2007). This document built on
an earlier publication (An Organisation with a Memory), which had a variety of aims,
including reducing serious MRAEs by 40% by the end of 2005 and highlighting the
danger of intrathecal ‘maladministration’ (DH 2000).

New role

The development and initiation of a local medication safety initiative (MSI) group led
by the lead clinician for clinical risk (a qualified anaesthetist) provided an opportunity
for nurses to contribute to improving medicines management.
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The MSI group membership has remained constant since inception and reflects the
nature of our specialist cardiothoracic trust.

MSI group members include:

� lead clinician clinical risk (chair)
� director of pharmacy
� clinical governance and research pharmacist
� senior principal pharmacist
� senior nurse manager paediatrics
� consultant intensivist, paediatrics
� senior nurse, pain management
� senior nurse educator
� non-medical prescribing representative
� lead, clinical engineering
� consultant anaesthetist

I was initially approached to join the group as opioid medicines and their routes of
delivery were seen as ‘high risk’ and because of my long-term interest in improving
patient safety. The nurse educator who facilitates the intravenous study days which are
compulsory for all nursing staff was invited, as she influenced the trust educational
strategy.

Blurring of roles

Until the initiation of the MSI, medicines management was seen as the sole preserve
of pharmacy. The director of pharmacy had raised the profile of the department in
response to A Spoonful of Sugar (Audit Commission 2001), with pharmacy staff
concentrating on their clinical, patient-centred roles. Nurses until this point had only
been involved in medicines management with reference to severe MRAEs and the
ward storage of medicines.

Prescription charts were viewed as belonging to pharmacy, with the development of
those in use at the start of the MSI led by pharmacists. Analgesia prescriptions were
handwritten on the reverse of the standard drug chart.

Developing the service

Improving the sensitivity of incident reporting

MRAEs prior to MSI were reported either as an adverse event through the clinical
risk reporting system (known as the IR1 form) or via the local pharmacy reporting
system. The IR1 system was a comprehensive A1 size triplicate form which was
time-consuming to complete and was mainly used to report known adverse events or
where patients experienced harm, e.g. incorrect route of administration or incorrect
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doses. It was not used to report ‘near misses’. This generic system was used to report
in hospital events of all types including falls and hospital acquired infections.

A more sensitive reporting system that could be used to collate and identify MRAEs
by type (dispensing, supply, administration) and sub-type (incorrect dose, incorrect
frequency, incorrect medicine) was needed if lessons were to be learnt that could
positively influence practice. The clinical risk department assisted by pharmacy em-
barked on raising the awareness of MRAEs through a programme of education and of
reporting not only actual events but near misses.

A new more sensitive electronic reporting system (Datix
R©

) was introduced, and
quarterly MRAE’s reports were collated by the lead clinician for clinical risk and were
distributed to the MSI members for review.

Rationale for a nurse-led analgesia programme for improving patient safety

These quarterly reports facilitated analysis of MRAEs by MSI members. Once themes
were identified, MSI members were responsible for producing and initiating an action
plan for each event. My specific responsibility was for all analgesia-related events and
near misses.

Numerous analgesia-related themes emerged, which I classified into three main
categories for ease:

(1) Oral opioids (prescribing, doses, frequency, presentations);
(2) Intravenous opioid PCA (prescribing, preparation and administration of PCA,

patient observations);
(3) Epidural infusions (prescribing, preparation, presentations, administration, pa-

tient observations).

Key stakeholders

To enhance the provision of safer analgesia it was necessary to engage with specific
pharmacists (director, governance, specialist pain and surgical clinical pharmacists),
members of nursing and quality (director, head nurse, nurse educators, modern ma-
trons), ward staff (sisters, charge nurses, recovery practitioners, pain link nurses) and
the Department of Anaesthesia. As my trust consists of two geographically isolated
hospitals, it was essential to ensure representation from both.

Influencing people to contribute to the changes

Each category of analgesia (oral, intravenous and epidural) needed a different approach
and I initially set up a working party for each, although overlaps existed. I contacted
staff that I thought were essential to make change happen. It was important that clinical
nurses were well represented, as they were essential to the success of each initiative.
At the initial meeting of each working party I presented the clinical risk data for the
previous year together with any local audit or published national data. It was suggested
at the very first meeting convened to review oral opioids that patients receiving PCA
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would be likely to receive oral opioids once the infusion has stopped and that a single
working party could reduce workload and overlap.

I then sought and tested ideas for improving analgesia provision and reducing risk.
An overview of function, action plans and outcomes of the two final working parties
are described below.

Oral and PCA analgesia

Previous audit data from the pain service revealed that the effectiveness of oral anal-
gesia was inadequately recorded on existing documentation and pain intensity scores
were less likely to be assessed and recorded compared to patients receiving intravenous
PCA or epidural analgesia. The patient’s pain history was often not recorded perhaps
because current documentation did not encourage nurses to ask the patient. The lack
of assessment documentation has been reported elsewhere (Powell et al. 2009) and is
likely to lead to under treatment of pain by nurses (Agency for Healthcare Policy and
Research 1994). The role of the pharmacist was seen to be limited to medicines rec-
onciliation (recorded only the prescription chart), potential interactions and ensuring
that discharge medications were prescribed appropriately.

A review of the MRAEs reported to clinical risk revealed that nurses were respon-
sible for the majority of oral and intravenous opioid errors including:

� Selecting and administering an incorrect oral opioid formulation (e.g. prolonged
release OxyContin

R©
instead of immediate release OxyNorm

R©
);

� Making concentration errors when preparing morphine PCA bags;
� PCA device programming errors.

New documentation for oral analgesia and PCA opioids

The working party agreed to review all documentation related to oral and PCA opioids,
with the aim of producing a single document that could be used from admission to
discharge. I produced a number of draft documents which were reviewed and the final
document which incorporated a pain history, troubleshooting guidelines and a record
of assessment which was then piloted. Feedback from recovery and ward nurses was
very positive with suggestions about additional information related to the frequency
of observations as identified in the trust policy incorporated into the final draft design.

The final document cover (Figure 5.1) providing contact details for the pain specialist
nurses, on-call anaesthetist and pain pharmacist was sent to a graphic designer before
being launched. The pain assessment tool was simplified and reflected our patient
population (Figure 5.2). I chose to employ a graphic designer as I wanted the document
to be aesthetically pleasing, easy to use, readily identifiable and colourful. I chose a
green border for this document, as this was one of the few colours not already in
use for trust documents. As the document was only an assessment record and not a
prescription chart, it was not necessary for ratification by the Drugs and Therapeutics
Committee.
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Figure 5.1 Cover page of IV/PCA/Enteral Pain Assessment Chart. (Reproduced with kind
permission of © Royal Brompton & Harefield NHS Foundation Trust.)
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Pain intensity
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Pattern of pain
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Description

CrampingAchingPressureTender

Electric shockBurningDullGnawing

Like a weightStabbingSharpThrobbing

SoreDiscomfortCrushingSqueezing

Graphic guide and descriptors based on the McGill Pain Questionnaire:

Melzack R The McGill Pain Questionnaire: major properties and scoring methods
Pain (1975) 1:277–299

Supplementary analogue guide:

Bourbonnais F Pain Assessment: development of a tool for the nurse and the patient
6:277–282Journal of Advanced Nursing (1981)

Figure 5.2 Pain assessment tool from IV/PCA/Enteral Pain Assessment Chart. (Reproduced
with kind permission of © Royal Brompton & Harefield NHS Foundation Trust.)
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I ordered an initial print run of 2500 documents so that all clinical areas would have
stock before the launch event. For ease of future ordering by administrative staff, I
spoke with the supplies department and the trust printers for this document to be a
stock item (like the standard drug chart). The cost of subsequent stock orders would
be borne by the clinical area which ordered them.

Commercially prepared morphine PCA infusions

It was agreed by the director of pharmacy, governance and specialist pain pharmacists
that a commercially prepared morphine bag was now appropriate in an attempt to
eliminate concentration errors identified by a cluster of MRAEs. The specialist pain
pharmacist and I identified three suppliers in the UK of so-called specials that would
consider supplying morphine in our desired preparation of 1 mg/mL – total volume
100 mL. Of the three potential suppliers, only one could guarantee that the final
concentration of morphine in the bag would be 1 mg/mL as the other two did not
produce bags from scratch but added morphine concentrate into sodium chloride
0.9% 100 mL bags which already contained in excess of 100 mL, as providing an
overfill (≈5%) is standard practice.

Once the supplier was agreed the projected number of bags required per annum
was calculated by contacting the supplies department to determine the number of
PCA administration sets ordered per annum and comparing this against the number
of morphine sulphate 30 mg for injection ampoules ordered by pharmacy each year.
The higher the projected number, the lower the unit price. The price quoted by the
manufacturer was just over £7 per unit, which was disputed by the director of pharmacy
as too expensive but I was able to demonstrate that the nursing time coupled with the
cost of disposables needed to make a bag from scratch in recovery (where I had timed
how long it took to make up a bag) where comparable.

Storage of the new minibags was not an issue in the clinical areas as new controlled
drugs (CD) cupboards had recently been installed. Stock levels of the new minibags
were agreed with the lead nurse for each clinical area and ward pharmacist. Stock
of morphine sulphate 30 mg for injection was removed from all clinical areas as it
was no longer required. This would further reduce the chances of an inappropriate
concentration of morphine being selected for other purposes.

Enhancing PCA infusion safety

Once the new documentation had been approved and implemented, clinical engineering
was approached to assist in streamlining the infusion devices used for PCA delivery.
Although the trust had merged in 1997, the infusion devices used for PCA in the two
hospitals were different, although an identical device (yellow GemStar

R©
, Hospira)

had recently been introduced for epidural analgesia. It was agreed that the trust should
be aiming to have a fleet of identical pumps as this would have beneficial effects upon
training, disposable purchase prices and maintenance.

Negotiations were extended as funding (∼50K) needed to be sought to facilitate
this. The introduction of a GemStar

R©
device with blue fascia to make it recognisably
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different from the yellow epidural device occurred approximately 8 months after
agreement was reached that device was necessary. The launch was preceded by an
intensive 8-week competency-based training programme which was undertaken by
specialist pain nurses aided by link nurses in each clinical area. The PCA devices
were programmed to ensure that patients received only a continuous infusion (nurse-
controlled) of opioid or a bolus only (patient-controlled) programme.

The PCA policy and separate guideline were updated and ratified by the Drugs
and Therapeutics Committee to reflect the single device now used for PCA infusions.
The guideline was necessary as although PCA primarily used morphine sulphate,
intravenous Fentanyl and oxycodone are also used in patients unsuitable for morphine
because of sensitivity, allergy or altered renal function. To ensure that PCA infusions
were distinct from intravenous and epidural infusions, a green ‘PCA’ sticker was
applied on the administration set close to the pump and also near the patient’s peripheral
cannula. These green PCA stickers coordinated with the green assessment document.

Epidural analgesia

Although similar in structure and function to the multidisciplinary working party for
oral and PCA analgesia, the aims of the epidural working party was complicated by the
publication of ‘Safer practice with epidural injections and infusions’ (NPSA 2007b).
This document made six recommendations for action for the NHS and independent
sector in England and Wales:

(1) Clearly label infusion bags and syringes for ‘Epidural Use Only’ with the judi-
cious use of colour;

(2) Minimise the likelihood of confusion between different types and strengths of
epidural injections and infusions:
(a) Rationalise the range of infusates and undertake an annual audit;
(b) Maximise the use of ready-to-use infusions;

(3) Store epidurals in separate cupboards;
(4) Clearly label administration sets and catheters;
(5) Use infusion devices that are easily distinguishable from other types of infusions;
(6) Ensure all staff have received adequate training and completed competencies.

Although I assumed leadership of the epidural working party, I was now responsible
for the trust response to the NPSA about progress in achieving their recommendations.

Updated documentation for epidural analgesia

The epidural prescription had historically been handwritten on a separate red A4 piece
of paper with an adhesive strip. Once completed the prescription was adhered to the
intravenous section of the drug chart. The prescription was reviewed and represcribed
daily with bolus doses, if required, prescribed on the same document. The working
group agreed that all epidural documentation should be combined, and to achieve this,
a combined prescription, troubleshooting and assessment document would be the ideal.
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To have a single document with a limited choice of infusates from a pre-printed
list, consensus from the prescribing anaesthetists was essential. The range of infusates
employed in the trust needed to reflect our use of predominantly thoracic epidural
analgesia and employ the ‘safer’ local anaesthetics that were on the market.

Patient education

In addition to the development of a pre-operative patient information booklet about
the risks and benefits of regional analgesia, the need for a patient educational leaflet to
highlight potentially serious sequelae related to epidural catheter removal, i.e. epidural
haematoma and abscess formation, was discussed by the working party. The pain man-
agement service (PMS) had published an internal guideline for clinical staff that de-
tailed low-molecular-weight heparin, thromboprophylaxis and the timings of epidural
catheter insertion and removal from patients should be managed. However, in response
to an increased public awareness of epidural abscess formation after recent media at-
tention, it was agreed to produce a patient information leaflet which outlined the signs
and symptoms of haematoma and abscess formation and the importance of seeking
early medical advice. After wide consultation with clinical staff a draft document was
piloted with five patients in each clinical area. Formal evaluation of the content, layout
and suitability was undertaken and use of this document is now standard practice.

Working with industry

At this time a variety of infusates were employed, reflecting individual prescriber’s
standard practices. The local anaesthetic most frequently prescribed was bupivacaine
0.1% (although 0.15% was used for approximately 10% of infusions) either as a plain
infusion or in combination with Fentanyl (range from 2 to 5 mcg/mL). Commercially
prepared bupivacaine 0.1% with Fentanyl 2 mcg/mL (250 mL volume) was on for-
mulary and was available in all clinical areas. Fentanyl was added to commercially
prepared plain bupivacaine 0.1% bags (100 mL volume) by nurses in the clinical areas
if a higher Fentanyl concentration (i.e. >2 mcg/mL) was desired. This was not ideal
as dosing errors had occurred and there were infection control and prevention issues
associated with adding an additive to a bag which would then be punctured again by
the administration set spike.

I undertook a postal survey of all consultant anaesthetists in the trust asking what
their ideal local anaesthetic and local anaesthetic in combination with Fentanyl presen-
tations would be. The results of the survey indicated that we should limit the infusates
to two presentations: a plain local anaesthetic and a local anaesthetic in combination
with Fentanyl, although the desired Fentanyl concentrations ranged from 2 to 5 mcg/
mL with no clear majority. There was consensus that if a ‘safer’ local anaesthetic such
as levobupivacaine was available then this should be in use.

Simultaneously I approached industry to determine what solutions were available
currently and what the manufacturing possibilities were. Only one ‘specials’ manufac-
turer, Fresenius Kabi, who produced our current bupivacaine infusions, was interested
in the possibility of working with a trust to develop a new product. The manager
responsible for ‘specials’ asked if she could come and meet with the team and spend
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some time with the PMS to see how we used products in practice and to learn more
about the practical issues associated with them.

It was important that industry understood the needs of the clinician and that we clini-
cians understood the practical and commercial realities. The meeting between industry
and the working party went very smoothly. It was explained to us that if we wished to
have levobupivacaine (manufactured and marketed exclusively by Abbott Laboratories
as Chirocaine

R©
) in combination with Fentanyl produced as a ‘special’, this combina-

tion was unlicensed and would require stability testing that would take over 12 months.
I had produced a list of desirable characteristics of the final product, which included

the volume of the preparation and the need for distinct labelling and overlabelling. The
group agreed that a volume of 500 mL would be ideal as a single bag would provide suf-
ficient volume for the majority of post-operative patients; thus the bag would not need
changing for the ‘average’ patient. This would reduce the risk of administration errors
and the possibility of contamination from an infection prevention perspective. After
reviewing the literature and in response to the survey of anaesthetist’s current practices,
it was decided by me and the two hospital lead anaesthetists for acute pain that we
would like to have levobupivacaine 0.125% and Fentanyl 4 mcg/mL in a 500-mL bag.

Spending time in the clinical environment raised the awareness of the industry
representative of the need to reduce the potential safety concerns associated with this
‘high-risk’ route and that the new package needed to be distinctly visually different
from the plain local anaesthetic infusion.

Over the next month I undertook an electronic survey of my colleagues in the London
region to gauge interest in a levobupivacaine–Fentanyl preparation. This sample was
convenient as the RCN London Pain Forum meets regularly and has an excellent
electronic format for asking pain-related queries. A number of trusts expressed interest.
I had also been in contact with Abbott Laboratories and had determined that they
had marketing authorisation and were preparing to launch levobupivacaine 0.125%
200-mL bags licensed for epidural use.

Once the stability testing had been completed by Fresenius Kabi, I was approached
by them to review the bag labelling and overlabelling. In response to my comments,
they amended the printing on the actual bag so that ‘For Epidural Use Only’ was
boxed yellow text (no longer black) and agreed that the overwrapper should be dis-
tinctly different from intravenous infusions. I was asked to review a unique striped
wrapper and I agreed that it would make this infusate easy to distinguish from one
for administration by other routes, e.g. intravenous. Of note is that a recent document
from the NPSA patient safety division now recommends the use of colour on bags,
although the example given in this document illustrates the use of bupivacaine and not
the ‘safer’ local anaesthetic levobupivacaine (NPSA 2008).

Drugs and Therapeutics Committee approval

Chaired by a practising medically qualified clinician, our trust committee ap-
proves all new medicines and new formulations together with all medicine-related
documentation (policies, guidelines, prescriptions, etc.). Although standard practice
in all health care institutions in the UK, this committee is often viewed as a major
challenge when expanding a team’s formulary or developing a service. In addition to
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providing a critical appraisal of the evidence together with any projected cost impli-
cations weeks in advance of the meeting, a presentation is required that explains what
the benefits are to the service and to the patient. The publication of the NPSA (2007b)
supported our changes in infusates, although the anticipated expenditure in the budget
was a 10% increase. The committee supported the proposal and tasked the specialist
pharmacist for surgery and pain to deal with supply issues.

The final yellow comprehensive epidural prescription (Figure 5.3) and assessment
document produced by the graphic designer was broadly welcomed by the committee
even though the director of pharmacy did not fully support the introduction of an
additional prescription document. In response to the committee’s approval of the
infusates and the updated documentation, I arranged for a print run of the document
to be ready for the launch of the new infusates in 2 months’ time. This would allow
Fresenius Kabi sufficient time to produce a batch and to publicise the launch of the
new products within the trust.

Safer epidural storage and administration

Until the publication of a draft version in July 2006 of the final epidural alert (NPSA
2007b) the storage of epidural infusates had not been considered a priority by phar-
macy, the PMS or ward nursing staff. It was agreed that the introduction of the
morphine bags for PCA use reduced space in the CD cupboard, but the alert required
separate storage of epidural infusates.

Visits to all clinical areas were undertaken with the ward sister and pharmacist
responsible for each area to identify risks and also to suggest sensible alternatives.
Pharmacy suggested that the plain 200-mL local anaesthetic bags could be stored in a
labelled box in the oral medicines cabinet in each clinical area. It was agreed that the
morphine PCA bags could safely remain in the current CD cabinet alongside oral, in-
jectable and transdermal opioids, whilst the opioid containing epidural bags should be
stored in a separate clearly labelled cupboard that conformed to regulations for CDs.
This meant that each clinical area would need to order an additional cabinet, the dimen-
sions of which was based upon agreed stock levels and available suitable wall space.
CD cabinets in the UK are made to order and there is a 6–10-week waiting time from or-
der to delivery. As I was responsible for the trust response to the alert, I was also tasked
by the director of pharmacy to supervise the mounting of all cabinets by the carpenter.

Challenges in implementing the changes in practice

Business strategy

Determining the financial impact of any new intervention is essential. It requires
an accurate assessment of projected costs and savings and should provide future
projections. Budget holders and business managers must be engaged as they can
facilitate pump priming and assist in the reallocation of funds from one cost stream to
another. A business strategy was developed for both the PCA and epidural projects.
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Figure 5.3 Cover page of Epidural Prescription Chart. (Reproduced with kind permission of
© Royal Brompton & Harefield NHS Foundation Trust.)
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I considered it necessary to produce separate plans as different stakeholders were
involved and the cost of making epidural practice safer was considerable.

The PCA business case included but was not limited to:

� An overview of PCA-related MRAEs and the PCA project from a patient safety
and human factors perspective together with detailed information from clinical
engineering;

� Projected cost of morphine minibags per annum;
� Projected cost of purchase of the fleet of GemStar

R©
infusion devices and dispos-

ables (which included a training package provided by industry);
� Cost of graphic designer to produce final assessment document;
� Print cost of assessment document and PCA stickers per annum;
� Reduction in morphine sulphate ampoule use and dispensing/supply costs;
� Reduction in nursing hours for infusion preparation;
� Reduction in MRAEs related to PCA with subsequent reduction in investigator

hours.

The epidural business case included, but was not limited, to:

� An overview of NPSA recommendations, epidural-related MRAEs and the objec-
tives of the project working group;

� Projected costs of levobupivacaine and levobupivacaine in combination with Fen-
tanyl minibags (and cost savings from eliminating bupivacaine solutions);

� Projected cost of GemStar
R©

fleet expansion;
� Cost of each clinical area purchasing a new CD regulations compliant cupboard

for CD-containing minibags;
� Cost of graphic designer to produce the epidural prescription and comprehensive

assessment document;
� Print cost of the epidural document and stickers per annum;
� Reduction in MRAEs related to epidurals with subsequent reduction in investigator

hours.

Multidisciplinary working

One of the major challenges for me as a specialist nurse was to be seen by some of
the disciplines as the clinical lead for the PMS rather than that post being held by
the traditional anaesthetist. As the work streams of the collaborative working parties
intensified, attitudes changed. Although enthusiasm fluctuated, this positive shift in
attitude advanced as each member gained a more thorough understanding of each
other’s roles. The clinical nurses of the pain service gained through collaborative
working. They developed their knowledge of change and project management plus the
need for engagement at all levels, which is essential for success.

The epidural project was a runner-up for the annual Mallabar Award given by the
Foundation of Nursing Studies and was the subject of a number of interdisciplinary
published papers and conference presentations (Cox et al. 2007; Cox & Scott 2008;
Liew 2008). The comprehensive epidural prescription chart and the patient information



c05 BLBK223-Carr November 13, 2009 14:49 Char Count=

Nurse-led strategies to improve patient safety in acute pain management 87

leaflet (haematomas and abscesses) have subsequently been adapted for use in other
trusts in England and Northern Ireland.

The support of the MSI was invaluable as were the contributions from the nurse edu-
cator (for the development of the multidisciplinary competencies), the specialist phar-
macists and the hospital leads for risk management. The assistance from industry was a
result of collaborative working and an understanding of the needs of industry balanced
by the needs of the end user (the clinician). The increasing awareness of the patient
safety agenda through the NPSA and the Patient Safety First campaign has helped drive
the success of these two projects, although work continues, for instance, on enhancing
the safety of neuraxial delivery systems and medicines packaging and labelling.

Ongoing evaluation and audit

Clinical audit

For projects of this nature, quantitative data were considered to be of most use. Audit
data from the quarterly MRAEs reports and other snapshot audits related to practice
issues continue to be utilised to enhance practice. For example, in critical care the
MRAEs data are fed back to all staff on team days by a presentation from a pain nurse
specialist. This enables clinical nurses to explore individual events and develop agreed
action plans to minimise the potential for recurrence. In addition, it raises the profile
of the work of the MSI, the need to report MRAEs and near misses and reinforces that
reporters of adverse events can do so within a ‘blame-free’ culture.

Specific audits have been undertaken in clinical areas that had been considered
‘high risk’. For example, critical care has seen a reduction in the number and severity
of epidural analgesia events from seven reports in 2001 (43% amber rating indicating
significant patient impact using NPSA criteria), six reports in 2006 to three reports in
2007 (no patients experiencing any significant harm) (Cox et al. 2008).

Other smaller snapshot audits have been undertaken to assess the effectiveness
of the education programme, competency completion and trust policy adherence. A
snapshot audit was undertaken, with data collection repeated daily over a 5-day period,
with all patients in the trust receiving epidural or PCA analgesia were included. Data
collected included that the infusion device was appropriate and programmed correctly,
that administration sets were correct and labelled according to policy and that nurses
had completed the appropriate competencies and had attended the necessary study
days. The results from this audit informed the education programme and necessitated
meetings with clinical educators and the Learning & Development Department to
ensure that competencies were completed and that additional classroom time was
required to facilitate study days.

Service feedback from staff

Evaluation data from the epidural study day were overwhelmingly positive, but it was
suggested that the pain study day could be held over 2 days to allow staff greater
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exposure to practical issues such as infusion device training as recommended by
Cousins (2009).

A multidisciplinary focus group was convened to explore the service needs of trust
users and potential areas that could be improved. This was undertaken approximately
12 months after the introduction of the commercially prepared PCA and epidural
infusates. Staff were divided into small groups and asked to identify the five key
strengths and five weaknesses of the PMS. Apart from the desire by ward nurses to
have a 7-day service from the PMS (which currently has weekend and out of hours
cover provided by critical care outreach and the post-fellowship anaesthetist on call),
the themes were common to all groups and were overwhelmingly positive. It was
encouraging for the PMS team to learn from prescribers, pharmacists and nurses that
the new documentation, infusion devices and infusates were now seen as essential tools.

Comments recorded during the discussion after the group work included:

[N]ot needing to change the epidural bag even after the drains are removed is
brilliant. (Ward nurse)

I feel quite confident to re-programme the PCA pump if I need to change a bag.
I also like to see the patient’s pain history on the front of the chart. . . makes it
easier. (Ward nurse)

I really like the yellow epidural chart. It co-ordinates with the pump and giving
set. (Recovery practitioner)

I can see from the end of the bed if the patient has a PCA or an epidural
because I can see the stickers. I like that. It makes bedside handover easier.
(Ward nurse)

[B]eing able to review previous solution changes and prescribe boluses on
the front of the epidural chart reduces the time it takes to top-up the patient.
(Anaesthetist)

Justifying the advanced nursing contribution

My role as the senior nurse (and lead clinician) responsible for cross trust analgesia
provision meant that I was in a unique position. Working at an advanced level, re-
sponsible for local service provision, I was involved at a regional and national level
in issues related to perioperative pain. I was experienced at interpreting, adapting and
disseminating British, European and international evidence, policies and guidelines
for local use. My managerial and budgetary experience enabled me to write compelling
business plans to support all of these initiatives and to expand the nursing establish-
ment. To raise the profile of the service, the MSI and medication safety in general, I
regularly contributed to local publications, the national nursing press and undertook
conference presentations. This enabled me to raise not only the profile of specialist
nursing within the trust but provided evidence of dissemination to management to
encourage ongoing financial support to the PMS.

Local evidence for the need to change resulted from the trust analgesia-related
MRAEs, which were supported by recommendations from national bodies such as
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the NPSA. To gain support to enhance analgesia safety I needed to be able to make
staff aware of the current levels of risk, adverse event reports and near misses. I
utilised the media attention on fatalities associated with inadvertent intravenous local
anaesthetic administration and the reports of abscesses to drive this project. Sup-
port from the multidisciplinary pain team (nurses, anaesthetists, pharmacists, phys-
iotherapists and psychologists) was fundamental to the evolution and success of the
project.

Conclusions

Providing safer post-operative analgesia using high-risk routes has required a thorough
review of all practices and utilising the skills of the wider team. Improving medication
safety requires a multidisciplinary approach that needs to encompass education, train-
ing and competency-based assessment. To reduce MRAEs, the presentation, ordering,
prescribing, supply, storage and administration must be evaluated and enhanced. The
nursing contribution to this medium-term project in a specialist cardiothoracic trust
has resulted in significant benefits to staff and patients.

The intravenous route for PCA is convenient as absorption of the analgesic is not
dependent upon gastric emptying as a result of anaesthesia and the patient is placed
in charge of their own analgesia delivery. This route is not without risk as evidenced
by local MRAEs reports and repeated errors with preparation and administration of
opioid PCA. These issues are universal and have been identified in the published
literature (Syed et al. 2006; Hicks et al. 2008; ISMP 2008). The standardisation of
PCA prescriptions, the introduction of a commercially prepared infusate and a single
infusion device with imbedded safety parameters have reduced the incidence of PCA-
related MRAEs. The development and introduction of specific documentation has
improved the quality and frequency of pain assessment and highlighted the importance
of a patient’s pain history. The colour coordination of the green PCA documentation
and identifying green stickers has contributed to medication safety.

The development of the MSI led by a champion of risk reduction meant that I
had regular exposure to an interdisciplinary team with shared interests but diverse
knowledge, skills and experience. The enthusiasm and support of the MSI encouraged
me to gain the support of the necessary individuals and teams to drive the changes in
practice that I was able to effect.

I hope this project will encourage others to review MRAEs and develop an action
plan with input and cooperation from the multidisciplinary team, despite the challenges
associated with the Drugs and Therapeutics Committee. My action plan was diverse
from developing patient educational materials in response to media attention through
to gaining managerial support to provide the funds to expand the nursing contribution
and rationalise infusion devices. The benefits of this project extend beyond analgesia
provision. The profile and value of the pain service have been raised as has the need
for greater care to ensure safer prescribing, supply, storage and administration of all
medicines.
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Chapter 6
Developing an acupuncture service
for chronic pain

Ruth H. Heafield, Christine M. Haigh, Christine M. Barnes
and Elaine Beddingham

Introduction

The provision of pain management to those with chronic pain is not as simple as finding
the individual analgesic agent or technique. The person in pain will almost certainly
have other existing comorbidities and receiving a multiplicity of other treatments, pre-
scribed medications and specialist interventions over often many years. During such
varied treatment exposure over such a long time period patients have a high probability
of experiencing ineffective treatments or unbearable side effects, which can lead to
a reduction in their faith of orthodox medicine. Often those with chronic conditions
such as pain will then seek the less orthodox approaches such as Traditional Chinese
Medicine (Thomas et al. 2001). The problem with accessing such treatments is that
there is limited provision of acupuncture within the NHS, and patients often opt to
access private acupuncturists where there may not be the requirement for regulation.
Registration of complementary therapists is still under debate with ministers calling
for statutory regulation of such practitioners to ensure safety. The most recent report
from the Department of Health (DH) Steering Group on the statutory regulation of
practitioners (DH Steering Group 2008) certainly supports regulation as being in the
public interest; however, this has yet to be implemented. Despite the increase in public
interest and demand, many NHS trusts find themselves struggling to provide such ther-
apies within the tight monetary constraints of the NHS particularly as complementary
therapies and specifically acupuncture is seen as an ‘overhead’ to existing services
and therefore is not paid for as a separate entity through the national tariff. This means
that the funding to develop any new acupuncture services will have to be carefully
considered alongside current funding streams and service pressures. This groundwork
is imperative to any acupuncture service development.

The authors have over 30 years’ experience between them of the development of
acupuncture services within the current NHS. The aim of this chapter is to bring
together their expertise and experience, through personal consultations, to provide a
body of knowledge for those considering developing an acupuncture service for pain
management. The advanced nurse practitioner has a key role to play to not only affect
practice in their own area but also influence that of others. The chapter identifies the
three key areas for consideration when developing an acupuncture service. In the first
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section we consider the potential size, referral systems and pathways for the service
and patient journey. This provides the rationale for setting up such a service and how
a service might be developed. An important part of the service development strategy
is how will staff develop and maintain their competence regarding the practice of
acupuncture. This is discussed separately in the following section. Finally, we consider
the clinical governance issues surrounding the safety and quality of the service.

Rationale for setting up an acupuncture clinic for pain management

This section considers the process of referrals, the clinical considerations for the
service and the development of treatment pathways.

Referrals

Acupuncture is available on referral from about one third of primary care trusts in the
UK, usually carried out in NHS pain clinics (Drugs & Therapeutics Bulletin 2007).
A number of general practitioners, nurses and physiotherapists in the community are
now also providing acupuncture themselves in an attempt to provide this treatment
earlier in the patients’ pain management. Acupuncture is used by an estimated 2% of
adults in the UK each year, with less than 10% of provision through the NHS (Thomas
et al. 2006). Patients may be referred for acupuncture by other specialities within an
acute trust, for example orthopaedic surgeons or extended scope physiotherapists.

A key consideration for those setting up acupuncture services, with regard to access
to services, is where will the majority of referral come from. Will the service be
suitably positioned to provide for those patients and the referrers requirements?

Generally, patients are assessed by a multiprofessional team to ascertain that
acupuncture is an appropriate treatment for the type of chronic pain that is being expe-
rienced. Studies suggest that acupuncture may help a variety of pain symptoms, lead-
ing to a reduction in analgesic requirements and improvement in mobility (Filshie &
Hester 2006). Acupuncture is often provided from a nurse (or physio)-led clinics where
the nurse makes an assessment of the pain and decides upon point selection (the point
where the needle is to be inserted), number of needles and length of time for those
needles to remain in place. A discussion of the risks and benefits allows the patient to
provide informed verbal consent and be treated with acupuncture (see also subsection
‘Clinical governance’). The length of consultation needs to take into account the time
required to provide this information and allow discussion of the potential risks and
benefits.

The general approach of NHS clinics, in the UK, for chronic pain management is
to provide the patient with a treatment once a week for between 4 and 6 weeks in
total, followed by review and assessment. Successful treatment can be measured by
continued relief of symptoms or reduction of pain combined with enhanced quality-
of-life measures such as a better sleep pattern and increased function.

What constitutes an optimal course of treatment is not known, as the benefits fade
over time although benefits can be reported up to 6 months after treatment for some
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patients. If patients do not respond after 12-weekly sessions, it is unlikely that they
will respond to acupuncture and other treatment options should be considered and
discussed (Filshie & Hester 2006).

A study by Thomas et al. (2006) demonstrated weak evidence had been found of the
effect of acupuncture on non-specific back pain at 12 months with stronger evidence
of small benefit at 24 months. Acupuncture is generally not seen as a cure for pain,
particularly in the chronically ill, and the service has a potential to expand beyond its
resources if consideration of repeat treatment times and ratios are not calculated into
the service development plan. This demonstrates that it may be difficult to decide on
optimal acupuncture treatment as many variables exist.

Clinical considerations

There are several important clinical considerations when setting up an acupuncture
clinic. These include patient selection, contraindications (absolute and relative), po-
tential side effects and consideration of children and those pregnant. The impact
the service may have on others is considered. It is also important to identify which
types of pain are potentially amenable to acupuncture. Finally, treatment pathways are
described and the different types of acupuncture courses generally available.

Patient selection
A decision has to be made whether acupuncture is the suitable treatment for any given
patient. Many patients may wish to try acupuncture as the media can portray it as
‘a natural, alternative therapy with no potential harmful side effects’. This is not the
case; a careful assessment of the potential risks versus benefits must be undertaken
and discussed with the patient prior to treatment. The main ones are outlined below.

Contraindications
Absolute

� Pregnancy – uterine contractions are stimulated by using acupuncture points.
Specific points are treated by midwives to induce labour and turn babies
who are in the breech position. Tsuei et al. (1977) suggests ‘any patient who
may be pregnant at the time of acupuncture may be at risk of miscarriage’.
Because of these risks and any potential litigation process, the lower abdomen
and lumbosacral region should not be needled during the first 3 months of
pregnancy (Norris 2001). After this period it is down to the local governance
committees to debate the more political issues.

� Fujiwara et al. (1980, cited in Norris 2004) states ‘patients with demand
pacemakers are an absolute contraindication for electro acupuncture’ (a small
current is passed through the metal needles similar to transcutaneous electrical
nerve stimulation [TENS]). Electroacupuncture has been demonstrated to
interfere with a demand pacemaker.

� Patient refusal – an obvious contraindication.
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� Metal sensitivity or allergy – an anaphylactic response may occur and require
emergency resuscitation procedures. Careful needle selection and patient ques-
tioning can prevent this.

� Needle phobia – patients may require use of acupressure as needling is in-
appropriate. Acupressure is the stimulation of acupuncture points using the
fingers and hands instead of needles (Norris 2001).

Relative

� Diabetic patients require caution as skin sensation and peripheral circulation
may be altered, leading to potential skin damage with acupuncture needles, es-
pecially using the hands or feet (Norris 2001). In traditional Chinese acupunc-
ture an extra point exists to treat diabetes; this has been demonstrated during
western investigations. Specifically that acupuncture may alter blood sugar
levels and patients should be warned to monitor their hypoglycaemic status
(Hopwood et al. 1997).

� Recent seizures/epileptic fits – this is debated; however, generally acupuncture
is avoided if patients have had a fit in the last 3 months (Norris 2001). The
use of the fewest number of needles should be used to obtain a therapeutic
response to prevent overstimulation.

� Patients with haemophilia or other bleeding disorders – who may be at risk
of further bleeding from the acupuncture sites and areas treated due to their
clotting dysfunction.

� Infections or broken skin over potential site for needling – risk of introducing
infection through the normal skin barrier.

� Neutropenic patients – due to the increased risk of infection/sepsis.
� Valvular heart disease – due to a risk of sub-acute bacterial endocarditis

developing after needling (Filshie & Hester 2006).

Potential side effects
There is an assortment of possible side effects to acupuncture with varying level of
potential harm. The course of events after an initial acupuncture treatment is always
unpredictable (Campbell 1998). Although relatively minor or rare side effects must
be discussed, the main ones for consideration are outlined below:

� Temporary increase in pain – some patients will report worsened pain after each
treatment, which may continue for 1–2 days. Patients require information about
taking simple analgesia as appropriate. This increase in pain does not usually last
long and may be due to over vigorous treatment. Some schools of thought see
increased pain as a positive indicator that there will be a therapeutic response
(Campbell 1998). Generally a reduction of the number of needles used will lessen
the intensity of the pain.

� Pneumothorax – this should be avoided by good anatomical knowledge, a high
degree of caution in the needling of points on the thorax and in the anterior and
posterior triangles of the neck with particular attention to the depth and direction of
needle insertion. Treating areas around the intercostals spaces, paraspinal areas and
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supraclavicular regions have resulted in damage to the pleura, leading to bilateral
or unilateral pneumothorax. This is a key area of the practitioner training.

� Cardiac tamponade – care and prevention must also be taken not to needle deeply
over the sternum as 8% of the population have foramen sternale where the central
portion of the sternum fails to ossify during adolescence. A membrane covers the
sternum instead of bone and if needled at point CV17, it could result in trauma to
the pericardium and cardiac tamponade (Norris 2001).

� Bruising at the needle site – withdrawal of the needle may be followed by slight
bleeding easily stopped by applying light pressure. A bruise or haematoma may
appear. Patients just need to be warned routinely about this potential problem to
prevent distress.

� Sickness/nausea – this may be due to apprehension and anxiety about the acupunc-
ture treatment. An acupuncture point exists to treat nausea if this becomes a
recurring problem – P6.

� Dizziness/fainting – patients should initially be treated lying on a bed or couch in
case of vasovagal reactions or transient hypotension.

� Drowsiness – up to 9% of patients feel drowsy during or after the first treatment
(Filshie & Hester 2006). Warnings must be given about driving home after treat-
ments. However, drowsiness generally decreases gradually with repeated treat-
ments.

� Nerve irritation – caution is required not to pierce or damage nerve tissue during
deep needling. Such injuries are rare; however, needling around the fibular head
(GB34 point) has resulted in complete paralysis of the nerve and foot drop has
been reported in at least one case (Sobel et al. 1997, cited in Ernst & White
1999).

� Broken or bent needle – needles must be inspected before use and any bent or
suspect needles discarded. Patients may move during the time when the needle is
left in place, instruction is needed to prevent needle being pushed in further by the
patients’ movements. Needle breakage is very rare with the advent of disposable
pre-sterilised needles. The weakest area is where the handle joins the shaft; needles
should never be completely inserted to the end of the shaft, but rather longer
needles selected. Breakage can occur with any forceful insertion or manipulation;
the practitioner must ensure any suspicion of breakage is reported as it may
require a surgical removal.

� Needle lost or miscounted – when needles are removed, they should be counted
and checked against the introducer/packets in the consultation room to ensure that
the same number is removed as inserted. Clear documentation to record number
used specific areas of the body treated will help ensure needles are not missed and
left in the patient.

The practice of acupuncture is not risk free; however, avoidance of predictable
adverse events can be minimised by appropriate training and local guidelines to support
practice, as discussed later. This is supported by Kaptchuk (2002), who discusses ‘the
combined data from prospective and retrospective studies that indicate acupuncture is
a very safe intervention in the hands of a competent practitioner’.
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Children
The focus of this chapter is acupuncture in adults; however, it would not be complete
without mentioning the position with children. A factor to consider is that children are
generally afraid of needles and acupuncture involves insertion of fine gauge needles.
Kemper et al. (2000) study showed ‘that paediatric patients with chronic pain that
was unresponsive to mainstream treatments found acupuncture pleasant and helpful’.
It has been suggested that acupressure could be used as a substitute for needles in
children to reduce anxiety (Lao 1996).

Pregnancy
Randomised controlled trials have concluded that acupuncture is an effective treatment
for women who experience nausea in early pregnancy (Smith et al. 2002). This is
supported by Cummings (2003), who states ‘medical doctors are always cautious and
will generally use one point only (P6) as treatment’. The caution derives from concern
that spontaneous pregnancy loss may be attributed to acupuncture by the patient if
performed before the event whether there is conclusive evidence for this or not.

Acupuncture has been demonstrated as a useful treatment for back and pelvic pain
during pregnancy (Thomas & Napolitano 2000, cited in Cummings 2003). Cummings
(2003) states that acupuncture should not be classed as a contraindication in pregnancy
and describes a case report where six treatments of acupuncture were given for low
back pain before pregnancy was confirmed. The patient wished to carry on treatment
as it was the most effective treatment for her pain. He also goes on to say that at
the time, there were no case reports of pregnancy-related adverse events attributed
to acupuncture and no known cases of litigation. The inclusion of pregnant women
in the service requires careful consideration of patient suitability if any doubt about
potential side effects (Myatt 2005). The most important thing is that the woman is
well informed of the state of the evidence and consented appropriately.

Impact on other services
Many patients may seek acupuncture as a treatment when other conventional treat-
ments have failed and may not be trusted due to their inability to provide a ‘cure’
(Burman 2003). Patients receiving acupuncture that is effective at reducing chronic
pain and providing an enhanced sense of well-being may choose the option of fewer
medical treatments such as epidural injections, or take regular prescribed medication
due to onset of side effects.

Ratcliffe et al. (2006) state ‘acupuncture treatment for persistent non-specific low
back pain confers a modest benefit to health, as measured by quality adjusted life years
(QALYs), at relatively minor extra cost to the NHS compared with usual care’. This is
supported by Heller (2004), who states ‘people who use complementary therapies are
often enthusiastic about them and expect access through NHS services’. As a result
innovative and imaginative solutions are needed to allow NHS budgets to incorporate
such treatments.

The same patient may wish to have regular treatments of acupuncture, which
will require an appointment system with regular sessions and flexibility. This needs
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planning and managing to ensure patients can gain access in a timely manner rather
than having to wait for extended periods between treatments.

Integrating acupuncture into mainstream services is difficult when orthodox treat-
ments are evidence based and are provided through statutory health care. However,
the roles of ‘consumer groups’ that use the service are gaining more encouragement
with stronger government support (Heller 2004).

Consideration must be given to the long-term impact of such a service on existing
services. Can the existing service really support an acupuncture clinic longer term?
Are there adequate resources to provide both the existing and acupuncture services? If
not what parts of the current service will be lost to provide it and which has the stronger
evidence base of clinical effectiveness? If the service is going to be underresourced,
the question must be asked: Is it really in the patients and communities best interest
to develop a new acupuncture service?

Types of pain
Increasing evidence from systematic reviews are starting to show that acupuncture
can be effective for the treatment of headache, fibromyalgia, osteoarthritis of the
knee, epicondylitis and low back pain (Filshie & Hester 2006). The service may be
developed and triaged to those conditions with the stronger clinical evidence as a way
to decrease oversubscription.

Acupuncture is used to treat a variety of chronic pain conditions, as outlined below
with the brief evidence available:

� Headache – migraine, tension or cluster. A randomised controlled trial by Coeytaux
et al. (2005) demonstrated ‘that a course of acupuncture treatments improved
clinical outcomes among patients with chronic daily headaches beyond what would
be expected from speciality medical management treatments’.

� Fibromyalgia – generally fibromyalgia has not been supported through trials found-
ing it of no real benefit over placebo (White et al. 2006). This is often conflicted
by patient reports that verbalise general benefits such as positive sleep and mood
effects impacting on their quality of life.

� Osteoarthritis of the knee – Tukmachi et al. (2004) showed ‘that manual and elec-
troacupuncture causes a significant improvement in the symptoms of osteoarthritis
of the knee, either on its own or as an adjunct therapy’.

� Epicondylitis – a study by Fink et al. (2002) demonstrated ‘that acupuncture with
correct location and stimulation according to TCM seems to alleviate pain and
improve function in epicondylitis’.

� Low back pain – Brinkhaus et al. (2006) demonstrated evidence ‘that patients with
chronic back pain who receive acupuncture experience clinically relevant benefits
compared with patients who received no acupuncture’.

� Cervical and shoulder pain – a study by Ga et al. (2007) compared acupuncture
needling to injecting lidocaine into trigger points situated around the trapezius
muscles of the neck. This concluded that patients developed reduced long-term
pain and greater range of movements in the elderly participants having acupuncture.
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� Facial pain – trigeminal neuralgia, temporomandibular pain – a study by Smith et al.
(2007) demonstrated that acupuncture had a positive influence on the outcomes of
temporomandibular joint myofascial pain compared to ‘sham’ acupuncture.

Treatment pathways

The treatment pathways for acupuncture are varied without good-quality evidence on
which to base the services. The course and frequency of treatment sessions varies
according to patient preference, provider beliefs, e.g. western or eastern approach,
and resource available. A patient paying for treatment privately may decide to access
treatment more or less frequently according to their ability to pay, whereas a patient
may continue to have treatment, despite little benefit, if receiving it within the NHS.
It is important when considering setting up a service to take into account all of the
above factors and make sure that treatment sessions are evaluated to ensure efficacy
and the most appropriate treatment pathways for the individual. It is also important to
remember that acupuncture is a part of the patients’ overall pain management plan and
fragmentation of services, i.e. patients having to move between providers for parts of
their treatment, e.g. accessing acupuncture privately from one provider and attending
for other pain interventions simultaneously with another provider, which can cause
confusion, duplication and unnecessary complications.

The core components of an adequate protocol seem to be attention to the number
of needles used, the needling technique, specific elicitation of a needling sensation,
the number of treatment sessions and the experience of the acupuncturist (White et al.
2008).

The majority of pain services within the UK provide a combination of acupuncture
courses and ‘one-offs’ or single top-up sessions. These are briefly described below.

Treatment courses
Patients are generally offered a course of acupuncture with one treatment per week
over 4–6 weeks. White et al. (2008) describe ‘the effects of acupuncture are complex
and more than simply needling specific areas with individualistic plans of treatment
including lifestyle advice’. This should be built into the initial development process.
The study went on to propose ‘the definition of dose as the physical procedures
using one or more needles, an account of the patients responses (sensory, motor,
affective and cognitive), different doses are needed for different conditions’. The
study concluded that research is needed into what constitutes an adequate dose of
acupuncture. Treatment goals should be pain relief/reduction without adverse side
effects and improvement of the patients’ well-being, activity and sleep.

The acupuncturist will assess the patient’s pain and decide on the appropriate area
to treat and number of needles required at the first session. Needles are placed into
the skin and left in position for between 10 and 20 minutes depending on the pa-
tient’s response. Campbell (1998) states ‘stimulation of the needles may be used by
some acupuncturists. Manual stimulation is applied by rotating, lifting and lowering
the needles in the tissues. The decision to use stimulation is an individual matter
and acupuncturist’s opinions will vary’. Patients may report aggravation of pain after
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overstimulation and have a reduced therapeutic response. Kong et al. (2002) demon-
strated ‘results have been found using functional MRI (magnetic resonance imaging)
that demonstrates how acupuncture stimulation can modulate the activity of the lim-
bic system and other neural activity’. Such information may help refine acupuncture
treatment protocols to achieve maximum clinical efficacy; however, the authors of this
research conclude that far more work is needed to investigate the correlation between
brain activity patterns and acupuncture stimulation.

Whilst the needles are in position, the patient is generally given a selection of
relaxation music and covered with a sheet or gown to maintain dignity and retain body
heat. Patient positioning is paramount to help relaxation and comfort – either lying on
a couch or sitting on recliner chairs.

A number of patients will develop temporary increased pain at the first session
and these patients often continue to require courses of treatments to allow their initial
increased pain response to develop into an overall pain reduction. Interestingly, these
patients will often state the pain reduction does not become noticeable until the third or
fourth week of the course. Such changes can be monitored using recognised pain tools
and clinical question and answering techniques to assess the patient’s pain reduction
alongside increased activity levels, quality-of-life indicators and any reduction in the
amount of analgesia required.

The clinician discusses the risks and benefits of acupuncture and a patient infor-
mation leaflet is provided for them to take away. Clear explanation is always given
that acupuncture is not a ‘cure’ for their pain. However, there are a number of pa-
tients who develop a very positive response immediately. This needs further study
to gain understanding, as pain reduction may be due to a number of factors other
than the acupuncture itself – the environment and ambiance of the clinic, confidence
with the acupuncturist, the extra help and support they receive regarding lifestyle and
medications or even the access to someone who seems to understand their pain.

Top-ups or one-offs
These are single acupuncture treatments generally suitable for patients who experi-
ence pain reduction immediately following their first session of a course. The same
principles apply in relation to assessment, number of needles, length of time in situ and
patient comfort and positioning as discussed above. Generally ‘top-ups’ are provided
around every 8–10 weeks.

The lack of agreement of what is an adequate acupuncture treatment will always be
an obstacle to good patient care and further research (White et al. 2008). However, a
decision will have to be made regarding the type and number of sessions the service
will provide locally.

Here lies an extremely difficult situation and it becomes hard to find a solution that
meets each individual patient’s expectations. White et al. (2008) clearly state ‘clinical
experience strongly suggests that responders and non-responders exist and this has
long been recognised in animal studies and may have a genetic basis’. Resources are
limited throughout the NHS and acupuncture is not without potential complications;
therefore, if patients are unable to describe any difference in their chronic pain,
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quality-of-life indicators or general increased sense of well-being, then acupuncture
will be unsuccessful and not repeated.

This can be very difficult for patients to accept as they may have had unrealistic
expectations from either other health professionals or family members regarding the
success of acupuncture or the potential longevity of treatment. Setting standards and
devising policies to evaluate the effectiveness of individual treatments can provide
objective assessment and equitable access to the limited resource.

Staff development: education and maintaining competencies

Recent shifts in the public’s perception of the health care professions has led to
the expectation that patients and clients are no longer passive recipients of care
but equal partners who demand knowledge and agreed standards of education and
practice from health care professionals. For health care practitioners, governance and
professional regulation is now focused on patient safety and patient choice. The setting
and monitoring of standards for education and continuing professional development
(CPD) means that health care practitioners are now required to document and provide
evidence of their learning. These documents provide the evidence for the knowledge
and competence to provide safe, evidence-based care for patients and clients. However,
there has been little pressure on complementary medicine practitioners or organisations
to reach or provide set standards of education (Mills 2001).

Foundation training

Education of health care practitioners who practise acupuncture will vary depending
on the area in which they work and this is reflected in the Statutory Regulation of the
Acupuncture Profession, the report of the Acupuncture Regulatory Working Group
(2003), which found that acupuncture education reflects the diversity of professional
contexts in which acupuncture is practised within the UK. There is also variation in
the approaches to education and CPD of different professional groups.

Acupuncture programmes of study vary in content, academic level and application.
The choice of foundation training for nurses wishing to practise acupuncture for pain
management should be carefully considered. Many complementary medicine organ-
isations offer courses of study, and these organisations are recognised as equivalent
to professional bodies. They publish codes of ethics and practice that are accepted
by health care professionals and the NHS. However, the current situation of self-
regulation may not be tenable, and organisations may soon be required to develop
more rigorous standards and objectives in the programmes of education they offer
(Mills 2001). Some courses offered are medical in emphasis and content and based
on the Western philosophies of health care. Others may provide courses of study that
are based on the traditional Chinese approach to acupuncture. A balanced approach
is essential (Shifrin 1995), and educational programmes should have emphasis on
the context in which acupuncture is practised. A suggested core syllabus for any
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Table 6.1 Suggested core syllabus for any programme of study for the application of acupuncture by
nurses in a chronic pain clinic

� Global history and philosophy of acupuncture
� Understanding health and ill-health
� Knowledge of causes and presentations of chronic pain and common pain syndromes
� Assessment skills
� Knowledge of acupuncture points
� Needle selection and insertion techniques
� Stimulation techniques
� A workable knowledge base of anatomy and physiology
� Indications for treatment
� Contraindications to treatment
� Risks
� Patient medications
� Care planning
� Professional responsibilities
� Ethics
� Evidence base and best practice
� Policy development
� Service development
� Continuing professional development
� Knowledge of resources and sources of information

programme of study for the application of acupuncture by nurses in a chronic pain
clinic is outlined in Table 6.1.

Although the underpinning theoretical knowledge is essential, it should be remem-
bered that acupuncture is a practical skill, and any programme of education should
include a large component of practical application to enable students to apply theories
and techniques learned in the classroom to practise.

Supervisors on these programmes of study should be experienced practitioners
who have wide knowledge and experience of the application of acupuncture, and
of supervision and mentorship of health care professionals. Students undertaking
acupuncture courses are often inexperienced and anxious at first when assessing
patients and practising their acupuncture skills; therefore, confident, expert supervision
is essential to enable practitioners to develop competence and expertise.

Nursing and other health care professionals have adopted the development of port-
folios as a method of documenting and assessing practice in the last decade (Ball et al.
2000). There is continuing debate about whether this method of reflecting on and
documenting practice provides evidence of learning and professional development;
however, it is generally accepted that structured and supervised construction of a port-
folio enables students to critically reflect on and develop their practice, and this may
be appropriate for students of acupuncture.

To overcome the problem of relevance to the specific health care setting and pro-
fessional issues in nursing, specialist nurses in some pain management services have
designed and delivered courses ‘in-house’. These courses of study have been sup-
ported and accredited by a higher education institution that is able to provide academic
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guidance and standards on theoretical components of the course and any assignments,
portfolio development and assessments of practice undertaken by students and su-
pervisors during the programme of study. It is possible to develop programmes of
study that are holistic in approach and balanced educationally to provide knowledge
of philosophies on complementary therapies and their place in modern health care,
including traditional Chinese and Western practice and theories in medicine. On com-
pletion of foundation training, practitioners are then able to apply knowledge of all
theories and traditions that govern the practice of acupuncture to achieve optimum
evidence-based care for patients and clients.

The possibility of future regulation of practitioners of complementary therapies has
resulted in a reduction of choice for many practitioners over the type of programme
of study they wish to undertake, as there is currently uncertainty surrounding how
regulation of practitioners and education, and how standards will be set and monitored.
Until there is more clarity, established organisations will continue to be the only option
for new practitioners to access education as possible alternative providers wait for the
outcome of the work of the DH Steering Group from May 2008.

Continuing professional development

This section explores the importance of the educational preparation to prepare practi-
tioners undertaking acupuncture. The role of interprofessional learning in this is also
discussed.

The support and mentorship of already qualified practitioners is important, as many
students experience anxiety initially as they may feel that they lack knowledge on issues
such as point and needle selection and insertion. However, this can be overcome by
providing supervision from experienced practitioners. Experienced nurse specialists
are often able to offer support and supervision for the practice and development of
acupuncture for pain management. Networking between pain management services
can be a useful way to gain support and supervision for practice.

Professional development, professional issues and professional relationships are
an important element of any programme of study for nursing practice. The Code of
Professional Conduct (NMC 2004) states that practitioners must act at all times in
the best interests of the patient. It is the responsibility of all registered practitioners
to ensure that their skills are current and fit for purpose (NMC 2004). Therefore, it
is the responsibility of the practitioner to remain competent to practice by updating
their knowledge through reading literature and seeking supervision to update practical
skills. This is equally important for experienced practitioners who will be providing
supervision and support as for students and new practitioners.

Nurses practising acupuncture should give careful consideration to the education
and CPD of all health care practitioners who will be working in the area. This will
generally be registered nurses, but in some acupuncture clinics, health care assistants
may be carrying out duties such as removing and disposing of needles, and the ed-
ucational needs of this group of workers must also be addressed. This will include
issues such as infection control, health and safety legislation, policies and proce-
dures, as well as patient care and well-being. Registered practitioners must accept that
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they remain accountable for any duties that they delegate to unregistered health care
workers.

It is vital that senior clinicians and managers of pain services provide the cul-
ture, environment and structure for CPD to be practised and provided (Price 2007).
Practitioners of acupuncture should be given the opportunity to continually develop
their skills and knowledge in a safe learning environment that positively encour-
ages personal and professional development and which in turn will lead to excellent,
evidence-based practice. Development of practice through research and audit is also
an important consideration, and CPD should also include education to enable practi-
tioners to implement research and audit projects to support service development.

In line with current policy (DH 2001), the concept and culture of lifelong learning
will become increasingly important within the NHS (Tait & Cummings 2004) and are
seen as an integral part of CPD (Howatson-Jones 2003). The need to develop lifelong
learners is seen as imperative to the delivery of clinically effective care by staff who are
able to think, reflect and demonstrate their professional development (Gill 2007). The
educational needs of staff are changing, and any new regulatory framework will need to
take into account that traditional methods of delivery of programmes of learning may
not be appropriate in the twenty-first century. An example of modernising education
and professional development may be designing of e-learning packages (Gill 2007),
which are flexible and take into account different learning styles and circumstances of
students.

Interprofessional learning and working

The original working group (Acupuncture Regulatory Working Group 2003) states
that any regulation must not limit the use of acupuncture to the extent that the current
drive towards interprofessional learning and practice (DH 2001) is limited. The con-
cept of interprofessional learning seems to be particularly relevant to the practice of
complementary medicine as, particularly within the NHS, complementary therapies
are rarely practised in isolation, and professional groups will need to develop methods
of learning and working together to enable delivery of clinically and economically
effective, evidence-based practice which has the patient or client at the centre of their
care. The philosophies of shared care and collaboration between professions inherent
in the concept of interprofessional learning and working (DH 2001) and their rel-
evance to clinical practice continue to be poorly understood (Kenny 2002), but the
opportunities for the concept to improve understanding and relationships between the
professions, and so increasing service user partnership, participation and effectiveness
of care are in keeping with the philosophies underpinning the learning, practice and
development of complementary therapies.

Clinical governance

The final section of this chapter considers the importance of clinical governance and
how policies and procedures need to be developed to provide a robust framework to
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support acupuncture services. According to the NHS Clinical Governance Support
Team, ‘clinical governance is the framework that helps organizations provide safe and
high quality care’ and ‘brings together all the activity that contributes to the clinical
service provided to patients.’

They also suggest that the key characteristics of ideal health care are that it
should be ‘safe, effective, patient-centered, timely, efficient and equitable’ (NHS
Clinical Governance Support Team, http://www.hqip.org.uk/clinical-audit-handbook/,
accessed February 2009). These characteristics aim to avoid injuries, are based on sci-
entific knowledge, should consider individual preferences and should provide the same
quality of care to all, regardless of age, gender or ability to pay.

These characteristics obviously apply to any patient care situation, but this will
focus on the implementation of clinical governance standards when setting up an
acupuncture clinic for chronic pain management.

Prior to setting up the clinic in a new setting it is important to ensure that there is
a robust system of clinical governance in place. Clinical governance will incorporate
patient information, consent, policies and procedures, as well as a complaints system
that is easily accessible. These systems ensure that patients are safe when undergoing
their treatment and need to be proactive. It is not an acceptable practice to wait for
something to go wrong before ensuring that there is a system in place to be able to
deal with it, but can also help in the prevention of an untoward incident occurring in
the first instance.

Policies and procedures

There are several policies that should be considered prior to setting up the service.
Some suggestions could be:

� How long the treatment will continue if the patient has had any benefit from it. It is
important to ascertain from the outset whether the service will provide acupuncture
treatment indefinitely, or whether the acupuncture will be given for a set number
of treatments, with a plan for future care.

� The referral process to the service, including who can refer, and which patients
could be referred. In this policy it is important to stipulate that the acupuncture is
only performed for patients who have chronic pain.

� Procedures should cover aspects such as:
◦ technique
◦ training
◦ practice development and practice updates.

All policies and procedures will need to be ratified by the clinical governance team
responsible for the trust to ensure that all parties are protected. The building blocks
of a sound governance framework will incorporate attention to audit procedures, doc-
umentation, patient information, consent, safety/risks, insurance, patient complaints
and communications.
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Audit

Audit has an essential part to play in setting up an acupuncture clinic. Audit is one
way of being able to find out what patients feel about their care, as well as being able
to specifically identify any common themes or problems that may occur. Many tools
are available to audit the service including assessment and evaluation questionnaires
and computer software based on pain levels and quality-of-life indicators.

Documentation

Another aspect of patient safety is documentation. Again there must be clear guidance
about the format of the documentation and what is the most appropriate way of
documenting the patient care. It is important that everyone agrees on the format,
whether there will be a generic form, or if the staff feel that it is more appropriate to
write each patient episode individually.

Patient information

Patient information is of vital importance. This must be clearly written, easy to un-
derstand and of good quality. The information that the patient receives must highlight
the way that the treatment is thought to work, as well as the risks and benefits of
acupuncture. This will help in the process of gaining informed consent. Considera-
tion must be made regarding the format and language of the information provided
based on the diversity of the local community. Patient reader panels are key in this
process.

Consent

It is obviously important to gain patient consent prior to the treatment starting. Again,
clear guidelines must be agreed on the format that the consent will take. There needs
to be liaison with the appropriate clinical governance and patient safety teams to
ensure best practice in gaining consent. Is it acceptable to assume that if the patient
has attended for their appointment, has undressed and is lying in a position then that
would lead the health care professional to think that the patient wanted the acupuncture
treatment? Or, is it more appropriate to set up a system of gaining written consent
when the patient attends for the treatment? This issue must be clarified with clinical
governance.

Insurance

If all policies and procedures are ratified by clinical governance and are adhered
to during practice, the acupuncturist is protected by vicarious liability through their
employing body.
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Safety and risk assessments

The safety and risk assessments must include ensuring that the actual environment is
safe and appropriate to carry out treatment. It must also include assessments to ensure
that the acupuncturist can ascertain that they can work in a safe environment. The
acupuncturist can potentially spend a lot of time on their own, during the assessment
and treatment of the patient, and if the acupuncturist feels in any way threatened by
the patient, they need to know that they can raise help, if needed. The environment
also needs to be patient-friendly. By nature of chronic pain, the patients who attend
for acupuncture may have substantially reduced mobility, so the department needs to
establish ways in which patients can access the department and the treatment areas. It
is important to be able to provide a safe and comfortable environment for all people
attending the department.

Complaints system

The Government has produced a toolkit ensuring good practice in managing com-
plaints at a local level (Department of Health, 2009). Again, although this is for all
aspects of the NHS, it can be applied to an acupuncture service. Complaints about
the service should not be seen as a threat, but should be seen as a way of gaining
feedback and making improvements when able. The complaints system should be
easily accessible to all.

Liaison and communications

An accessible complaints system should be part of a wider communications system
between the service provider and the service user. It is important that patients have the
opportunity to comment on aspects of the service that they feel are helpful as well as
areas for improvement. This can be achieved by providing a focus group, which is a
group of five to eight, facilitated by a member of staff, preferably someone who does not
provide the acupuncture service. Focus groups can take the format of a conversation,
and one benefit of this is that patients can discuss various aspects which they feel
important, as they are led by comments which other patients make. The facilitator must
be skilled in making sure that one person does not take over the whole session, therefore
not allowing others to have their say. It is also important to ensure that patients do not
use the group as a way of venting their anger, or grievance to a captured audience, so it
is important that the facilitator lays down ground rules before the conversation starts.
Ideas or points raised during the discussion are then recorded and fed back to the service
providers. They can then be acted on, where appropriate. To ensure that the patient
is kept at the centre of their care, there must be a robust system of communication
between the service provider, the patient’s general practitioner, the referrer (if different
from the general practitioner) and any other relevant health care worker.

Although acupuncture is relatively safe and has few contraindications, it must be
viewed as a treatment modality alongside medications or invasive procedures. Because
of this, all health care providers should be made aware that their patient is receiving
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this form of treatment so that it can be viewed as part of a package of treatment for
chronic pain.

Conclusions

The development of any new service requires careful consideration of the political,
clinical and governance issues; therefore, advanced skills are required to understand
and manage the complexity of issues during negotiation and implementation of such
services. The development of an acupuncture service in the current climate requires
all these skills and more. The nurse must be aware of the current funding pathways
and ensure that the service is sustainable and appropriately placed linking into existing
services to serve the best interests of the clients. The educational aspects of staff train-
ing and development are crucial for the development and maintenance of the service.
This is of particular importance currently as mandatory registration for acupuncture
is, as discussed earlier, a hot political debate. Careful consideration must also be taken
to identify the potential risks of the service and systems put in place to minimise those
risks and record and manage any untoward incidents.

Editors’ note

This chapter takes a slightly different stance by providing an overview of developing
an acupuncture service for people with pain. The lead author initially developed
the service but later worked with others as they developed their own services. It
emphasises the importance of not only developing a service, but sharing best practice
and supporting others to develop new services. The importance of providing coaching,
mentoring and consultancy for other colleagues to facilitate their service development
reflects yet another level for those involved in advanced practitioner.
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Chapter 7
The advanced nurse practitioner:
developing alliances

Ruth Day and Dee Burrows

Introduction

The provision of services in the health sector in the UK is changing rapidly. The
advanced nurse practitioner (ANP) is in a position to influence, and be influenced
by, this evolving landscape. This chapter explores how some of these services have
developed and considers the challenges and opportunities presented. This is done by
using models from the business sector, particularly those that consider the role of
the entrepreneur within the development of alliances. The vignettes presented will
show how the competencies of ANPs place them in an enviable position to develop
alliances. Throughout the chapter the challenges facing nurses who are looking to
develop services in this way will be faced. Finally, a number of key resources are
identified.

Alliances and strategic alliances

An alliance can be described as an agreement between two or more people (or groups)
to enable them to work towards something they have in common. A strategic alliance
is seen within the business world where two or more companies make a formal
agreement to harness ‘each other’s core competencies in order that each can maximize
the opportunity to implement their strategic intent’ (Adams 2001).

Strategic alliances are rapidly becoming a method of joint venturing used widely in
the business world, growing rapidly since the 1970s. In essence they are partnerships
in which businesses combine their efforts in ‘a business-to-business collaboration’
(Kautz 2008). Strategic alliances rely upon establishing business networks and are a
model used by many large companies, such as the airline industry. In health care –
particularly in the USA – alliances have been formed between clinicians, academics
and the pharmaceutical industry (Kennedy & Bormann 2006). Within the NHS we have
seen large-scale alliances within PFI (private finance initiative) projects. However, the
underlying approaches are not constrained to large business. Entrepreneurial nurses
can adapt and use many of the methods in developing new and innovative services
both within and out with the NHS.

113
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Changing workplaces

The last 10 years has been a time of great change in the politics and service provision
of the NHS. There are openings for nurses to manage services in primary care, to work
autonomously in walk-in centres and to set up their own businesses, some becoming
partners in business with GPs (Crombie 2006). It is probably within primary care
that change has been the most obvious. To some extent this is not surprising, as
GPs are private contractors to the NHS, but big, multinational companies are now
bidding for GP service contracts from PCTs. This is producing a very mixed response
from health care professionals and patients (Arie 2006). However, with changes in
purchasing, the opportunities for developing new ways of delivering pain services
have never been greater. One example within the NHS is in the growing development
of ANPs or nurse consultants taking the lead in moving chronic pain services into
primary care from their traditional place in secondary care, as seen in other chapters
in this book. There is also an expansion of pain services within the independent sector
(Burrows 2006). Private health care facilities (such as BMI hospitals) have often
provided an interventional chronic pain service but few, if any, provide a full range of
pain services. The recent expansion of independent pain services has begun to address
this gap.

Skill acquisition

What skills are needed to identify gaps in service and advance practice in this way?
Wallace (2004) suggests that there are four areas in which skills should be developed
(see Table 7.1).

The UK nursing literature has much on leadership – mostly within clinical
situations – but little on entrepreneurship or the development of alliances. This lack of
literature was noted by Traynor et al. (2006) who state ‘the international empirically
based literature on this topic is very small suggesting that many aspects have not been
objectively examined. The narrative and descriptive accounts by entrepreneurial nurses
are more common but not extensive’ (p. 72). However, many of the skills described

Table 7.1 Skills development based on Wallace (2004)

1 Know yourself Maximise your ability and capacity to do work and perform
tasks – analyse your own organisation

2 Know your plan Develop a bridge to close the gap between the present and a
future entrepreneurial venture – planning is essential

3 Know your universe Maintain harmony between your strategy and the constraints of
the area in which you plan to work – understand the wider
environment in which you and your potential partner work

4 Know your resources and
make them your own

Investigate others’ successes and failures – this will increase
your odds of being successful
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in nursing literature as ‘leadership roles’ have a good fit with the categories outlined
by Wallace (2004). Perhaps there is something about language here. Do nurses who
develop new services see themselves as leaders or as entrepreneurs? We suggest that
there is a subtle difference – a leader may take a team into an area which is new for
his or her team, but follow a path which has been trodden previously. Conversely, an
entrepreneur sees or develops an area which has not been worked in that particular way
before. Both will need similar skills – they may both need to develop alliances with
others, for example, but the entrepreneur will not have as much guidance available.
ANPs certainly need the skills of a leader, but we believe that some will also have the
making of an entrepreneur. Hughes et al. (2006) identify some of the skills required
for entrepreneurship in policy development. These include developing activities that
lay the groundwork to allow new concepts and proposals to emerge. They suggest that
a key activity is influencing people and events within different organisations and at
various levels within these organisations to both use and create opportunities. There
is a similarity here with the concept of strategic alliances outlined in our opening
paragraph.

The report by Traynor et al. (2006) suggests that the term entrepreneur is usually
associated with the business world and wealth creation. They find an overlap with
nurses working as entrepreneurs, as intrapreneurs (an employee who behaves in an en-
trepreneurial way within their organisation) and social entrepreneurs (those who apply
enterprise and imagination to social, rather than wealth, creation). This movement into
social enterprise is growing in the NHS, and the King’s Fund has suggested that staff
who want to compete in these areas may have to develop non-profit-making social
enterprises (Arie 2006). Further information about social enterprises can be found via
the Social Enterprise Coalition website (http://www.socialenterprise.org.uk/, accessed
25 February 2009). Of note, the coalition defines social enterprise as organisations
whose ‘aim is to generate profit to further their social and environmental goals’ rather
than shareholder value. It is possible that in health care, nurse entrepreneurs might in-
corporate social enterprise activities into profit-making organisations. In other words,
the two do not need to be mutually exclusive.

This chapter will use three real-life vignettes to explore how ANPs can enable
new ideas to emerge, create opportunities and develop alliances, using intra- and
entrepreneurial skills. Their impact will be explored from a variety of perspectives.

Developing entrepreneurial services in pain management

There are a number of nurse-based organisations that can assist nurses thinking about
becoming more strategic and entrepreneurial in their outlook. Largest among these
is the Royal College of Nursing, which has a Nurse Entrepreneurs Group which is
a subgroup of the RCN Nurse Managers Forum. The group meets to offer support,
networking and occasional workshops to discuss the practicalities of working inde-
pendently. There is also a publication ‘Nurse entrepreneurs: turning initiative into
independence’ (RCN, 2007). Although not focused on pain specifically, there is some
general practical advice for those thinking of setting up in business or wanting to read
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more broadly. The group has also developed an online forum to improve and assist
with communication and networking amongst members.

More recently Entreprenurses has been established. They describe themselves as
‘a Community Interest Company which is a type of social enterprise. What that
means is we want to change the world and we want to do it in a businesslike and
entrepreneurial way.’ Further information about this group can be found on their
website (http://www.entreprenurses.net/about/index.php, accessed 25 February 2009).

Outside of the nursing world, organisations such as Business Link, local Chambers
of Commerce and the Federation of Small Businesses can provide useful support
and advice. In addition, associations such as LinkedIn, the Athena Network and
Everywoman offer networking opportunities. In the pain world, membership of local,
national and international societies and forums are a must for those wanting to consider
the formation of alliances to advance practice.

As discussed above, recent changes in the commissioning and delivery of health
services make it more feasible for small ventures to provide local services responsive
to local need. Alongside this, there are a growing number of empowered patients who
research conditions and treatment prior to visiting health care providers. We suggest
that this may also have an influence on service provision. Although pain management
does not seem to have been a high priority at government level, it is something which
is regarded as very high priority at a personal level. Alliances at the local level with
empowered patients may well have an impact on service provision by highlighting the
need.

Identifying needs

Identifying need is a key component in developing services wherever one finds oneself.
Only once the need is perceived is it possible to consider how it might be met and
if the new idea will fill the gap. It is this knowledge of ‘your universe’ that Wallace
(2004) suggests is required to maintain harmony between strategy and constraints.
For instance, in the delivery of pain management services a chance conversation
might lead you to notice that local care homes have a need for a specific service –
say some education for staff about managing residents’ pain. Using Wallace’s (2004)
model you could take a truthful look at yourself and your strengths. Do you have
the skills to deliver such education; do you have not only the skills but also the
capacity? How would you set about planning it – in practical terms how do you get
from A to B? If you continue thinking about it, you need to consider how much
you know about the workings of, and the area of, care homes. Is it an area in which
you could work in alliance with another organisation? What constraints might there
be – or what constraints are already there? What would this symbiotic relationship
bring? Who else has been working in the field? What have their successes been and
what has ensured them? Have there been any failures and what led to them? What
are your chances of success? Some of these questions may be easy to answer and
others will take research that may involve others. There will be different answers for
different people and situations, but all will give the ANP an opportunity to reflect on
the area more closely. It may also be that a development in this kind of health care
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arena may be considered to be a social enterprise, as defined above. In the vignettes
that follow we will show how the various parts of Wallace’s model can be seen
in use.

Identifying need by audit

Steve (see Vignette 7.1) identified a need when he was looking at current provision.
He knew what he and his organisation could deliver. Whilst developing a plan to close
the gap between what patients seemed to be saying and what the NHS pain service
could offer, he started to think about possible openings and opportunities.

Vignette 7.1

Steve, a consultant nurse in pain management, was tasked with reviewing the chronic
pain service. His audit established that patients valued the service but wished they
could have accessed it sooner and nearer to home. A subsequent qualitative study
formed the basis for a pilot community service. Steve found that the systems and
processes, patients and clinicians alike must engage with in order to access and
provide chronic pain management, are actually a part of the problem as they almost
guarantee physical, social, psychological and spiritual disability. In his attempt to lead
a service redesign, he discovered it was almost impossible due to the constraints and
priorities that seemed to conspire to create inertia. Yet he had a deep conviction that
this was the right thing to do and his determination resulted in the formation of his own
independent pain management company. He is now achieving the change in the
design of pain management services which patients identified; not in the way he had
anticipated, but in a way which has made it possible for the outcomes to be
realised.

It was between the step of knowing his plan and knowing his universe that it became
clear to Steve that it was impossible to maintain harmony between the strategy (to
deliver chronic pain management services in a way which patients identified as helpful)
and the constraints of the area in which he was working (trust priorities, workflow
patterns, etc.). This disharmony led him back to the drawing board and to consider
alternative ways of delivering the service and the patient’s need that had been identified.
The need did not change, but the perspective did. It became obvious that either one
could leave things as they were and not change them, or think about them in a more
entrepreneurial manner. Steve felt that in order to provide the service, he believed
patients were asking for, he had to look outside the hospital and make alliances with
other organisations. His plan changed and the universe he moved into was very unlike
the one he knew. PCTs may be part of the NHS, but they function very differently
from a specialist area in a hospital. Steve began looking at other models of service
provision, seeing what was working, balancing up success and failure before coming
to an answer. That answer has led to alliances with other health care providers and, for
Steve, a new model of providing for patient’s need.
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Identifying need from clinical experience

Vignette 7.2

Claire, a pain nurse specialist, manages the inpatient and outpatient pain services in a
large district general hospital. Prior to her appointment the two services worked
independently. Conjoining them has led to improvements for patients and relatives as
well as for staff in the hospital and primary care settings as this case study
demonstrates. Jeff is a 72-year-old man known to the outpatient/chronic pain service
with low back pain and sciatica secondary to degenerative spinal changes and a disc
prolapse. A referral had been made to the orthopaedic team who performed a caudal
epidural, which improved his leg pain. Six weeks later he presented to his GP with
symptoms that prompted the GP to bleep Claire for advice. Jeff was sent to A&E and
subsequently admitted for an urgent scan. Over the next 24 hours his condition
deteriorated and his wife rang Claire’s voicemail to say she was worried. The ward
staff also bleeped the inpatient/acute pain team. As Claire was concerned about Jeff’s
condition, she reviewed him urgently. The critical care outreach team was called and
Jeff was admitted to ITU with sepsis probably due to discitis, although a link with the
caudal epidural was not established. Jeff stayed in ITU for 6 weeks. After his
discharge from hospital, he and his wife used the voicemail and telephone call back
service to access support from the pain team, and he has been seen in outpatients for
continuing pain management such as TENS. He is still seeking a cure from surgery
and Claire has arranged for an appointment with the orthopaedic team to explain why
this is not appropriate.

Claire’s experience (Vignette 7.2) is one with which many nurse specialists will
have an affinity. The clinical arena depends on good communication with other special-
ities for the best patient outcomes. The outcomes achieved by Claire were not due to
serendipity, but to the foresight of the pain management team in putting in place path-
ways to facilitate good practice in situations like that experienced by Jeff. In Wallace’s
(2004) terms the team knew themselves and had put in place systems that enabled
them to maximise their capacity. For instance, the voicemail, which relatives could use,
enabled the team to make contact when there was the capacity and time to do so. They
had analysed their organisation – not the hospital, but their pain service. This shows
how the use of a model suggested for entire organisations (large and small) can be used
for teams or services within an organisation. The same principles apply. The team’s plan
to develop a bridge to close the gap between where they were and where they wanted
to be had meant that a bleep system for GPs was instigated. Their aim was to provide a
seamless service for patients in pain and the strategy they developed included identi-
fying gaps in the system and considering how these might be addressed. Their ability
to do so is demonstrated in the successful use of the strategies in Jeff’s management.

Identifying a need with a partner

Vignette 7.3 demonstrates a very different way of the development of an en-
trepreneurial service in pain. Here we see an occasion when a nurse, working in
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her own company, developed a strategic alliance with industry to research a pain
assessment tool for use in primary care.

Vignette 7.3

An independent pain management company, led by Mary, a nurse, was approached to
become involved in a project researching the use of a neuropathic pain assessment
tool for GPs. They were asked because of proven credibility in pain management and
in research. To deliver this multicentre study, links were made with other organisations,
such as one providing statistical support and another with skills in protocol
development and clinical research management. A team was put in place and the
methodology for the project was worked up via email, telephone and face-to-face
discussions, through an alliance of the commercial sponsor, experts from other invited
organisations and providers led by the nurse. The protocol is being developed within
the ethical boundaries set both by professional and personal perspectives and will
start data collection in 2008.

In order to achieve this, Mary had to analyse her own organisation, bearing in mind
the skills they had which would meet the requirements of the industry partner who
had approached her. In considering a joint venture, she had to know the strengths
her team could bring (expertise in pain and validation of patient questionnaires, for
example) and how her organisation would be able to work with industry to develop
the bridge between what was there at present and where they hoped to be. Maintaining
harmony between the strategy and the constraints provided some challenges. These
necessitated frank discussion and were resolved with some compromise on both sides.
Part of the need for the discussions was to enable partners in the alliance to understand
the environment in which the other worked and the ethics of each environment. Had
there been irreconcilable differences then the project would have foundered.

These three vignettes show how ANPs have developed services within and out with
the NHS, and using Wallace’s model, various stages can be identified. However, this
chapter is about developing alliances, not how to set up services, and the following
section will explore further the ways that these people faced the challenges of forming
alliances.

The challenge of forming alliances to enable implementation

A considerable number of ANPs develop skills transferable to the arena of en-
trepreneurism in the way that they manage service redesign and provision within their
work areas. However, the question has to be asked whether the associations made, in
implementing change or redesigning patient pathways, are actually alliances?

Claire and her team (Vignette 7.2) worked together with other teams in the hospital,
but did they do so through the use of alliances? An alliance is the action of combining
something, or of forming a union. In one way it would be possible to argue that all
health care professionals are in an alliance with each other – our varying disciplines
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and knowledge combine to form a union of people committed to addressing the
needs of our patients. However, this would be broadening, almost to the point of
meaninglessness, the usual business understanding of the term. It is more truthful to
say that the pain management team worked within a framework of referrals, asking
another expert or specialist for advice. At different times during the pathway, Claire
was both the referrer and the expert to whom referral was made.

Emerging, embryonic and established

This is not to say that the skills Claire and her team used would not be used in an
entrepreneurial project. It is, perhaps, the environment in which they are working
that places it within a referral model. Wallace (2004) suggests that there are three
categories of entrepreneurs – emerging, embryonic and established. The skills used
by Claire (and other ANPs) demonstrate their position as emerging entrepreneurs.
They may not become established entrepreneurs, but the skills they use enable the
development of services which work towards the establishment of pathways de-
signed to meet an identified need. The people leading these developments could be
called intrapreneurs – they are demonstrating entrepreneurial work but from within an
organisation.

One of the advantages (or possibly a disadvantage) of being a nurse is that of
working in a large profession. The nurses in pain management, who first performed
tasks and skills that were the domain of a different health care professional, were
intra/entrepreneurs in the broadest sense of the word; but those of us that follow will be
unable to claim that. So in this book, you will find examples of current intrapreneurship
(for instance, in performing femoral nerve blocks) and areas in which we may follow
(for instance, in ordering MRI scans). But within a business model, an entrepreneur
is someone who undertakes an enterprise, may own and manage a business and takes
the risk of profit or loss.

In this way, although Steve (Vignette 7.1) began the journey as a nurse leader, trying
to take a team into a new area, he seems to have finished as an entrepreneur – seeing and
developing an area in a new and particular way. This is only one example of a growing
number of entrepreneurial activities that are happening in pain management. Some,
like Steve’s, have been led by nurses; others by different health care professionals.
Many of them are multidisciplinary and are building alliances in a variety of areas,
often brought into being as a result of constraints within present health care provision.
Steve has had to develop alliances with the PCT in order to develop a service for local
people in pain.

Vignette 7.3 provides more insight into what a strategic alliance might look like. This
vignette demonstrates that one may have to make alliances with more than one party.
For example, in order to provide the required input of statistical analysis, Mary had to
bring in another partner to deliver on that aspect of the project. As with Claire, where
she was at times the referrer and the expert, here Mary is both the smaller company in
the project and the controlling one for some aspects of the plan. The approach to Mary
by another company indicates that she is moving from the embryonic state to that of
an established entrepreneur. She is managing the business and taking the risk of profit
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(or loss). In acknowledgement of Kautz’s (2008) view of strategic alliances as being
built on networking and collaborative partnerships, the project described in Vignette
7.3 would not have proceeded in the way it is without the time and skill that Mary
and her colleagues have invested in networking in both business and practice arenas.
All the partners involved had to be able to recognise the benefits and the strategic ‘fit’
of the project. Frequently identified benefits in these alliances include ones that are
skills related, that lead to cost saving, add value and are market related (Adams 2001).
These can be identified in the above vignette and some will relate to one party more
than another.

All three of the enterprises included in this chapter demonstrate the application of
skills that many ANPs possess, moving beyond the restraints of referral into the free-
dom of entrepreneurialism. In Vignette 7.2 we perhaps see an emerging entrepreneur,
whereas in Vignette 7.1, Steve demonstrates the embryonic stage through developing
alliances with and within the PCT to enable him the type of service delivery he iden-
tified as more closely fitting with patients expressed needs. In Vignette 7.3 there is
some evidence of established entrepreneurship.

Other areas that pain professionals might want to explore include the development
of strategic alliances with patients and carers. Earlier we mentioned the possibility
of an alliance with empowered patients to influence the provision of service. It may
also be feasible to develop alliances with voluntary or charitable groups involved with
issues surrounding pain, to work with other health professionals on a shared agenda,
to work with commissioning GPs, with occupational health departments in business
and so on – the list is only constrained by imagination.

However, in all this excitement, it is important that in making alliances one maintains
one’s own identity. This is helped by a real understanding of oneself; the first step in
Wallace’s (2004) outline. The final vignette hinted at the possibility of a conflict of
interest, with differences that had to be discussed and compromised upon. What these
levels of compromise may be will vary, but in starting to develop alliances we need to
ensure that we know how we will maintain our own standards.

The challenge of maintaining standards

Working out how to maintain standards is paramount to successful alliances. At the
core of nursing standards is the Nursing and Midwifery Council’s (NMC’s) code of
professional conduct: standards for conduct, performance and ethics. For the ANP, the
success of alliances will depend upon maintaining registration and competence in prac-
tice, whether clinical, managerial, education or research. An up-to-date professional
portfolio evidencing continuing education, professional and business competence and
integrity is a must.

It is useful to consider how standards are maintained from a professional and
business perspective. These frequently overlap, but for ease we have considered them
independently. The areas commented on below are not exhaustive and further help
in considering this section more widely can be found in a number of the resources
already noted.
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Professional

Confidentiality
Some of the tensions that may arise in developing strategic alliances are that the ANP
may become party to commercially sensitive information. Successful networking
thus relies on an absolute understanding of confidentiality whether project or business
related. For example, the RCN’s ‘Nurse entrepreneurs’ publication, previously referred
to, highlights the trap of using information databases for reasons other than originally
intended – unless the information is already in the public domain.

Trust
It must also be recognised that partnerships, or alliances, do not always work out
successfully. Some studies (generally not in health care) have shown that up to 60% fail,
or all the parties involved do not feel that the venture was mutually beneficial (Spekman
et al. 1996). Reasons are manifold, but commonly include a lack of understanding of
the differences between the organisations, or that the organisations have very different
strategic goals. If there is insufficient trust, or a breakdown in the relationship between
key managers in the different organisations, it can render an alliance unworkable. The
human factor in alliances may be more influential on the outcome than the business
drivers (Adams 2001). This can become an issue when two or more parties are involved
(Duysters et al. 1999). Ensuring excellent communications and networks are in place
is essential. Spending time on this (as in Vignette 7.3) is time well spent so that trust
and personal integrity is established.

Business

Insurance
A variety of insurances are required by us all in both our personal and professional
lives. What these include are specific to the individual context, but in terms of nursing
practice we all need professional indemnity insurance. This is something that most of
us, firmly embedded within the NHS, take somewhat for granted. Not only does the
NHS indemnify competent practitioners, but many professionals also hold indemnity
through their Royal Colleges. Those working outside the NHS need to ensure they are
also covered if they and their clients are to be afforded similar protection. A word of
warning here – as with most colleges, the RCN will only indemnify nurses for their
own practice, when working with other nurses who are members of the RCN or when
working with non-health care workers. They will not indemnify practice that relies
upon multidisciplinary health care – with two exceptions: occupational health nurses
and members of the RCN expert witness database. Alternative indemnity sources thus
have to be found.

Governance
Governance is something that affects and is affected by all aspects of professional and
business practice. The term ‘governance’ is a versatile one. It is used in government,
large and small businesses, the media, the army, clinical practice and research. In



c07 BLBK223-Carr December 9, 2009 11:32 Char Count=

The advanced nurse practitioner: developing alliances 123

essence, it is the set of arrangements or system by which the affairs of the organisation
are ordered and monitored. ANPs will be familiar with the governance surrounding
their existing roles. In developing alliances – strategic or otherwise – thinking outside
of the box may be required. Governance is there to support us and protect our patients,
clients and partners. Established entrepreneurs may work with service level agree-
ments, contracts, partnership agreements and so on. In Vignette 7.1, Steve will be
working to PCT governance, business governance and practice governance. This may
include working to protocols and audit cycles. In Vignette 7.2, Claire will be mindful of
hospital Trust governance requirements, referral protocols, governance around the use
of telecoms and confidentiality, as well as her professional code of conduct in offering
telephone advice to GPs, patients and carers. Vignette 7.3 requires Mary to ensure that
research governance is followed, ethical principles are adhered to, contract require-
ments are fulfilled by all parties and that financial management is sound. These are
just some examples of governance which can help us to maintain standards. Wallace’s
(2004) work can be used again here – what governance is in place that informs the
project at hand? What else is needed, how do you access information to bridge the gap?
What governance are your alliance partners guided by, what works and what does not?

Audit
It is commonly understood that audit of services is one way of maintaining standards.
Clearly it is impossible here to present audit from the three vignettes discussed,
although it is interesting to note that the change Steve has made was directly related to
an audit which showed a discrepancy in service expectations. It might be reasonable
to ask how much difference audit results make if the ensuing service development had
to be made outwith the organisation.

It is also noted (Traynor et al. 2006) that there is little measurement and outcome
literature around nurses and entrepreneurial work. Much of the available literature is
in the form of narratives from nurses, often describing intrapreneurial activity. There
is almost nothing relating to pain.

Advanced nursing practice and strategic alliances

ANPs exploring the possibilities of forming alliances with others will need to be able to
identify their own competencies in a variety of areas. The ANP competencies currently
suggested by the NMC will help in starting this process, but someone moving towards
entrepreneurship may find that there are other areas in which they identify a need for
competence. In particular, these may include business skills such as marketing, which
are not part of the ANP framework. Help with these can be found in other publications,
including in ‘Nurse entrepreneurs: turning initiative into independence’ (RCN, 2007).

The area of competence will also depend upon the project being undertaken, but
will often overlap. For instance, the research-based vignette might be considered
to need competencies identified from the area of ‘professional role’, such as using
research to implement the role of the ANP, that calls for the ANP to function in the
role of the researcher, or another that calls upon the ANP to provide leadership in
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many forms. It would also encompass aspects of managing and negotiating health
care delivery systems, in particular the negotiating skills identified. But we suggest it
also encompasses the clinical competencies – for how can one advise on the use of, or
assess the adequacy of, a particular pain assessment tool if one does not already have
the skills needed to use it and recognise its place in clinical practice.

The ANP competencies, particularly in the sections on leadership and managing and
negotiating health care delivery systems, provide some challenges to those who are
considering becoming more entrepreneurial or developing alliances. Being actively
involved in a professional organisation is more than just paying an annual subscription.
It demonstrates a commitment to an area, to colleagues and to the development of
that specialty. It shows that the individual engages more widely with current issues
and enables him or her to maintain an awareness of contemporary health policy in
relation to the area of work. You may want to ask yourself how aware you are of current
health policy in relation to pain management. What national reports that impact on
the delivery of pain services have been published in the last 2 years?

The ANP standards also require the nurse to have current knowledge of their
organisation and of the financing of the health service. It may be that in the chronic
pain clinic, your manager discusses with the medical consultant the impact of the
changing Healthcare Resource Group (HRG) definitions when looking at the financial
forecasts. But if you are to achieve the standard required, you too should be able to
have that conversation. A lack of financial acumen and you cannot complete Wallace’s
first area of knowing yourself and your organisation. Vignette 7.1 demonstrated not
just an ability to put a finger on the gap in service provision, but also how responding to
that gap needed skills of negotiation, financial discussion and advocating for patients
to enable the service to be developed.

All three vignettes show nurses in pain management working at the level of the ANP
and, in some cases, beyond that in their ability to use alliances as a strategy to improve
patient outcome. Claire demonstrates not just clinical expertise (which is expected
from a clinical nurse specialist) but also an ability to bring people together (patient,
health care professionals and carers) to form an alliance which supports the patient.
This is a development clearly called for in the ANP competencies. It is one which some
years ago might have been undertaken by doctors, but the development of different
roles in nursing has given us the opportunity to develop these alliances in a much more
transparent fashion, using the latent leadership skills of senior clinical nurses.

This chapter has also shown how nurses can develop the competencies required for
ANP status and, by using alliances as part of a strategy, move beyond intrapreneurship
into entrepreneurship, thus encompassing and transforming those competencies.

Conclusions

By considering the three vignettes, which exemplify different aspects of pain service
delivery, this chapter has shown how developing alliances is part of the role of the
ANP. Beyond that it has also shown how using alliances can be part of a strategy in
developing entrepreneurial skills, showing how the ANP (if he or she wants to) can
emerge, evolve and establish themselves as entrepreneurs.
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ANPs will have, or will be developing, the skills which will enable them to make
alliances with others. As in Claire’s case, frequently the skill to be built upon is that of
referral, for in making an appropriate referral one has to properly assess the patient’s
need and who might best provide for that. Skills in knowing yourself and the world of
the person to whom you refer will help to ensure a successful outcome. But to build
an alliance there is a slight shift in focus, no longer is one asking for advice or an
opinion; in an alliance you are suggesting that working together can build something
bigger than both parties working alone.

ANPs themselves will benefit from working in new and exciting ways, by developing
existing skills and learning new ones, by broadening their horizons and facilitating
enhanced personal and professional fulfilment. Vignette 7.3 in particular demonstrated
this as Mary explored ways in which her business broadened its horizons when working
in an alliance with others.

The range of opportunities that exist in developing alliances is, as we have already
stated, bound only by imagination. Nevertheless, ANPs need structure and guidance
to move forward with intra- and entrepreneurship. Frameworks, such as Wallace’s
(2004), can provide a useful starting point in thinking about one’s own skills and
the area in which new ways of working could be explored. Networks, such as the
Nurse Entrepreneurs Forum, offer support and ideas and lessen isolation. Working
with others through alliances enables such opportunities to be grasped.

In the current world of health care it is not only service provision which is changing.
Patient expectations are also increasing, and many pain practitioners feel a responsi-
bility to ensure that pain services go beyond meeting basic needs to maximising care.
ANPs bring their clinical, communication, leadership and entrepreneurial skills to
these services. They have unique opportunities to innovate and maximise the quality
and effectiveness of pain management services. Steve (Vignette 7.1) found that an
alliance made outwith secondary care enabled him to provide a service which worked
to provide the quality that patients had identified.

In the particular world of pain management perhaps the best alliances we can make
daily are with our patients. However, entrepreneurial ANPs need to also think outside
of the box and consider that developing alliances with people other than patients will
bring benefits, which are not currently being realised.
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Chapter 8
An overview of advanced nursing practice in the
development of pain clinics in primary care:
new ways of working

Paul Bibby

Introduction

The issue

The role of the nurse consultant was introduced as part of the government’s plans to
modernise the NHS. My appointment as a consultant pain nurse in 2001 led me to
review local pain services in order to improve their structure so that a more patient-
focused model could be developed. Excessive waiting lists, inadequate resources
due to service investment not matching increasing service demand, and an ageing
population in an area that also suffers high unemployment had come together to
create a significantly oversubscribed outpatient service that was unable to provide
preventative or curative treatment. This is not just a local problem as the Chronic Pain
Policy Coalition identifies:

Chronic pain affects 7.8 million people of all ages in every parliamentary con-
stituency of the UK. But two recent independent reports support a government
commissioned survey that identified pain services in the UK as ‘variable and
patchy.’ When poorly managed, conditions associated with pain can have a dev-
astating impact on the quality of life of individuals and their families, with 25%
of those diagnosed with chronic pain losing their jobs and in 22% of cases chronic
pain also leads to depression. The failure to implement an effective prevention
and treatment strategy for chronic pain not only imposes an unnecessary bur-
den on patients, but also represents an inefficient allocation of time, money and
professional expertise. This includes 4.6 million GP appointments per year that
often end without resolution leading to further appointments and £3.8 billion a
year spent on incapacity benefit payments to those diagnosed with chronic pain
(http://www.paincoalition.org.uk/challenge.html).

Outline

In an attempt to address the problem I embarked upon a project that started with an
informal audit of patient opinion, led onto a qualitative research study and a pilot
community pain clinic. In the aftermath of the evaluation I applied my findings by
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forming a private pain company that provides services for the NHS under Practice
Based Commissioning and Choose and Book, and also participated in the redesign of
services provided by the NHS Trust where I am employed. This chapter provides the
reader with an overview of this process and informs others who seek to advance their
nursing practice in the management of chronic pain.

Background – an overview of the provision of pain services

The provision of chronic pain services in the NHS in the UK has been primarily
anaesthetic-led (Charlton 2003). Historically the predominant model has been inter-
ventionist, with long-term management of this benign problem relying upon techniques
such as epidurals, facet joint injections and other ‘hi-tech’ strategies (Charlton 2003).
However, with the advent of evidence-based medicine, it became apparent that much
of the clinical practice within a traditional pain clinic might be regarded as art rather
than science (Dobson 2000). For example, take the case of two of the commonest
interventions in a pain clinic, namely caudal epidurals and acupuncture. It is known
that by inserting (acupuncture) needles into the skin the release of both serotonin and
endorphins can be achieved. It is also understood that the effects of a steroid injection
into the epidural space can have an impact upon some of the chemical activity thought
to be responsible for the pain associated with sciatica. Clinical trials involving these
techniques have failed to generate the evidence required to validate the application of
the relevant biochemistry. Yet there is probably not a pain clinic in the NHS that is
not oversubscribed with patients who rely upon caudal epidurals or acupuncture (or
indeed both) in order to maintain any level of quality of life.

Historical practices, though, have been established and many patients as well as
clinicians believe in the perceived efficacy of treatments and service models. Reliance
upon these approaches to pain management has been applied across the NHS, with
increasing and significant numbers of satisfied customers. The utilisation of medicines
management, acupuncture, transcutaneous electrical nerve stimulation (TENS), pa-
tient education and clinical psychology has also been developed and integrated into
pain clinic service models (Charlton 2003).

Despite this proliferation of service development, it has been shown that care pro-
vided in different regions of the country for people suffering from persistent pain is
patchy and under-resourced (Dr Foster 2004), highlighting the variations in the pro-
vision of such specialist services. Service provision has been identified to range from
as little as one consultant seeing a few hundred patients per year to significant multi-
disciplinary clinical teams with administrative infrastructure supporting caseloads of
several thousands, resulting in ratios of about one clinician to only 70 patients. Such
is the disparity.

Patient pathways into pain clinics have also evolved as a result of creeping service
developments. Subsequently access to pain clinics usually occurs after considerable
time and multiple general practitioner (GP) and hospital attendances. For example,
many pain clinics can still report that up to 70% of their patients come from consultant-
to-consultant referrals and that often these patients have been managed with physical



c08 BLBK223-Carr November 13, 2009 10:26 Char Count=

New ways of working 129

therapies and medications under the supervision of secondary care for some years
(Bibby 2006). This process fosters the psychosocial comorbidities that are associated
with various chronic disease states, leading to a culture of dependency upon medical
treatments. Over time increasing numbers of patients have come to rely upon various
regular interventionist treatments because chronicity had become established some
time prior to attending a pain clinic (Bibby 2006).

However, it cannot be ignored that desirable outcomes are achieved for substantial
numbers of patients despite the presence of established chronicity, significant time de-
lays in waiting for treatments and pathways that fail to direct a patient towards effective
interventions. This gave me the idea that the provision of specialist pain management
services earlier in the patient journey could lead to a reduction of chronicity and its
associated psychosocial comorbidities and to an improved utilisation of the health care
resource.

Developing the service

Identifying a need

My personal involvement with the idea of community pain clinics began with a simple
audit of patient satisfaction. The audit consisted of randomly offering a questionnaire to
patients attending a secondary care NHS pain clinic until 50 completed questionnaires
had been collected (see Appendix 1). This audit identified that patients perceived that
the treatments they were having from the pain clinic did work. However, there were two
issues that were consistently raised by participants. Firstly, it was perceived by 80% of
those patients that participated in the audit that had the service been available sooner
after their pain problem became established (earlier in the patient pathway) then many
of the psychosocial problems they had endured could have been avoided (e.g. loss of
employment, depression requiring medication). The second issue was about access as
many patients had to travel over 20 miles to attend this pain clinic, and having access
to a clinic much closer to home was repeatedly raised in patient responses.

As a direct result of the findings of this audit I began investigating the subject
further. Before I did anything, I needed to establish the actual patient journey as it
occurs locally and attempt to extract from this any experiences which either assisted or
exacerbated the management of chronic pain. After initial literature searches I found,
as had previous authors (Smith et al. 1999), that there is useful disease-specific and
interventionist-minded material available to help inform service design and clinical
strategies. What was lacking was any evidence of what happens when the tools are
applied within varying service models (Bibby 2006). I identified that a retrospective
survey of the patient journey across the local health community using semistructured
interviews could provide me with useful evidence as to what elements of, and how,
service design were contributing to the development of, or assisting in, the management
of chronicity. Regardless of whether my hypothesis was correct or not, this study would
generate data that could inform service redesign so that a prospective study looking
at a proposed model could be conducted. It was agreed that this study would be
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restricted to patients attending the pain clinic who were suffering with neck pain.
It was considered that this subgroup provided a representative cohort of the various
demographics that typically occur within our patient group at the pain clinic.

The study identified that following long periods of management by GPs, physio-
therapists and orthopaedic consultants, these patients eventually found relief for their
symptoms when being treated at the pain clinic with a combination of patient educa-
tion, acupuncture and medicines management. Key to the study was that often patients
had previously been treated with acupuncture, patient-centred pain management ed-
ucation and prescriptions of analgesics, but outside of the pain clinic environment
and without success. It is entirely possible, therefore, that either the expertise of the
clinical team within the pain clinic or the ‘experience’ of attending the pain clinic
have an affect on the outcome of treatments. This provided me with a basis to provide
these treatments in a pain clinic setting in primary care in an attempt to identify if any
improvements could be achieved by offering the effective ‘package of care’ but earlier
in the patient pathway. Further details of this research and service development are to
be found in Bibby (2006).

It is important to point out that such concepts are in no way unique. Stannard
and Johnson (2003) purport that the management of chronic pain belongs within
the community setting for many reasons, including the need to educate the patient
to take responsibility and control and to understand the patient’s pain within the
context of the family and society of which they are a part. However, most primary
care organisations have no or little recommendations or budgets for the provision of
chronic pain management within the community (Dr Foster 2004).

Rationale for change

The implications of this research, though limited, as this was a qualitative study, high-
light a number of pertinent points (Bibby 2006). Firstly, once patients attended the
pain clinic, they gained an improved understanding of their condition as a result of the
specialist knowledge and understanding that pain specialists demonstrated. It is hy-
pothesised that the effect of this rapport between patient and practitioner may have had
an impact on the efficacy of subsequent treatments. Secondly, patients also recognised
that if treatments such as acupuncture could work after such complex, ineffective and
lengthy clinical pathways, then surely earlier access to effective treatments will achieve
at least equal clinical outcomes, but without the burden on the patient, and therefore
on society, of increasing chronicity and repeated hospital and GP attendances. This
was raised in the audit by patients as well. Thirdly, it is evident that the combination
of patient education and acupuncture can be delivered by a non-medical practitioner.
Other aspects of ongoing patient care included medicines management and the use of
TENS. This comprises an ‘intervention set’ that can be delivered by a nurse specialist,
working within a community setting.

As identified by the Southampton Pain Service project ‘Managing Pain Manage-
ment’ (Price & Parker 2006) there is a need to address key elements of service provision
in order to optimise the potential for more clinical and cost–effective pain manage-
ment (see Box 8.1). The award-winning project in Southampton was borne of repeated
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Box 8.1 The Southampton Service.

� Demand management – making sure the right person gets seen in the right place
at the right time

� Service redesign – structuring the service to permit a biopsychosocial approach
� Appropriate management of patient expectations
� Clear care pathways to take a person in and out of the service

Bulletin 36, p1830-2 The Royal College of Anaesthetists March 2006

crises emerging between commissioners and providers. But the development of pain
clinics in primary care remains limited despite the high-profile resource produced by
the Southampton project. As highlighted earlier, the subject is not a new one. In 1999,
Smith et al. published a review article ‘Chronic pain in primary care’ in which the key
issues that still pose a challenge to both commissioners and providers, as well as the
actual clinicians themselves, are discussed. In particular is the discussion in this article
about the need to move away from condition-specific treatment to the perception of
chronic pain as an entity in itself, and so to approach its management in an entirely
holistic manner. Furthermore, the development of a team of practitioners to work co-
hesively to meet the needs of this patient group is addressed. Price and Parker (2006)
are equally insistent on the need for treating chronic pain using a multidisciplinary
biopsychosocial approach, and while the understanding for the need to manage pain
within the context in which it occurs has been discussed for several years (Stannard &
Johnson 2003) Southampton represents the first formal attempt to redesign pain ser-
vices through a chronic disease management approach.

Formulating a service model

It was important to establish if there was any evidence available that could direct the
service model. Five studies were retained from searches in preparation to conduct this
project. These were Thomsen et al. (2001), Karjalainen et al. (2003), Turner-Stokes
et al. (2003), Temmink et al. (2000) and Horrocks et al. (2002).

Thomsen et al. (2001) conducted a systematic review of the economic effectiveness
of multidisciplinary team (MDT) pain management for any subset of chronic pain
and concluded that without the use of standard costing and outcome measurement
methodology, it is not possible to identify evidence. Karjalainen et al. (2003) conducted
a systematic review into the effectiveness of MDT approaches to rehabilitate those
suffering with chronic neck and shoulder pain and concluded that a paucity of scientific
evidence exists to suggest that MDT approaches are clinically effective. Turner-Stokes
et al. (2003) continue with the theme that there is no advantage from the expense of an
MDT. However, the intervention used in this study (cognitive behavioural therapy) was
shown to be effective whether by individual therapy or MDT group therapy. Temmink
et al. (2000) review the practice of implementing service redesign in which care is
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provided for people with chronic disease by the most appropriate professional at the
lowest cost level. They also suggest that the inclusion of advanced nursing practice in
such innovations is normally included in primary care-orientated countries, but that
the influences on cost, quality and patients’ preferences remain unclear. Horrocks
et al. (2002) conducted a systematic review of studies to identify if nurse practitioners
working in primary care can provide equivalent care to doctors. Statistical analysis
of data from these papers showed that there was no difference in health outcomes.
Although this suggests that the use of nurse-led clinics does not diminish quality
of care over the use of a medical practitioner, it will be important to focus on the
implications of longer consultations, as identified by Horrocks et al. (2002), in respect
of economic evaluation of the service. There is quite simply nothing identified in these
papers to suggest that a nurse-led service model should not be trialled.

Challenges

The added value of the nurse consultant role

I wanted to establish a nurse-led clinic for patients with chronic neck (and shoulder)
pain within the community. I wanted this service to take referrals directly from GPs
and I was eager to evaluate clinical effectiveness, cost-effectiveness and user satis-
faction. I began to appreciate the uniqueness of the nurse consultant role and the
opportunity it can afford the individual in post, as well as nursing as a whole. I had
the opportunity to take a clinical lead on the strategic development of this service
and the opportunity to influence this. Using my own research and learning epito-
mises for me the potential and personal fulfilment that can be realised from the nurse
consultant role.

I was positioned between a number of significant stakeholders from primary and
secondary care, creating a situation in which I had to coordinate a project that meant
working across organisational boundaries; there seemed to be very little shared vision
between the PCTs and secondary care, so it was not simply a case of going through the
motions with others. I found that my nursing background helped me to continuously
return agendas to a patient-centred focus when clinicians felt that traditional systems
were being needlessly undermined. While my expert knowledge of pain management
carried me when I was presenting the case for a service redesign, it was the process
of managing change at this level, with no other champion for the cause that really
was to be my opportunity for personal and professional expansion. I learned to trust
myself in new and dynamic situations and it was this that raised my personal and
professional expectations, so that when I began to realise that I was going to make
very little progress in achieving my goals unless I did something radical, it meant that
I needed the self-belief to do that radical act; and so the idea to form my own company
and make that the vehicle for change was born.

Achieving cross-organisational agreement

A service level agreement needed to be formulated. I brought together key individuals
from primary and secondary care in order to construct this project. I demonstrated,
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based on the work that I had done, the potential for improving patient services. I
also made use of committees already in place that had been established to examine or-
thopaedic (related) services. Membership of these committees included secondary care
service development managers, orthopaedic consultants, primary care-based physio-
therapy managers, GP leads at PCT level and PCT commissioning managers. None of
the medical pain consultants wished to be involved. However, being an NHS consultant
myself meant that this did not equate to disarmament of my vision.

All representatives from primary care were proactively supportive, but there were
issues for secondary care. In particular, there was the potential for undermining the
trust’s position as the provider of choice. However, the purpose of the nurse consul-
tant is to lead the development of new services across the health community, with a
particular emphasis upon patient-centred care and improved access. Because I was
prepared to take ownership of the responsibility upon me as a nurse consultant, I
was able to influence the key stakeholders. Subsequently I gained the support for a
6-month trial. Inclusion and exclusion criteria, as well as the scope of the service
were defined (see Box 8.2–8.4), and all GPs informed and invited to participate.
It was agreed that this service would also include TENS in order to ensure that
a range of basic pain specialist nurse interventions were available. Treatment al-
ways included patient education about their condition, their current medication and
lifestyle factors that can impact positively or negatively upon their pain. Acupunc-
ture was always the preferred modality of intervention, but in cases where it had
proved ineffective or was contraindicated (e.g. on warfarin therapy), TENS was ap-
plied. Alterations to medication were always carried out in consultation with the
patients GP.

Box 8.2 Inclusion criteria.

� Registered with participating GP
� Adults (18 years +)
� Identifiable neck pain
� Absence of malignancy
� Absence of clear need for surgical intervention/assessment

Box 8.3 Exclusion criteria.

� Under 18 years of age
� Absence of identifiable neck pain
� Malignancy
� Requirement for surgical intervention/assessment
� Ongoing substance misuse
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Box 8.4 Scope of the service.

� The service is available to all GPs within the participating PCT.
� This is NOT a diagnostic service.
� This service has referrals access to secondary care and clinical psychology.
� All patients are assessed by a specialist pain nurse, including

◦ a detailed history,
◦ a physical examination,
◦ assessment for ‘red flags’,
◦ assessment for ‘yellow flags’.

� Treatment options will include
◦ patient education,
◦ medication review,
◦ acupuncture,
◦ TENS.

Evaluation

Clinical outcomes

All patients that were referred were asked to complete a Brief Pain Inventory (BPI)
prior to any interventions. Patients were assessed and a treatment plan identified, or
when appropriate referred back to their GP, or on to a secondary care pain clinic. If
treatment was initiated, then the BPI was repeated within 1 week after completion of
treatment. BPI scores were separated into two categories: pain scores and quality of
life scores.

Eight GP practices participated in the pilot. From these a total of 20 patients
were referred. Sixteen patients received effective treatments, showing at least 30%
improvement in particular components of their BPI scores. Of the remaining four, two
were immediately referred on to secondary care for a review by a consultant in pain
medicine due to the complexity of their pain history, and two did not respond to the
nurse-led treatments (i.e., they did not demonstrate at least a 30% improvement in
BPI scores) and were subsequently referred on to secondary care for a review by a
consultant in pain medicine.

Learning about service development from the experience

Each stakeholder could identify a number of potential benefits that this project offered.
For example, the secondary care Acute Trust (where chronic pain services are tradi-
tionally provided) identified the possibility of being able to focus its activity on more
complex case management, reduce waiting list pressures and look to the future of be-
ing in a position, as a foundation trust, to secure contracts to provide community-based
services such as the one that could emerge as a result of this project. Primary care
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trusts identified the potential to transfer chronic disease management from secondary
care, improve access to specialist services and reduce the frequency of unnecessary
secondary care referrals.

This project can be defined as an innovation in health service delivery in that it meets
the criteria set out by Greenhalgh et al. (2004). Being perceived as a new service and
linked to the provision of existing pain management services, it is also discontinuous
with the traditional model of a medically led service. Having emerged entirely from
nursing audit, nursing research and reflection upon practice, it exemplifies the unique
contribution that the nurse consultant can make to patient care. Furthermore, it is
directed at improving outcomes, efficiency, cost-effectiveness and user experience.

Diffusion of innovation theory

In that this project is an innovation, diffusion of innovation theory provides a basis for
a critique of the process. Diffusion of innovation theory suggests that the process of
diffusion is that by which a new idea is spread from the source of invention or creation
to where it will be utilised (Rogers 1983). Although the process of developing the
detail of the project and agreeing the manner in which it would be diffused through a
cross-organisational mesh was achieved with relative ease, it became inherently clear
within the first 6 weeks of implementation that significant numbers of referrals were
not being made. This has remained the key point for consideration in reviewing the
implementation process. In the first instance, despite the efforts of PCT personnel,
many GPs did not actually know of the service. Secondly, some GPs expected a pain
service to be led by a medical consultant and so were reluctant to try this new approach.

The description of innovation development based on Rosenau (1998, p. 25,
Figure 3) who describes a process of filters that sifts out innovations or projects
in stages. It helps to explain why this problem occurred.

Early stage filters
Projects that do not match with organisations long-term goals and those that can
be delivered after an analysis of near-term resources/priorities will be sidelined fairly
quickly. This project appealed to the long-term health sector targets for chronic disease
management and transferring of services from secondary to primary care, for example
‘a patient-led NHS’ (DH 2005). Furthermore, it required more than an analysis of
resources and priorities. So it survived to be implemented.

Faulty filtering
However, this project was developed through what might be described as a faulty filter
system. If there has been one error in the implementation process, it was to not consult
with all GPs directly. An assumption was made that GP representation at PCT level
was adequate. However, more involved negotiation with GPs could have ensured that
the following was embedded within the project design and implementation process:

(1) GPs would have known about the service.
(2) GPs would have influenced the service design.
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(3) GPs would have felt ownership of the service.
(4) GPs who wanted access to medical staff could have influenced a strategy for

such a provision within the service design.

Adoption process
Had the diffusion of this innovation been delivered via an effective filter system, that
had reflected the pivotal importance of direct consultation with GPs, it would have led
to ‘the adoption process’, a concept also discussed by Rogers (1983). Having gained
awareness of the innovation by virtue of direct approaches by the project management
team, GPs would have had the opportunity to gain interest by virtue of learning
more through the consultation process. Subsequent referrals to the service would have
provided an opportunity for them to evaluate and then progress to the trial stage during
which the innovation would have become an established point for referral. This would
then have secured the adoption of the model for longer term commissioning.

Reflection

Successful project management depends upon effective planning. The problem in this
case is not, for example, whether or not a force field analysis was undertaken, but
rather if the insight that existed regarded what the forces to be analysed actually were.
Organisational culture and how organisations interact with one another can be the
difference between a particular project design being a success or not (Handy 1993).
It is therefore paramount that an understanding exists not only of how PCTs and
Secondary Care Trusts interact generally, but also how the particular Trusts involved
interact specifically with one another. Furthermore, an understanding of how other
stakeholders (i.e. GPs) interact with (in) these organisations must be clear. It is possible
that a keener awareness of the politics that exist between GPs (who see themselves as
the ‘gatekeepers’ of health care provision) and PCTs (who have been the Department
of Health’s ambassadors of health care commissioning), particularly during a time
when practice-based commissioning is being introduced, may have inspired a more
direct involvement of GPs opinions and preferences for this project.

Pettigrew and Whipp (1991) describe an environment for effective change in which
a number of contexts are receptive to a proposed innovation. Contexts, such as envi-
ronmental pressures, organisational culture, coherence and quality of policy, organi-
sational goals, leaders of change and change/locale, did not provide stumbling blocks
and even expedited the process. However, the cooperation between GPs and PCTs,
and the nature of this managerial–clinical relationship proved to be a costly oversight.

Following an interim appraisal I approached GP practices and consulted directly
about the service. It was clear from this that as the evidence suggests, GPs felt more
involved and able to stake their claim in this project. Subsequently, referral numbers
increased to more acceptable levels.

Rosenau (1998) describes that project management can be inherently frustrating due
to the many directions that various organisations might appear to (and probably actually
will) be heading. Such frustrations are created by the simple fact that the project
manager does not have control over the behaviour of individuals or organisations. Such
behaviour is the perfectly natural and appropriate way for communities of people to act
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(Handy 1993). So it can be understood that it is not the behaviour of the communities
of people, be they GPs, the project team or a particular NHS trust, that has been
the problem here. A more thorough preparation, achieved by analysing the situation
more closely could have identified the potential for a breakdown in communication and
progression of the project unless GPs were centred in the consultation process. Change
is influenced by ‘historical, cultural, economic and political factors’ (Iles & Sutherland
2001) and to overlook key political factors can only have undermined the process.

Evaluation – theory and process

The focus of evaluation of this project is rooted in an original piece of research
conducted locally (Bibby 2006). This study identified that there was potential to
improve the management of chronic neck pain by placing an ‘intervention’ at the
beginning of the patient journey, which has traditionally been provided after some years
of chronicity. This ‘intervention’ combines medicines management by a specialist
practitioner, patient education and acupuncture.

In identifying how to evaluate this project, consideration was given not only to
clinical outcomes, but also the need to examine the changes to the patient pathway,
particularly access and the impact of early intervention, as well as various details
related to cost-effectiveness. The number of other variables that could contribute to
any identified changes in outcomes also needs to be tracked and monitored in order to
provide a comprehensive assessment.

As previously mentioned a similar, but much larger, project had previously been
conducted in Southampton, attracting the McKinsey Award for the best innovation
in health care leadership at the Medical Futures Innovation Awards on 3 November
2005 (British Pain Society 2006). From that project a package of implementation and
evaluation tools to assist clinical teams in developing primary care-based pain services
had been produced. This package provided a resource that assisted in the production
a comprehensive evaluation of this project against the aims and objectives outlined in
Box 8.5.

Box 8.5 Aims and objectives of the evaluation process.

Aims
� Evaluate the clinical benefits of a chronic neck pain service where there is a

significant primary-care-based intervention.
� Evaluate the processes produced by setting up a primary care based chronic neck

pain clinic.

Objectives
� Evaluate the clinical outcomes achieved by providing an intervention (specialist

medicines management, patient education and acupuncture) for chronic neck pain
in a primary care setting.

� Evaluate access and waiting list management achieved by this primary-care-based
service.

� Evaluate user satisfaction with the primary-care-based service.
� Evaluate the cost effectiveness of the primary-care-based service.
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Evaluation can be described as either a formative or summative process (Bowling
2002). If the focus of the evaluation is to determine how to improve or develop
an already established service, then it might normally be described as formative.
However, a summative evaluation would be conducted in order to identify whether or
not a service is worth continuing with. This project will inform commissioning bodies
if adding this model alongside existing services will lead to improvement or not for
patients and service providers, and to this effect one might assume that a formative
evaluation is to be conducted. However, the crux is to identify whether or not this
new initiative should be commissioned long term, or if service development should be
taken in another direction. To this effect a summative evaluation should be conducted,
though this might be viewed as part of a formative evaluation of the chronic pain
service per se.

Øvretveit (1998) describes four types of evaluation, formative, process, imple-
mentation and outcome. It should be said at this stage that these four evaluation
spheres do overlap, and so, as this discussion progresses, it is inevitable that any
one-evaluation sphere could be applied differently. He views formative evaluation
as an assessment about the direction that things are going in, and might be con-
ducted as an interim review. This is not dissimilar to an evaluation of the imple-
mentation process, as previously described, in which it was identified that uptake
of the service by GPs had been negatively affected by the manner in which they
had (not) been consulted when developing service agreements. The term implemen-
tation evaluation focuses more directly on what factors have assisted or hindered
the extent to which the project worked. Similarly, this remains closer to the review
of the actual implementation process, giving insight into the way the service was
developed.

In order to show if there are benefits to a new service structure, it is essential to
evaluate processes (see Box 8.5). To ask how it’s users are experiencing this service
development gives insight into the quality of its processes. This is an important
component of evaluating the primary care-based neck pain clinics, as without this
evidence, it is difficult to make a judgement about other outcomes. For example, if
patients are not gaining any significant improvement other than can be expected with
a traditional model, is this because early intervention is of no value for this subgroup,
or alternatively does the process evaluation demonstrate that a large proportion of
those referred actually already had significant chronicity? Furthermore, it might then
be shown that even if this is so, it is (or is not) cost-effective to redesign the service,
even though no clinical improvement would be achieved.

Outcome evaluation can provide an analysis of what has been achieved in terms
of actual clinical effect. This is vital as without it there is no evidence that the
proposed intervention is of value to patients suffering with chronic neck pain. It is not
unfeasible to anticipate either that increased outcome can be achieved due to earlier
intervention or that less effectiveness is achieved because the outcomes associated
with this intervention in the traditional model had relied upon other interventions first,
which have now been removed.

Below is an appraisal of the types of tools that can be used in order to provide a
comprehensive project evaluation.
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Satisfaction questionnaires
User satisfaction needs to focus on GP and patient appraisal of detailed components
of the care pathway, ensuring that a clear view of how those processes might have
helped or hindered the effectiveness of the service, the value placed on it by users
and why. The necessity of evaluating systems, although clearly discussed by various
authors (Øvretveit 1998), can easily be overlooked. If health care organisations are to
improve their ability to provide services that meet the needs of their target audience,
then process evaluation must be viewed as essential feedback about the extent to
which service design is correct (Kotler & Clarke 1987). If users do not like a service
design, they will seek other avenues to access the clinical intervention, especially in
this current era of patient choice (DH 2005).

Although there is a wealth of questionnaires available for this kind of appraisal,
local NHS evaluation audit and research departments are suitably qualified and skilled
to assess them.

Clinical outcomes questionnaires
A popular clinical outcomes tool in chronic pain management is the BPI Short Form
(Cleeland & Ryan 1994). Although originally developed for use in cancer pain man-
agement, Tan et al. (2004) conducted a study to evaluate the validity of this tool for
use in chronic non-malignant pain, finding that not only is this tool a valid instrument,
but it assesses related and distinct dimensions. What is important from a clinical point
of view is that Tan et al. (2004) have provided evidence to assure the practitioner that
correlations can be relied upon as genuinely being related to one another.

This tool provides a comprehensive overview of the patients’ pain scores and the
impact of pain on selected aspects of daily living. By measuring both sensory and re-
active dimensions of the pain experience, it provides an assessment of a person’s pain
intensity and the extent to which this is interfering with their daily life. This is impor-
tant, as many people will improve their function to the point at which pain is a problem
for them. In such cases, the pain score may not alter very much, while those scores that
reflect the impact of pain upon daily living reduce significantly. By repeating comple-
tions of the forms on a routine basis means that a picture not unlike an observation
chart will emerge. This can help influence clinical management as well as validate it.

More detailed assessments are sometimes used in clinical practice (Newton-John
2003), but the intellectual ability of patients varies and a number may be significantly
depressed, or be distracted by anxiety, and so lack the motivation to complete lengthy
and complex forms. However, at the other end of this scale it would be undermining of
the process to use other validated assessment tools such as ‘The Duke Health Profile’
(Wu et al. 2002) that might be considered too simplified, resulting in less clear outcome
data.

Conclusions

It is not uncommon for nurses to feel that despite their great ideas, they are unable to
take them forward. This can be for various reasons; not least of all is the codependency
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that is inherent within the profession (Bibby 2006). The opportunity for nursing and
nurses is to realise that as the principles of ‘adult’ become increasingly inherent to us,
so it will become equally likely that the ‘child’ behaviour displayed by our profession
in the past will become displaced and so less likely to invoke a ‘parent’ response from
others (Bibby 2005). More importantly, when others feel the need to behave in ‘parent’,
the position of ‘adult’ disarms their behaviour (Harris 1973). Professional roles such
as nurse consultant reflect the evolving character that has is now as inherent as our
legacy of the past. With it comes the opportunity to drive forward our vision for our
patients. This project has been like a catalyst that catapulted me into an entrepreneurial
adventure, resulting in the formation of my own health care company and the creation
of my own community pain services – not something I expected to achieve when I
entered nursing.

A local GP, one of the co-authors of the article by Stannard and Johnson (2003),
joined me in forming the company (Pain Management Solutions Ltd). Since that
time the company has become an established provider of community pain services in
South Yorkshire and Nottinghamshire, demonstrating that while the whole MDT is
essential, many patients can safely access a pain service without being seen by the
medical consultant. Furthermore, we have started to show how earlier access does
help to reduce the impact of chronicity. Such is our success that we have recently
been awarded a central contract by the Department of Health and will be appearing on
the Free Choice Network from April 2009. From one simple audit, and thanks to the
opportunities that are now afforded to nurses through our profession, I find myself in
the driving seat of a major entrepreneurial adventure.

Appendix 1: Pain clinic audit

Patient Questionnaire

Thank you for agreeing to participate in this audit. As the information you provide is in
confidence we do not require any personal details from you on this form. Simply
complete it, enclose it within the envelope provided and give it to the receptionist on
leaving.

1. What do you value most about the pain clinic?
2. What changes would you make to the way we deliver this service?
3. What would you like to have been different about the way your pain was managed

prior to attending the pain clinic?
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Chapter 9
Development of nurse-led pain management
programmes: meeting a community need

Dee Burrows

Introduction

This chapter considers the development and nurse-led leadership of a multidisciplinary
team in developing a pain management programme (PMP) and associated services in
the independent sector. The challenges faced in implementing, growing and continuing
to develop the service are considered. Approaches to maintaining standards, evaluation
and audit – from the perspective of practitioners, patients and referrers – are discussed.
The advanced nursing contribution will be summarised and deliberated further in
relation to the wider opportunities.

One in seven of the UK population experiences chronic pain; there is an adult with
pain in every third household; 49% of adults with chronic pain have had to take time
off work and around a third has to give up work. Chronic pain is the second most
common reason, after poor mental health, for being on incapacity benefit. Just under
half of adults with chronic pain are depressed (Chronic Pain Policy Coalition 2007).
Chronic pain impacts upon the individual and their ability to manage home, work and
leisure activities; upon the family – in altered roles, relationships, finances, workloads
and health; and upon society in increased health and social care costs and decreased
expertise and contribution to the economy. Of course many people with chronic pain
lead fulfilling lives, having learnt how to manage their pain.

There are a number of approaches to learning and implementing pain management
strategies. This chapter confines itself to PMPs.

The first PMPs were developed in the early 1970s in Seattle, USA. Based on
operant conditioning, they focused upon altering pain behaviours (Fordyce et al.
1973). Ten years later, Turk et al. (1983) cognitive behavioural therapy (CBT)
into pain management. CBT essentially aims to change the way people think by
challenging their beliefs about pain and thereby influencing behaviour. Until recently,
CBT has been the predominant therapeutic approach used with people attending
PMPs. The first UK outpatient programme was developed at the Walton Centre in
1983 and the first inpatient programme at St Thomas Hospital in 1988. Currently,
McCracken and colleagues at the Bath Pain Management Unit are developing a
third-wave approach (to distinguish from operant conditioning and CBT). Contextual
cognitive behavioral therapy (CCBT) integrates acceptance and commitment therapy
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(ACT) with mindfulness-based treatments (Vowles & McCraken 2008). According to
Wicksell et al. (2009) ACT promotes acceptance rather than avoidance of something
that cannot be changed and favours of engagement in meaningful activity despite
pain.

As anyone working on PMPs will testify, there is a tendency to see this interven-
tion as an ‘end-of-the-line’ treatment. Yet the stated aims of PMPs are to enhance
self-management and rehabilitation – thus normalising, as far as possible, the pain
experience and its impact and facilitating empowerment to change. In the mid-1990s
there was increasing emphasis upon the importance of early intervention in both acute
and chronic health care. The perceived rationale was that the earlier one intervened
the quicker the recovery, the sooner people could return to their life roles at home,
work and in leisure, the less the chronicity. Minimal evidence existed for this view –
but it seemed to ‘make sense’. At this time (as well as contributing to an NHS PMP) I
was head of department at a university. She knew only to well the drive to incorporate
innovation in the community into under and postgraduate curricula – yet understand-
ing ‘how’ this might be done and finding practice examples was an entirely different
matter.

Pain services are one aspect of health care that fit well in primary care. Pain is
one of the top three reasons for people to visit their GPs and with few exceptions
(such as the insertion of spinal cord stimulators) treatments can be carried out in the
community. Furthermore work by, for example, Green (2006), on the management
of musculoskeletal disorders in the workplace, has begun to indicate that early inter-
vention has an evidence base of benefit for the patient, their family and the economy.
Indeed, early access to treatment is one of the Chronic Pain Policy Coalition’s (2007)
five manifesto points. Early access is likely to be found more readily in community
settings.

The community in this chapter are people with pain – not patients. People have
families, friends, acquaintances and colleagues. People dip in and out of services –
whether it be a post-office or primary care service. They seek a service for a specified
need. In pain management the need can impact on many aspects of personal, family
and working lives. Secondly, the community is the practitioners who deliver PMPs,
working with individuals and their families. Pain management has historically been
led by anaesthetists (Main & Spanswick 2000). The British Pain Society’s (2007)
‘Recommended guidelines for pain management programmes for adults’ advises that
PMPs ‘should not be delivered without input from a medically qualified person’ (p. 18).
Other core staff include clinical psychologists and physiotherapists. The guidelines
add that practitioners, such as occupational therapists (OTs), nurses and pharmacists,
‘have skills which are extremely useful for the delivery of PMPs and may bring added
value’ (p. 19).

Some years ago, I began to contribute to a local NHS PMP that had been set up in
1996 by two OTs. It was this PMP that provided the grounding to develop skills in
facilitating PMP delivery and in understanding PMP systems and processes. This un-
derstanding was later used to develop the nurse-led primary care-based PMP to which
the chapter refers. Advanced nurse practitioners (ANPs) must seek opportunities and
seize initiatives. With increasing nurse involvement and expertise in pain management
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and nurse prescribing, it is timely for nurses to consider their potential for bringing
their ‘added value’ to developing and leading PMPs.

Developing the service

Building the team

The NHS PMP team referred to in the introduction had, for some time, been consider-
ing the idea of developing an independent early intervention service in primary care.
With the knowledge and support of the trust’s medical director, the NHS Programme’s
clinical psychologist set up a series of evening meetings. The ideas and motivation
were sound; the commitment – with full time jobs and family responsibilities – was
sadly unrealistic. The medical director expressed his regret, the Psychologist retired
and life continued.

A couple of years later, I left university employment and with the encouragement
of family, friends and the medical director, set up PainConsultants – an independent
health care provider that specialises in ‘working with people to reduce the impact
of pain’. We achieve this through clinical services, training and education, research,
consultancy and a small product division.

I am a practitioner, consultant nurse, the major shareholder and also the managing
director. The first 3 months were spent considering the nature of the organisation and
getting the team together. A consultant nurse and previous colleague came on board
to share leadership of the training and education. A colleague of this nurse, who I had
supervised when he and the nurse had undertaken a study on gender and pain, agreed
to share leadership of the research. Both have an interest in the impact of pain on adult
family carers, meaning that we could look at developing a research programme as well
as potentially undertaking contract research. The OTs and physiotherapist from the
NHS programme were keen to join the clinical services and together with a consultant
psychologist, started to discuss how we might move forward with the ideas mooted 2
years previously. We also approached a service user consultant to join the clinical team.
This individual had considerable personal experience of acute and chronic nociceptive
and neuropathic pain, as well as the wider context of the NHS. Many other people
assisted in the development, whether clinical, business or marketing, they have all
helped to shape the organisation.

The clinical psychologist was new to the practitioner team. At our first meeting the
previous development ideas were shared and those for the future discussed. Borrill
and West (2002) suggest that effective teams are ones who have clarity about and
commitment to their objectives, involve all participants fully, focus on quality through
regular analysis and feedback on team performance, and who support creativity and
innovation. We spent time becoming a team, getting to know each other better as people
and as practitioners. Values were shared, frameworks introduced, debate enabled,
critique given and taken. My role involved preparing agendas, chairing the meetings,
typing and circulating minutes, resourcing materials, developing the infrastructure to
support programme development and delivery, researching and drafting the protocols,
reading and networking. It was an immense undertaking.
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Table 9.1 Inclusion and exclusion criteria

Elements that identify suitability
Elements that indicate further
investigation or onward referral

Pain of 6 weeks or more

Medically examined as suitable for a pain
management programme

Assessed as suitable by a team member

Able to access the programme and its materials

Payment option in place

Signed consent and commitment contract

Assessed to have possible red flagsa

Assessed to have severe depression,
alcoholism or dependency on illegal drugs

Medical morbidity or planned treatments,
which might prevent participation in the
full programme

Assessed as unsuitable for a group
programme

aRed flags denote high risk. In pain management if someone is regarded as having a potential red flag, it is
indicative of possible serious spinal pathology.

Designing the programme – screening

As a team we were clear that we wanted to focus on early intervention in a primary care
setting, but knew we needed to write the programme from scratch. Given the teams
experience in delivering PMPs and the availability of national (British Pain Society
2007) and international guidance, it took a considerable time to agree the wording and
order of the programme aims. The debate was influenced by the fact that we wanted to
ensure we had a focus on work – whether paid, voluntary or in the home for those who
were parents or home managers. Our aims can be found at www.painconsultants.co.uk.
One of our first considerations was to agree the admission and exclusion criteria (see
Table 9.1).

A simple referral form was designed which enables suitability for assessment to
be determined within a telephone appointment with the prospective participant or
referrer. This practice has subsequently influenced the screening process for the NHS
programme, which is now also completed by telephone taking approximately 15
minutes.

Mindful that we do not have the direct involvement of a medical practitioner within
the core PMP clinical team, we had to consider how we would screen prospective
participants as medically suitable. The referral form allows us to record whether red
flags (see Appendix 1) have been assessed for prior to telephone screening. However,
we were all in agreement that we needed to accept self-referrals if we were to try
to provide early access and would also need to take referrals from practitioners who
might be less well informed of red flags than perhaps we are ourselves. Our approach
to this challenge is discussed later in the chapter.

Telephone screening also enables us to record whether or not the individual is
depressed, but not the level of depression which also constitute the ‘yellow flags’ (see
Appendix 1). This has to be undertaken as part of the assessment process. Our clinical
psychologist has responsibility for further investigation of individuals found to have
severe depression. The policy for those with evidence of dependency on alcoholism
or illegal drugs is to advise individuals to seek an urgent appointment with their GP
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or referrer. In cases where the individual is deemed to be ‘at risk’, we will telephone
the clinician and forward an urgent follow-up letter. Template letters were drafted to
ensure the process could be managed with due speed.

Designing the programme – assessment

Considerable time was spent discussing our assessment approach. The psychologist
led the debate and provided the resources whilst I collated the decisions and developed
the surrounding materials, as well as developing our medication questionnaire, and the
physiotherapist developed a physical activity profile. Our standardised questionnaire
pack incorporates measures of cognitive coping, pain, anxiety, depression, functional
activity, fear avoidance, physical activity, medication and readiness for learning pain
management strategies. Thus, the different biopsychosocial elements of pain are ad-
dressed via:

� Pain Coping Strategy Questionnaire (PCSQ; Rosential & Keefe 1983)
� Short-Form McGill Pain Questionnaire (SF-MPQ; Melzack 1987)
� Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith 1983)
� Beck’s Depression Inventory II (BDI-II; Beck et al. 1996)
� Sickness Impact Profile (SIP; Gilson et al. 1975)
� Non Veterans Pain Outcome Questionnaire (Non-VA POQ; VA National Pain

Outcomes Workgroup 2003)
� PainConsultants Physical Activity Profile (Deacon 2005)
� PainConsultants Medication Questionnaire (Burrows et al. 2005)
� Readiness for Change Questionnaire
� Record of goals

From the start we envisaged that we would take participants from outside of our
immediate local area. As we wanted to value the person within their own context, rather
than ours, we did not want them to come to us for assessment. We determined that we
would either go to them assessing in their home/place of work or find an alternate way
to assess. Clearly the whole team cannot travel to each potential participant. I travel
on behalf of the core team and we have developed a team of associate practitioners
around the country – other independent, individual practitioners in private practice
and NHS practitioners seeking extra work. In addition, we investigated the pros and
cons of telemedicine and other forms of technology.

The questionnaire pack is posted or emailed, according to the potential participant’s
preference, returned, scored, and the results are recorded in the individual’s notes by
consultant nurses. The full multidisciplinary team is available for consultation. The
potential participant is then assessed face to face or via the telephone. The assessment
form was designed by the team as a whole and allows the assessing practitioner to
represent the different multidisciplinary perspectives. The only challenge for tele-
phone assessments is that it is not possible to undertake either physical or functional
assessments. As our confidence has grown, we have become able to discern when
telephone assessments are or are not suitable. For instance, if the person has been
seen by a medical consultant who has recommended a PMP, we are more likely to
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undertake a telephone assessment. Conversely, if from the referral information we are
unclear about whether the person would best be helped by a PMP or one of our 1:1
pain education programmes (PEPs), we are more likely to undertake a face-to-face
assessment.

Once the assessment form is completed, we provide feedback on the questionnaire
results, discuss treatment options and goals and address any final questions. An assess-
ment report is compiled in consultation with the multidisciplinary team as required,
treatment recommendations are included and costed, and the report is sent to the
referrer and potential participant. Responsibility for costing and referrer liaison lies
with the consultant nurses. The process that was envisaged has had its glitches, but in
essence has worked well.

Designing the programme – delivery

The CBT model introduced by the clinical psychologist enabled us to learn and develop
as a team. Each of us had responsibility for writing certain group sessions and for
tracking a theme through all the sessions. Having checked that physical sensations
were addressed throughout, the psychologist focused on thoughts and feelings, the
physiotherapist on behavioural aspects and the OT on environmental context and
work. The service user consultant critiqued all handouts for ease of understanding.
A programme manual and power point presentations were compiled and a participant
handbook produced. Handbooks are sent out in advance and contain pre-course reading
and written exercises introducing the individual to the philosophy of pain management,
goal setting and the concepts of relaxation and exercise.

Initially, the programme was designed as an outpatient programme, one evening
a week for 8 weeks supported by course work for the participant to undertake at
home, work and in leisure. As is discussed further in the next section, demand and a
change in referral routes led us to develop a programme for people with longer term
pain and replace our outpatient programme with a residential one. The residential
programme offers group sessions and individual appointments in Weeks 1 and 3,
with participants testing their new skills in their own environments during Week
2 supported by telephone reviews with the consultant nurses and the ‘course work
partnership’ system. This system provides each participant with a participant partner
between and during sessions. Group sessions include:

� What is pain and pain management?
� Understanding, challenging and managing thoughts and feelings;
� Goal setting;
� Body dynamics, stretch and exercise;
� Managing activities and pacing at home and in the work place;
� Managing medication, stress, sleep and set backs;
� Problem solving at home and work;
� Carers’ and employers needs.

In addition, each participant now has two individual appointments with both the
physiotherapist and the OT, a medication review with a nurse if applicable, one to two
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appointments with the psychologist if required and two sessions with a key worker
who is generally one of the nurses.

In developing the programme we needed to find a suitable venue. There is a private
hospital within easy distance of our office. However, we wanted our programme to be
located within a community, rather than health care setting. The two local village halls
did not offer the type of environment we were looking for. We wanted somewhere that
our participants felt valued and respected as people, rather than patients. Three of us
visited and talked to two conference centres, both of which provide accommodation.
The one we chose is set on the edge of the village and is a favourite venue for local
weddings. It is within relatively easy distance of shops, a museum and open countryside
(depending upon one’s walking tolerance). Residence rooms are en suite and there are
two rooms with facilities for wheelchair users. The venue staff are unfailingly flexible
and accommodating of our participants’ needs. Once we had the venue, we then needed
to purchase books, CDs, pillows, mats and all the other equipment usually drawn upon
in delivering PMPs.

Designing the programme – ongoing support and evaluation of progress

Formal reviews are undertaken 2 weeks after the residential stage has concluded and
three monthly thereafter to the end of the year. The questionnaire pack is reapplied,
followed by feedback of the results, discussion of progress and identification of goals
for the coming 3 months. Interim reports are written for the participant, their GP and
referrer. This process is undertaken by the consultant nurses.

In developing the PMP, the team felt that we could add value by offering participants
‘ongoing support’ to maximise internalisation of strategies and goal achievement. This
element has become more important as we have developed the residential programme.
The NHS PMPs, which the team has contributed to, have not historically been re-
sourced to offer follow-up and we thus had no specific experience to draw upon.
Nevertheless, the work put in during the development stage has stood us in good stead
and we are now increasingly aware of the resources we can draw upon and indeed the
nature of support we can offer. Again the consultant nurses hold the responsibility
for key working participants during this stage. However, other members of the core
multidisciplinary team and our associate practitioners contribute.

The nature of support is determined at the assessment stage, negotiated through the
residential stage and is enacted against goal-orientated action plans during the subse-
quent 10–11 months. Needs vary between individuals and may range from telephone
support during or following a flare up, to return to work management and support.
Examples include our OTs undertaking work and home-based functional assessments,
our physiotherapists supporting individuals in additional graded exercise programmes
focused on functional goals, our nurses following up on sleep management, medication
reductions and motivational and family work, and recently our psychologist offering
guided work supported by telephone appointments with a patient who was struggling
with thoughts and feelings following a return to the environment in which his accident
happened. We also liaise with disability employment advisors, vocational consultants,
occupational health nurses, human resource mangers and others. As well as delivering
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ongoing support, the consultant nurses coordinate and maintain appropriate levels of
contact with the participant, their GP, the referrer and colleagues.

Upon conclusion of the ongoing support stage, a final report is complied for the
participant comparing entry and outcome scores, progress against goals and recom-
mendations. The report is made available to those in the participant’s community who
require it to continue supporting the individual. The participant is then discharged.

Developing a PMP, whether in the independent or NHS sector, involves more than
the clinical service. People need to know you are there in order to refer to you.
Experience in the NHS meant we all knew that it can be challenging to get through
to the right people to ‘sell’ the PMP service for the benefit of patients and their
families, but we were not sure how to do this in the independent sector. Few health
care practitioners, after all, have experience in marketing. This and other challenges
are addressed in the following section.

Challenges in implementing the service

This section discusses further some of our key challenges in implementing our service.
These include identification of red flags, managing referrals, marketing and managing
the delivery and corporate business.

Identifying red flags

No development is challenge free. In an article in the British Pain Society (BPS)
Newsletter in Spring 2006, the challenges we faced were discussed (Burrows 2006)
with the identification of red flags among the first. The challenge of developing
protocols to manage red flags was introduced in the previous section. The reality was
that in parallel to the PMP we were also developing two other levels of service – ‘brief
interventions’ and ‘pain education programmes’. We had begun admitting to these
services and three of our first eight patients had red flags (New Zealand Guidelines
Group and ACC 2003). One patient was suspected of having red flags during the
initial self-referral telephone call when he described being diagnosed with thoracic
osteoporosis 6 months previously. He was seen that day and following assessment the
GP was contacted. The patient was referred to a haematologist the day after and sadly
died from multiple myeloma 6 weeks later. Another, referred to us by a GP required
orthopaedic surgery that was successfully undertaken within a week. The third was
less clear-cut. However, by this time we had secured direct referral rights to a number
of consultants in pain around the UK. The individual was seen quickly, the problem
diagnosed and a combination of medical pain management and surgery resolved the
issue.

ANP is not solely dependent upon clinical knowledge and expertise. Knowing
the red flags list does not mean that as a nurse, you are capable of accurately and
consistently recognising red flags in clinical practice. While experience and intuition
(which is recognised as part of expert practice) can help (Benner & Tanner 1987;
Manley et al. 2005), the ANP needs to have clear protocols for onward liaison and
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referral if safety is to be assured. One of the local consultants in pain raised this
point and in an appropriately challenging conversation reassured himself that we had,
through my leadership, given careful consideration to the necessary strategies. It was
this debate that led to us being given direct referral rights, a position that is not only
professionally reassuring, but also of significant importance for patient safety. Whilst
these experiences can be uncomfortable and challenging, it enhanced the confidence
of the team in considering opening up referral routes to the NHS PMP to which we
contribute.

Managing referrals

One of the implications of the protocol is that to date all referrals have come through
myself. As the organisation grows, the apparent reality is that we will have to find
an alternative. A colleague consultant nurse is now confident to take referrals. How-
ever, the actuality is that as our referrals have grown the pattern has changed. The
large majority of referrals now come via solicitors, case management and insurance
companies, and potential participants have been screened for red flags.

The change in referral patterns has brought its own challenges. Our main market
is not the early intervention that we had envisaged. Most of our participants are
between 1 and 3 years into their pain journeys. They have typically been involved in
accidents at work or on the road, have active or recently settled medico-legal cases,
are often complex and require a different level of input than that originally planned.
Approximately half are in work, though often struggling, while the remainder are on
long-term sick leave or have been medically retired. As a consequence, we have and
are continuing to develop our PMP. The clinical developments are addressed later in
this chapter, the marketing challenges are considered here.

Marketing your service

According to the Chartered Institute of Marketing, marketing is ‘the management
process responsible for identifying, anticipating and satisfying customer requirements
profitably.’ This starts with everyone understanding and ‘living’ the mission statement,
which is part of the business culture.

We offer three levels of clinical services:

� Brief interventions generally focused upon one or two therapeutic interventions
for patients with acute or chronic pain.

� PEPs generally delivered by one or at the most two practitioners (nurse or therapist)
in the client’s home or place of work. Based upon the principles of CBT and drawing
upon the materials and resources of the PMP, PEPs are suitable for people who do
not require or cannot access the PMP.

� The third level is of course the PMP.

There is good evidence for the efficacy of CBT-based PMPs in improving pain experi-
ence, mood, coping, negative outlook on pain and activity levels (Morley et al. 1999;
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van Tulder et al. 2000; Guzmán et al. 2001; Hoffman et al. 2007). The evidence base
is part of marketing and is important when we explain our service. Over time we have
trained ourselves not just to live our philosophies, but also to be able to articulate
them quickly and succinctly when faced with enquiries. We work hard to ensure our
materials, whether paper, web-based or verbal are consistent. Much of this activity is
led conjointly by the marketing director and myself, as although the responsibility lies
with the marketing director, the professional accountability remains with me.

Our biggest marketing challenge was to identify who our referrers might be and to
access them. The clinical team had many excellent ideas, but little expertise. Informal
contact for advice, with a friend with marketing experience, resulted in them becoming
our marketing manager. Despite this we continued to struggle. The market we had
perceived – given that 1:7 have persistent pain – was ‘not there’. We were ahead of
our time. We now have a clear strategy: networking, investing in our market through
training and education, spending time ‘account managing’ and making best use of
changes in rehabilitation guidance and other contextual developments.

A further challenge has been ‘marketing’ our assessment process. Potential partici-
pants enjoy the flexibility, welcoming us into their homes across the UK or appreciating
that telephone assessments can be carried out anytime between 8 a.m. and 9 p.m., be
halted if the individual needs a break and resume again 5–15 minutes later – thus
enabling the person to pace. Referrers can initially be wary of telephone assessing.
However, as we have become more skilled at both assessing in this way and in ar-
ticulating the pros and cons, we are able to manage the queries competently and
confidently.

Managing delivery

Delivery challenges are considered from a content perspective later as they tend
to be driven by evaluation. Personal challenges are addressed here. Our residential
programme can be personally exhausting – for the participants, practitioners and
support staff. The evidence indicates that the more intense the programme, the better
the outcomes appear to be. Individual appointments can start at 8 a.m. with group
sessions commencing around 10 a.m. Evening sessions conclude anywhere from 7.15
p.m. to 8.15 p.m., practitioner discussions frequently follow. The support staff set
up and break down the room on a weekly basis, deal with participant transport and
non-clinical queries, provide additional resources as requested and man the office. The
operations manager and her team coordinate the non-clinical endeavour and I focus
on the clinical activity. Participants are frequently energised by the conclusion of the
residential stage, but need careful support over the following fortnight to minimise the
natural dip in motivation and enthusiasm that follows any group activity.

Our ongoing support offers a ‘unique selling product’, which on the one hand
facilitates marketing, but on the other, sets up a lot of ‘frequently asked questions’ –
precisely because it is out of the ordinary. Again, led by myself, we have had to train
ourselves to articulate the clinical rationale for offering this service and the process
that is followed. The community in this instance includes the participants and their
families, the practitioners (core and associate teams), the support staff, referrers, GPs
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and, where relevant, employers. My role includes telephone and email liaison, with
letters and formal reports the responsibility of the key worker, under my supervision.

Managing the business

Developing an independent nurse-led PMP in the community offers more than clinical
challenges. As highlighted in the BPS Newsletter (Burrows 2006) there were business
plans and policies to write, internal systems to develop, insurance policies to set up,
data protection registration to organise and all the other factors required for running a
business. In the early days, drawing upon personal experience, the advice of colleagues
in the Royal College of Nursing’s (RCN’s) Nurse Entrepreneurs Group and in their
publication ‘Nurse entrepreneurs: turning initiative into independence’, a new edition
of which was published in 2007, was essential in the preparation. Additional advice
was obtained from the bank manager, accountant and others referred to in Chapter 7.
The structure of the company can be seen in Figure 9.1.

Developing an accounting system and costing our services was something of a
challenge for a team who had predominantly worked within public service. Putting the
actual figures together was not difficult, being confident that the fees were warranted
because of service quality was more demanding. The physiotherapist was a great help
having worked in independent practice for much of her career. We also received advice
from a local PCT commissioner who was supportive of our developments.

It is interesting to note at this point the different qualities that other team members
brought to the business – the psychologist has some excellent clinical development
ideas, the OT is very good at identifying governance issues, the medical consultant
has a keen eye for business regulation, one of the other consultant nurses is incredibly
contextually aware, flagging up national and international developments we need to
consider, a further consultant nurse is dedicated to ensuring that the accuracy and
quality of materials is second to none. Everyone – practitioners and support team – is
marvellously flexible. The challenge in leading the team is managing the enthusiasm
and ideas in a business sensible and clinically progressive manner.

There is one person I have not mentioned a great deal but the business would not have
survived without our operations manager. Setting up a new service is time-consuming
and costly. Whether in the NHS or independent sector, finances are finite and have to
be juggled. Our operations manager is a juggler par excellence. The skills we have
learnt in the independent sector have made us more aware of cost-effectiveness with
our NHS programmes, and I do mean here the ability to provide an effective service
at an appropriate cost. ANPs are faced with exciting opportunities. Understanding
business like financial management and the way in which it can support a quality
service is paramount whatever the sector one is operating in.

Maintaining standards and evaluating the service

Many years ago the author had a particular interest in approaches to evaluating aca-
demic professional curricula (Burrows 1991). She has undertaken service evaluation
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research and more recently an NHS PMP audit (Burrows et al. 2006). She values
integrity and believes that quality is in the detail. In the BPS article, she highlighted
that NHS practitioners have in the past questioned whether governance systems in
the independent sector can be as good as the NHS (Burrows 2006). It is true that
our systems and arrangements are considerably less complex than those in the NHS;
however, they must be and are just as rigorous – after all our livelihoods depend on it
on a day-to-day basis. This section outlines our approaches to maintaining standards
and how we evaluate our services.

Governance is ‘the set of arrangements or system by which the affairs of the or-
ganisation are ordered and monitored’ (see Chapter 4). We have systems in place for
corporate management, finance management, human resources, IT and staff develop-
ment; we have strategies for marketing and service development; we have protocols
for clinical delivery, research, product management and our training and education
services; we have policies on access to health records, data protection, copyright clear-
ance, confidentiality, lone working and staff sickness among others; we have codes
for professional conduct and procedures for dealing with complaints, disciplinary and
grievance matters; we have a multiplicity of insurances.

Some of the above have been written by myself, some by other members of the
team and some, such as the disciplinary and grievance procedures are downloaded
from public organisations. We have a list available and include copies of individual
documents in appropriate locations. For example, the PMP manual includes clinically
relevant policies. Our systems are thus open to scrutiny by our community – the team,
participants, our referrers and clients, our accountants, bank manager, tax and VAT
inspectors and so on. The responsibility for much of this lies with the operations
manager, but the final accountability is with the directors.

The remainder of this section focuses upon some aspects of clinical, rather than
corporate governance. However, before doing so, attention is drawn to the section on
professional indemnity insurance in Chapter 7. In addition to individual indemnity
through their Royal Colleges, our practitioners – and thus participants – are covered
through insurance held by the organisation.

Clinical governance

Clinical governance includes the criteria outlined in Table 9.2.
In relation to patient, public and carer involvement, as previously mentioned, a

service user consultant was involved in the PMP development. As with many PMPs
we have past participants come and talk to the groups contributing to a graduate
session and a session on managing pain in the work place. We encourage carers to be
involved at the assessment stage and during ongoing support. Adult carers are also
involved in our research programme, which focuses upon the impact of pain upon
them.

As with other PMPs, our participants evaluate the group sessions verbally and in
writing. We also ask them about their experiences and suggestions for the assessment
and ongoing support stages. We collate testimonials and publish these appropriately.
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Table 9.2 Clinical governance criteria

Patient, public and carer involvement Analysis of patient’s professional involvement
and interaction, and strategy, planning and
delivery of care

Strategic capacity and capability Planning, communication and governance
arrangements, and cultural behaviour aspects

Risk management Incident reporting, infection control, prevention
and control of risk

Staff management and performance Recruitment, workforce planning, appraisals

Education, training and continuous
professional development

Professional re-validation, management
development, confidentiality and data protection

Clinical effectiveness Clinical audit management, planning and
monitoring, learning through research and audit

Information management Patient records, etc.

Communication Patient and public, external partners, internal,
board and organisation wide

Leadership Throughout the organisation, including board,
chair and non-executive directors, chief executive
and executive directors, managers and clinicians.

Team working Within the service, senior managers, clinical and
multidisciplinary teams, and across organisations

Source: Reproduced under the terms of the Click-Use licence.

I would say that we also collate complaints and investigate according to our policy;
however, while the policy is in place, we have never had to enact it.

We have received some encouraging feedback from participants in all three levels
of our clinical service, much of which has been made public as required by the
communication aspect of clinical governance. One participant, who had been an
international marketing manager, contacted a journalist and had her story and progress
covered in a series of articles. This lady has also appeared in a company DVD and her
picture is on the front of our clinical services leaflets. Other participants have spoken
at our conferences – not about the service, but about themselves. Their willingness to
engage in these activities is, we believe, a positive reflection on our service. However,
it has also meant that we have had to develop confidentiality agreements and obtain
signed permission to use people’s personal information or appearances in DVDs and
so on to meet data protection requirements as well as our own internal governance
standards.

Our information management includes maintaining a practice list that is updated
each time we receive a new referral or discharge a participant. The list not only
contains the individual’s name, date of birth, clinic number, referrer details and so on,
but also their main pain problem, treatment focus and summary of outcome. It thus
forms a useful basis for our main annual audit. We have a ‘practice list action points’
document updated on a weekly basis by the consultant nurses to support key worker
activity. This is a relatively new development, reflecting growth and the need to ensure
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all our participants treatment and communication needs are being managed in a timely
fashion. Our clinical services administrator also receives a copy so that she is able to
respond to enquiries from participants and referrers. Participants, of course, also have
clinical notes files.

We prepare a considerable number of lengthy reports – at assessment, following the
residential stage and three monthly thereafter to the point of discharge. In addition,
there are letters to GPs and other practitioners involved in the participant’s health,
social and work management. We use emails and texts. The latter are transcribed and
filed in the participant’s notes. Again it is the consultant nurses’ responsibility – in
collaboration with the clinical services administrator and our medical secretary – to
ensure that participant records are up-to-date and transparent should the participant
or other authorities wish to view them. Because many of our participants have active
medico-legal cases, we can be asked to forward copies of the clinical notes, with
participants’ permission, to solicitors. Our record keeping is fulsome and carried out
according to NHS standards.

Corporate and clinical audit

Clinical audit is an ongoing process and the responsibility lies with myself and dele-
gated assistance. Clinical and corporate reports are produced for every board meeting.
A full clinical audit is undertaken at the end of each financial year. The audit report
focuses upon treatment outcomes. Because our service is relatively new (and partici-
pant numbers thus relatively small) we are moving towards, rather than actually being
able to currently provide comparisons of outcomes. This position should alter by the
time the next annual audit is due in March 2009. The report also provides an update
on general clinical activity, staff training and academic consultancy.

Staff training is an area we invest in. Most recently the team, together with one
of our OT associates, came together for an internal training day facilitated by our
Clinical Psychologist. The focus was on a new area of therapeutic practice and one
that the team hopes to move forward in developing over the coming year. All core
and associate staff are offered gratis places at our conferences, and we also fund
staff development activities at external meetings and study days. Responsibility for
determining attendance is held by myself in terms of clinical rationale and by the
operations manager for the financial support.

Our corporate systems are reviewed by an external business consultant in December
each year. This provides useful critique from a fresh pair of eyes, as well as mentorship
for the directors and operations manager. Corporate goals are determined for the
coming 12 months. The operations manager works closely with the directors and
accountants to ensure progress against business aims is evaluated on a quarterly basis.
This process is not just good business practice; it is also about teamwork. Benson
and Rice (2007) highlight that for leadership to be perceived as rewarding, gaining
support is paramount. Their work on the NHS Clinical Teams Programme (CTP)
suggested four sources: those in a similar position, i.e. other leaders and innovators,
team colleagues, local managers and the CTP facilitators. In various ways, I (and
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business) obtain support in each of the first three categories albeit in a different
context.

We have a relatively flat hierarchy, thus practitioners and business staff are expected
to lead on some aspects and work as team members in others.

Justifying the advanced nursing contribution

Throughout this chapter, I have attempted to highlight the contribution to the devel-
opment of a nurse-led PMP. As an ANP, I have led and motivated the team, used
my clinical expertise, enhanced my corporate skills, developed business skills and
employed a marketing manager. Knowing yourself and being able to analyse your or-
ganisations is the first of Wallace’s (2004) skill acquisition areas and a key component
of any successful development activity (see Chapter 7). Knowing that the practitioner
team did not possess sufficient marketing, knowledge and skills were key to making
that decision.

The RCN (2008) describes a number of core elements to the ANP role. The first
of these is the ability to make professionally autonomous decisions for which he
or she is accountable. In the development outlined in this chapter, the practitioner
and business staff work as a team. Each member is also responsible for decision-
making in their area – but perhaps not always autonomously. In a PMP there is a
lot of joint formulation, delivery and decision-making. However, practitioners make
autonomous decisions, using their clinical expertise. Autonomy involves dealing with
the unexpected. Recently I made a decision to ‘suspend’ ongoing support for one of
our participants as he has a number of other health issues that have greater priority. By
suspending support, we will be able to work with him again at a more appropriate time.
The need to suspend was a clinically autonomous decision. Actually doing so was my
responsibility as managing director as there will be unfunded costs to the company.
ANPs need the confidence to balance clinical decision-making in the context of wider
implications.

By taking referrals and holding responsibility in assessment on behalf of the team, I
‘receive patients with undifferentiated and undiagnosed problems’ and exercises skills
such as physical examination (RCN 1983). Many clinical nurse specialists in pain
management fulfil this criterion for ANP practice on a daily basis. The third criterion
involves screening for risk factors – a process outlined by this ANP in relation to
the identification of red flags. Fourthly, I make differential diagnoses in relation to
pain and its impact using decision-making and problem-solving skills. Developing
ongoing pain management plans in liaison with participants, I provide treatment as an
individual and as part of the team. I also refer to other agencies, support participants
in managing their pain, provide health education in relation to the impact of pain and
have the authority to admit and discharge patients. Working collaboratively within and
outside of the team, I provide consultancy internally and externally to the organisation,
as well as being the team leader.

Opportunities for developing as an ANP in pain management are increasing both
in the NHS and in the independent sector. Primary care, social care and vocational
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rehabilitation developments enable those with ideas to explore and implement new
initiatives. In doing so, ANPs need to be ‘politically’ and clinically aware of national
developments. In working on one’s own developments, ANPs need to know themselves
and their organisation, plan their strategy, understand constraints and be aware of
resources (Wallace 2004). The most important resource is within ourselves – our
knowledge, skills and capacity for action.

Conclusions

This chapter has shown how an ANP can take on a leadership role in developing a PMP
in the community. Many of the concepts discussed are of course equally appropriate to
other service development by nurses across the pain arena. Many ANPs will already
possess the necessary knowledge and skills. By considering the range of opportunities
that exist from new and differing perspectives, ANPs have the potential to enhance
services for the benefit of people with pain, their families and the community at large.

Appendix 1

Red flags indicative of possible serious spinal pathology

� Age under 20, over 55
� Non-mechanical pain
� Thoracic pain
� History of cancer, steroids, HIV
� Unwell, weight loss
� Widespread neurological signs and symptoms (S&S)
� Structural deformity
� Cauda equina (sphincter/gait disturbance, saddle anaesthesia)

Psychosocial yellow flags – the beliefs and behaviours
which may predict poor outcome and which pain
management programmes address

� Pain, harm/potential severe disablement
� Fear avoidance & reduced activity
� Low mood & social withdrawal
� Anticipates passive treatment, rather than active participation

(New Zealand Guidelines Group and ACC 2003).
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Chapter 10
Nurse prescribing in acute and chronic
pain management

Trudy Towell and Martin Christensen

Introduction

In the UK improving the patients’ experience has been emphasised by Lord Darzi
(2007) in his report, to the Department of Health (DH), which encouraged organisa-
tions and services to develop safe, fair and equitable care around the needs and choice
of patients. Traditional clinical roles have already been challenged and broken down to
allow nurses to work more flexibly with expanded skills, particularly in the area of pre-
scribing (National Prescribing Centre 2001; DH 2006a). All nurse prescribers within a
specialist pain service or within generic nursing roles need appropriate education, on-
going support and continuing professional development (CPD) material. It is helpful
to have a brief historical review of the policy documents which led to these changes.

In 1979 the first case for nurse prescribing was presented to the Royal College of
Nursing (RCN) by a group of district nurses wishing to enhance the care they were
providing for patients (Jones 2004). From this came a stepwise movement towards the
announcement in early May 2006 that independent nurse prescribers could prescribe
from the whole British National Formulary (BNF). These nurses would be able to
assess, diagnose and prescribe without reference to a medical practitioner. However,
this journey has been long and arduous. In 1986, after lobbying from the RCN, the
Cumberlege Report was commissioned by the then Department of Health and Social
Security (DHSS), which reviewed community nursing and made recommendations
that nurses be able to prescribe a limited formulary (DHSS 1986). This was followed
by the first Crown Report (Report of the Advisory Group on Nurse Prescribing, DH
1989), which suggested that specific items may be prescribed, the groups of patients
that would most benefit and also emphasised the improvement that nurse prescribing
would make to patient care, for example saving time, improving communication
and clarifying professional responsibilities between nurses and general practitioners
(GPs) (Courtenay & Griffiths 2006). The Cumberlege (DHSS 1986) and Crown
(DH 1989) reports led to the bringing of a private member’s bill culminating in the
Medicinal Products: Prescription by Nurses Act 1992, granting the ability to prescribe
to specifically trained district nurses and health visitors. The problem here was that
these prescriptions would be limited to wound dressings, non-drug items or those on
the general sales list. With an amendment to this piece of legislation in 1994, saw the
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publication of the first Nurse Prescribers’ Formulary and the setting up eight pilot sites
for nurse prescribing (at the behest of the Treasury, concerned with cost) which was to
later extend to all National Health Service (NHS) regions in England (McHale 2003;
Jordan & Griffiths 2004; Warner 2005). However, the Advisory Group Report (DH
1989) was also the catalyst in the quest for alternative means of drug administration
by nurses, for example the use of group protocols. Group protocols in this instance
were seen as local agreements between doctors and nurses (usually in the primary care
setting) whereby the nurse could give patients specific drugs without a prescription.
However, this ran into difficulties when it emerged that it was an illegal interpretation
of the Medicine Act 1968. As a result the government requested an investigation into
the illegality of group protocols; the second Crown Report (DH 1999) heralded patient
group directions (PGDs) and the guidelines for their implementation were set out in
a NHS Executive Health Service Circular (DH, 2000a, 2000b; McHale 2003; Jones
2004). PGDs are described as written instructions for the administration of medicines
to patients who are not previously known to a non-prescribing practitioner (DH 2000a).

The final part of the Crown Report (1999) was undertaken to review prescribing,
supplying and administration of medicines and as a result proposed a new frame-
work. This new framework identified new categories of prescribers – independent and
dependant (subsequently supplementary prescribers) – and new groups of health pro-
fessional that could become prescribers (DH 1999). Up until this point these changes
in prescribing legislation plus the governments agenda to alleviate emergency depart-
ment waiting times and provide more community-based care led to the development of
‘nurse-led’ walk-in centres and minor injury units which required nurses to be able to
assess, diagnose and prescribe. In 2001 the extended nurse prescribers’ formulary was
announced with its focus for nurses working in the areas of minor illness and injury,
health promotion and palliative care (pain control). The new categories of independent
and supplementary prescribers was endorsed in 2001 with supplementary prescribing
coming into being in 2003 (Baird 2005), yet it would be another 3 years before nurses
would be able to prescribe independently. Supplementary prescribers (nurses and phar-
macists) must prescribe in conjunction with an independent prescriber, can prescribe
any medication with the exception of controlled drugs as long as it is within the terms of
a patient-specific clinical management plan following a diagnosis by the independent
prescriber and must have completed relevant training (DH 2003). Finally in early May
2006 the Nurses Extended Formulary was discontinued and became the nurse indepen-
dent prescribers enabling nurses to prescribe from the whole BNF for any clinical con-
dition within their area of competence including some controlled drugs (DH 2006b).

Nurse prescribing commenced after the 1986 Cumberlege Report recommended
that community nurses should be able to prescribe a limited list of items, followed
by the Crown Report 1989 which led to the Nurse Prescribers Formulary for suitably
qualified nurses to prescribe from. After pilot studies there was a national roll-out of
nurse prescribing in 1998. The training required at this time to become an indepen-
dent nurse prescriber included a distance learning package, a 3-day training course
and assessment by written examination. The second Crown Report (1999) extended
prescribing rights to include other groups such as nurses and pharmacists. The NHS
Plan (2000) supported extending the prescribing authority, empowering front line staff
detailed within shifting the balance of power.
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It was envisaged that by 2004 the majority of nurses should be able to prescribe
medicines independently, or as supplementary prescribers, or supply, or administer
medicines under PGDs. PGDs first came to light after the first Nurse Prescriber’s
Formulary; however, it was the second Crown Report (DH 1999) that heralded the
introduction of PGDs. Final amendments to the report not only identified new cate-
gories of prescribers, but together with the NHS Executive Health Service Circular
(DH 2000a) were guidelines for PGD use and implementation acknowledged. This
meant that there now existed a legal framework for which nurses could prescribe albeit
limitedly. By definition, PGDs are written instructions that allow for the supply, sale
and administration of named medicines to individuals that are unidentified at the time
of treatment for a specific clinical situation without the need for a prescription (Baird &
Morgan 2000; National Prescribing Centre (NPC) 2003).

Acute pain

University courses for independent and supplementary nurse prescribing were de-
veloped throughout the country in response to the NHS Plan (2000). These opened
opportunities for improving acute pain management through initiatives such as:

� PGDs allowing ward nurses/emergency nurses to administer simple analgesia such
as paracetamol (see National prescribing website www.npc.co.uk).

� PGDs for Entonox resulted in an increase in its use to support patients through
difficult wound dressing changes, removal of drains or other short-term incident
pains.

� Acute pain specialist nurses used PGDs to administer epidural boluses of bupiva-
caine for patients with severe breakthrough pain (but opiates are not allowed to be
administered via a PGD).

� Acute pain specialist nurse prescribers were able to choose from an extended list
(see Table 10.1).

Chronic pain

Independent prescribing for palliative care patients allowed nurse prescribers to choose
from an extended list (see Table 10.2).

Specialist nurses working with patients experiencing chronic benign pain are pre-
scribing medications such as demonstrated in Table 10.3.

Chronic benign pain is not recognised as palliative care, so opiates can only be
prescribed by supplementary prescribing using a clinical management plan for these
patients.

The complex and dynamic national non-medical prescribing standards and guide-
lines require a local overall strategy for improving the management of medicines and
the development of nurse prescribing within pain services for patients in acute or
chronic pain. Prescribing is not just writing a prescription. Considerations include the
latest national developments, legal implications, medication risks versus the benefits
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Table 10.1 Prescribing only medications in the nurse
prescribers extended formulary, useful for acute pain

Analgesics
Aspirin (po)
Codeine phosphate (po)
Diclofenac potassium (po)
Diclofenac (po/pr/ophthalmic)
Dihydrocodeine tartrate (po)
Felbinac (external)
Flurbiprofen (lozenges)
Ibuprofen (external/po)
Ibuprofen lysine (po)
Ketoprofen (external)
Nefopam (po)
Paracetamol (po)
Piroxicam (external)

Antiemetics
Cyclizine (po/parenteral)
Dolasetron (po/parenteral)
Domperidone (po/pr)
Granisetron (parenteral)
Metoclopramide (po/parenteral)
Ondansetron (po/parenteral)

of the prescription, the latest evidence base and consideration of the patient’s informa-
tion and education required to ensure compliance. An example of one large university
teaching hospitals’ strategy will be shared. This service and practice development is
multifaceted and includes the rationale for development, the organisational policies,
corporate steering groups, local medicine guidelines, national guidelines, implemen-
tation support with group multidisciplinary clinical supervision and CPD.

Table 10.2 Prescribing only medications in the nurse prescribers
extended formulary, useful for chronic pain

Amitriptyline – palliative care
Baclofen (po) – palliative care
Dantolene (po) – palliative care
Gabapentin (po) – palliative care
Imipramine – palliative care
Nortriptyline – palliative care
Controlled drugs

Morphine sulphate (po/parenteral/pr)a

Morphine hydrochloride (pr)
Diamorphine (po/parenteral)a

Buprenorphine (transdermal) – palliative care
Fentanyl (transdermal) – palliative care
Oxycodone (po/parenteral) – palliative care

aFor pain relief in respect of suspected myocardial infarction, or for relief of acute
or severe pain after trauma including in either case post-operative pain relief.
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Table 10.3 Examples of medication for specialist nurses using supplementary prescribing
for patients experiencing chronic benign pain

Group Drugs
Dose
schedule Comments

Reasons for referral back
to independent prescriber

Antidepressant Amitriptyline 10–150 mg
nocte

Outside
license

cardiovascular side effects,
e.g. ECG

changes, arrhythmias,
postural

hypotension, tachycardia

Anticonvulsant Gabapentin 300–600 mg
tds

headache, urinary
incontinence, deranged
liver function tests (LFTs)

Rationale for service development

Improving the patients’ pain relief in hospital

Inadequate post-operative pain management has been reported for over 30 years in
the UK (Marks & Sachar 1973; Fagerhaugh & Strauss 1977; Svensson et al. 2000),
with similar findings in Hong Kong (Chung & Lui 2003), Australia and Canada
(VanDenKerkhof & Goldstein 2004) to name only a few. Specialist nurses working in
hospital environments understand the complexity of the barriers to patients obtaining
excellent pain relief.

During daily visits to the wards, specialist nurses provide education to ward nurses,
junior doctors, patients and their relatives, during their consultations and assessments
of patients in pain. Frequently, there is a lack of systematic pain assessment, a lack of
analgesics prescribed by junior doctors, a lack of equipment such as patient-controlled
analgesia devices (Picker Institute Europe Reports 2002, 2004) and a lack of planning
for epidural or intravenous patient-controlled, step-down analgesia. Often patients have
to wait up to 24 hours for the junior doctors to prescribe the analgesics recommended
by the specialist nurses.

Local audit (Bennett 2005) demonstrated a large variation between the younger
adult (2–3 hours wait) and the elderly patients (6–8 hours wait) in obtaining analgesia
after admission to hospital in medical environments. Gregory and Bramwell (2008)
pilot project allowing Oramorph to be administered with one nurse’s signature in
the CD register led to patients waiting less time to receive their analgesia. No nurse
wanted to return to the traditional two-nurse checking of Oramorph. Specialist nurses
in acute pain services are provided with the opportunity to train and support ward-
based nurses with projects for improving the timely administration of analgesics.
They can also develop themselves by attending a university course in non-medical
prescribing to support the provision of timely, appropriate prescriptions to provide
a higher standard of care to patients. Even though the World Health Organization’s
(WHO’s) three-step ladder has improved the treatment of pain throughout the world,
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we still find studies reporting ineffective analgesia (Bach 2007). Nurse prescribing
provides an opportunity to improve this and subsequently the patients’ experience.

Improving the patients’ pain relief in the community

In the hospital outpatient chronic pain clinics, patients often describe difficulties in
getting an appointment with their GP, sometimes waiting for up to 2 weeks. This
leads to patient delays in obtaining analgesics and continued pain and suffering. Oth-
ers describe non-compliance with the consultant advised trials of medications. All
patients recommended for strong opiate medication, require comprehensive biopsy-
chosocial assessment, education, monitoring and evaluation as advised by the British
Pain Society guidelines (BPS 2004).

Tomorrow’s primary care trusts need specialist nurses to help provide multipur-
pose clinics or polyclinics to move hospital-based chronic pain services and enhance
primary care provision (Bence 2008). The government policies including nurse pre-
scribing support the change in services to deliver care closer to the patients’ home.
Long-term conditions management such as patients with chronic pain will be managed
by teams of GPs, but they lack specialist pain knowledge, providing opportunities for
specialist nurses to work with them and develop pain clinics in the community settings.

Organisational agreement for service development

A framework for non-medical prescribing rights was further developed and approved
by Nottingham University Hospital Medicines Management Committee and subgroup
Non-Medical Prescribing, Administration and Supply Group (NUH-NMPAS 2007).
This operational policy is related to both independent and supplementary prescribing
and included a clinical management plan template (see Figure 10.1), a specimen sig-
nature form for the pharmacy department records and a directorate independent nurse
prescribing agreement which included the names of consultants, the list of licensed
medicines (formulated by the non-medical prescriber) together with doses/indications
specified in ratified local guidelines, national guidelines or current BNF. Off-label
prescribing of licensed medicines is also permitted if referred to in local guidelines,
national guidelines or current BNF (DH 2005, 2006).

The policy states that all prescribing practices must adhere to the legal requirements
and national guidance. The framework ensures that risks of error are minimised by
adhering to the local health community overarching framework. The non-medical pre-
scribing, administration and supply of medicines group meets on a monthly basis. The
group has evolved over a 2-year period, when the two hospital trusts merged into one.
Differences in two hospital policies were overcome by multiprofessionals agreeing to
join the NMPAS group and work together to merge and develop one trust policy.

The group consists of:

� Chair – nurse lead (2006–2008 Trudy Towell);
� Two medical members from each of the trusts’ two campuses (included two con-

sultant anaesthetists, a consultant renal physician and a consultant for the elderly);
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Addressograph label              or

Name: 

Date of Birth: 

Hospital number: 

Drug allergy or  If none known tick box 
adverse effect: 

Supplementary prescriber(s): Independent prescriber(s): 

Aim of treatment Condition(s) to be treated 

Guidelines or protocols supporting this Clinical Management Plan 

Medicines selected from the guideline or protocol and prescribed by the SP: 
Reasons for referral back Dose schedule Indication Preparation 
to the IP 

If no guideline or protocol supporting this CMP, medicines that may be prescribed by the SP 
Dose schedule Indication Preparation Specific indications for 

referral back to IP 

Frequency of review and monitoring by: 
Supplementary prescriber Independent prescriber +/– supplementary prescriber 

ADR reported to CSM / copy sent to Medicines Information 
State drug(s) and reaction involved 

Date for review of CMP:                                                                (must be at least at 12 months) 
Agreed by independent 
prescribers(s) 
Sign and print name(s) 

Agreed by supplementary Date 
prescriber(s) 
Sign and print name(s) 

Date agreed with Date 
patient/carer 

Figure 10.1 Supplementary prescribing clinical management plan template (see
www.npc.org). (Reproduced with kind permission of © NUH NHS Trust.)

� Two senior pharmacists (one senior pharmacist with special responsibility for
PGDs/databases);

� One non-medical prescriber or practice development nurse from each of the trusts
(nine) directorates.

This group coordinates and supports the processes required for the development,
ratification and implementation of PGDs (see Figure 10.2) and non-medical indepen-
dent and supplementary prescribing. The group supports safe practice by identifying
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1.  Clinical situation to which this patient group direction applies 
i Definition of the clinical condition/situation 

ii Inclusion criteria 

iii Exclusion criteria 

iv Actions for patients excluded from treatment 

v Actions for patients not wishing to receive care 

2.  Characteristics of staff authorised to administer/supply medicines under this patient group 
direction 
i Professional qualifications required

Registered nurse(RN)The registered nurse must possess valid registration with the 
Nursing and Midwifery Council (NMC) 

ii
&
iii

Specialist qualifications, training and experience relevant to the clinical condition and the 
medicines used 
Any nurse administering/supplying …………under this direction must in addition to 2(i) 
above 

iv Requirements for continued training 

All nurses acting under this direction will be expected to maintain knowledge and 
competence as defined by the NMC’s (2004) Standards for Post –Registration Education 
and Practice 

3.  Description of medicines available in the Patient Group Direction 
(i) 

Drug to be 
supplied 

(iii) 
Legal 
status 

(iv)
Dose to be 

given 

(vi) (v) Route 
Frequency 

(vii)
Total dose/ number 

of treatments
      
      

(ii)
Drug to be 

administered 

(iii) 
Legal 
status 

(iv)
Dose to be 

given 

(vi) (v) Route 
Frequency 

(vii) 
Total dose/ number 

of treatments
      
      

viii Information about follow-up treatment 

ix Advice to the patient before or after treatment

x Instructions for identifying and managing future possible adverse outcomes

xi Referral for medical advice 

xii Facilities and supplies that should be available 

xiii Treatment records 

xiv Special considerations relating to the administration of concurrent medicines 

Figure 10.2 Patient group direction template for Nottingham University Hospitals (see
www.npc.org). (Reproduced with kind permission of © NUH NHS Trust.)
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4.  Management and monitoring of Patient Group Directions 
i Names of the professionals drawing up this Patient Group Direction 

*Person, or their successor, responsible for  ensuring that only fully competent, qualified 
and trained  professionals operate within directions. 

ii Signature of professional named as responsible and clinical director  

Name:                                                                             Named Professional  

Signed: 

Date: 

Name:                                                                              Clinical Director 

Signed: 

Date: 

iii For office use only 
Signature of authorising pharmacist 

Name 

Signed: 

Date 
Signature of authorising committee; 
Chair of NMPAS or MMC 
Name: 

Signed: 

Date; 
iv Expected review date (2 years from ratification): 

Directorate 
Title of the Direction

Printed names  Date Signature 
   
   
   

Figure 10.2 (Continued)

and addressing risk factors along with mechanisms for auditing outcomes. Issues
which require the advice or authorisation from the medicines management commit-
tee are referred on to that group. All non-medical prescribers were invited to attend
the meeting when their PGDs or independent/supplementary prescribing agreements
were submitted for ratification. The nurses found the supportive group, encouraging,
challenging and valued the educational experience.

Selecting nursing roles suitable for non-medical prescribing must demonstrate im-
provements in patient benefits such as more efficient access to medicines. Nominations
are then forwarded to the local universities offering the independent and supplemen-
tary prescribing education programme. The trust matrons ensure that nominated nurses
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have the ability to study at degree level and can undertake self-directed learning. Each
nurse has at least 3 years’ post-registration experience and 1 year in the clinical area
of which they intend to practice. An identified doctor agrees to contribute to and su-
pervise the 12 days’ learning in practice. The nursing post must have the opportunity
for independent or supplementary prescribing and the matron ensures the nurse can
have access to CPD opportunities after finishing the course and agrees to inclusion of
the role within the individual’s job description.

The hospital’s Medicines Code of Practice outlines the responsibilities for practi-
tioners – nurses, pharmacists and doctors – to only prescribe in their area of compe-
tence, and for non-medical prescribers, only those drugs named on their independent
prescribing agreement (see Table 10.4). The supplementary prescribers may only
prescribe if there is a valid clinical management plan.

The policy for non-medical prescribing describes the responsibilities of the inde-
pendent, the supplementary, the independent medical prescriber and the requirements
for clinical management plans.

Prescriptions

The specialist nurses in acute or chronic pain use four methods to prescribe:

� Inpatients – drug prescription and administration record.
� Outpatients’ prescription form where the hospital pharmacy dispenses the pre-

scription; only used if the patients’ visit to their GP is delayed.
� Outpatients’ FP10HP prescription where the community pharmacist dispenses the

prescription; only used if the patients’ visit to their GP is delayed.
� Yellow form providing prescribing advice to the GP.

The FP10HP prescriptions require the prescriber to use a stamp which states ‘NMC
independent/supplementary prescriber NMC No. and hospital address, contact num-
ber and Prescription Pricing Authority (PPA) approved prescribing account code in
the address box’. The prescriptions are pre-stamped by pharmacy at the top of the
prescribing area. All consultations and prescription information is then recorded in
the medical and nursing notes. The rationale for this is recommended as good practice
by the DH (DH 2005, 2006).

Evaluation use of audit and CPD

Each nurse audits their own practice and provides an annual report to their matron or
chief pharmacist. All nurses forward a copy to the hospital nursing department/trust
lead for non-medical prescribing. Requirements of their audit include the safety eval-
uation, effectiveness, appropriateness and patient’s acceptability.

It is recommended that each prescriber plans for CPD, which reflects and includes:

� National Prescribing Centre guidance (NPC 2001);
� Clinical supervision sessions, individually or in groups;
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� Collates evidence against their job outline;
� Responds to practice developments;
� Participates in mentorship/buddying nurse prescribers post-qualification.

Examples of evidence in their professional portfolios are required for their annual
personal development review. The prescriber may participate in local or national
clinical audits and report the outcomes in their portfolio along with reflective learning.
Prescribing should also include best evidence-based practice according to local and
national guidelines.

A review of related critical incidents and reflective learning could be included
along with examples of clinical record keeping, medicines monitoring information and
advisory letters to GPs. Critical incidents provide excellent opportunities for learning
as simple questions such as ‘what happened’ and ‘what caused it to happen’ can
provide a framework for reflection, which leads to better understanding and ultimately
improvement in the processes of care (Tripp 1993). The reduction of medication
errors has been the focus of many papers but those taking an critical incident approach
reveal some excellent insights into how such processes can ultimately improve care
by reducing errors (Cox et al. 2001; Woodward 2009). All prescribers are advised
to reflect on their practice with a view to potential research and use compliments
or complaints from patients or other professionals to identify their personal learning
needs and areas for improvement. Group or individual clinical supervision time is
regularly included within the pain services working week.

Justifying the advanced nursing contribution to develop nurse
prescribing in pain management

My reflection on the ‘advanced nursing contribution’ is framed by an excellent study
undertaken by Molly Courtenay (Stenner & Courtenay 2007) who used a qualitative,
with semi-structured interviews of 26 nurses, who treat patients with pain. This study
explored how nurses had adopted the role of prescribing and identified how the restric-
tions on prescribing controlled drugs impacted on practice. The nurses interviewed
consisted of clinical nurse specialists in pain (15), nurse consultants (6), Macmillan
nurses (2), clinical nurse managers (2) and lead pain nurse (1). Most nurses worked
in hospital settings (21), with 5 in community settings. The four themes which make
up the findings frame my own reflections and are discussed below.

The theme ‘context’ of pain management includes difficulties related to outpatient
prescriptions for patients, which were not encouraged due to budgetary controls. This
reflects my own experiences as the trust encouraged all clinicians to use outpatient
prescription advice yellow forms to be given to the GPs, resulting in the cost of the
medication being covered by primary care, not the hospital. Legislative restrictions
caused confusion and ambiguity for prescribers, e.g. for the management of post-
operative pain and the prescribing of morphine, how long is the post-operative period,
1 week, 2 weeks, 6 months? Two patients could be on the same ward and one patient
experiencing severe pain pre-operatively and another patient in pain post-operatively.
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The nurse can prescribe analgesia for the former but not the latter. Similarly, a patient
experiencing chronic degenerative pain cannot be prescribed morphine by non-medical
prescribers, as the condition is not considered to be degenerating towards death.
Palliative care and long-term chronic disease management are quite blurred, leading
to inequality for patients.

The second theme from Courtenay’s study was ‘Teams and Relationships’ and again
this reflected my experiences where there was a lack of medical staff understanding of
nurse prescribing and the knowledge base required. This can create a barrier as staff
are not working seamlessly across boundaries as they do not understand each other’s
roles and responsibilities. This ultimately does not maximise opportunities for good
team work and communication and requires a dedicated effort to continually provide
education and information about these roles.

A further theme of ‘autonomy’ relates to where nurses working in acute pain
services gave examples of faster access to treatment for patients, e.g. prior to the
prescribing qualification, the nurse-advised medications, but the following day the
advice had not been acted upon. Delays of 24 hours for the patients were common.
Nurses supplementary prescribing for patients in chronic pain services gave examples
of improvements in patient information, education and prescribing of controlled drugs.

Finally, a ‘supportive environment’ was highlighted with examples of supportive
clinicians, regular clinical supervision, peer support, professional networks and nurses
involved with policy development. In our integrated pain service we arranged a weekly
group clinical supervision session over a lunchtime. Multiprofessionals, a consultant
anaesthetist, pharmacist, nurse specialists and visiting learners to the department
brought difficult ‘pain problems for patients’ to the group session for discussion and
formulation of an evidence-based treatment plan.

Nurses who undertake the role of prescriber and work with people experiencing pain
experience many barriers in their endeavour to provide good pain management. Find-
ing ways to overcome these challenges and improve care is central to those advancing
practice. This section has illustrated several initiatives which have attempted to over-
come these difficulties by working across boundaries and demonstrating practice at
this level.

Conclusions

Leadership and management should ensure a clarity on responsibilities, with clinical
teams working together, such as described by the multiprofessional NMPAS group
working together to develop a trust policy. Patient safety remains paramount with
adverse incidents reported and systems in place for trusts to learn from these and
make the necessary improvements (Healthcare Commission 2008). The dynamic im-
provements to legislation included a consultation exercise to expand the number of
controlled drugs nurses are able to prescribe independently. This includes a variety of
options for nurses to prescribe any controlled drug within their area of competence.
This potentially will contribute to further improvements in the patients’ experiences,
e.g. all patients in severe acute pain (not just post-operative patients) will be able to
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have strong opiates prescribed. There are occasions when morphine is not the most
appropriate strong opiate to be prescribed for some patients. Nurse specialists may be
able to consider oxycodone or Fentanyl transdermal patches.

Non-medical prescribing for patients with acute or chronic pain has the potential to
ignite vast improvements in the management of pain, either in hospital or community
settings. Multimodal analgesia improves pain relief and can reduce the incidence
and severity of side effects from other drugs. For example, prescribing paracetamol
concurrently with opiates can significantly reduce the need for high-dose opiates.
Nurse specialists with advanced knowledge and skills are able to prescribe analgesics
based on the assessment of pain, its intensity and nature, as recommended by the
WHO: where possible by the mouth, by the clock, by the ladder. Timely prescriptions
and administration of analgesics can improve pain relief and may reduce morbidity
and mortality. Advanced knowledge and understanding of the mechanisms and risks of
particular analgesic treatments will improve the safety and effectiveness of prescribing.
Local guidelines can be tailored to the individual patient needs, together with adequate
education of other professionals, patients and their carers.
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Chapter 11
Nurses leading the development of
interprofessional education in pain management

Ann Taylor

Introduction

This chapter examines the rationale and development of an interprofesional pain
education course initially to address local need but subsequently leading to the devel-
opment of the world’s first interprofessional, distance learning diploma and MSc in
pain management in 1996 at Cardiff University. It describes the major events which
created the impetus to develop an interprofessional master’s in pain management
course.

Interprofessional education (IPE) has been defined as occurring:

When two or more professions learn with, from and about each other to improve
the collaboration and the quality of care (CAIPE 2002).

IPE has a central role in the NHS and requires health professionals to be prepared
for interprofessional working (Finch 2000). As health care changes to deal with the
demands of society, differing global public health concerns, an aging population and
an increased emphasis on long-term management of chronic illness, the delivery of
care by a range of professionals who can cooperate in the best interest of the patient
is essential (Wood 2001).

Health professionals from many disciplines need to work together effectively to
address the multidimensional nature of pain when managing patients with complex
problems and their carers and significant others. This is an important issue and il-
lustrated by the way the MSc programme and other strategic documents I have been
involved with have been structured. The MSc and the Service Redevelopment and Com-
missioning Directives for Chronic Non-Malignant Pain in Wales (Taylor 2008) both
promote good multiprofessional working, and structures are in place to enhance IPE.

Although each professional will have his or her own focus, there are shared goals
and outcomes that the team will need to work together to achieve. Therefore, it would
seem logical that all of us have the opportunity to be educated with and experience the
work of other professionals involved in pain management. This permits understanding
of the roles of other professional groups, facilitates working with other professionals
in the context of a team and supports the organisation in providing flexibility in career
routes (Finch 2000).
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Historically, pain has been poorly assessed and managed and it was not until the
Working Party Report of the Royal College of Surgeons and then College of Anaes-
thetists (1990) that major changes were proposed to address pain after surgery, in-
cluding the promotion of adequate levels of education for all involved in the care of
patients in pain.

Prior to the Working Party Report (Royal College of Surgeons and College of
Anaesthetists 1990), during the late 1980s, I noticed, as a member of the intensive
care team, that a number of patients were admitted with chest infections, resulting
from acute post-operative pain. It appeared that analgesia was either not prescribed or
has been withheld because ward staff believed that opioid side effects would result in
patients being unable to breath and cough adequately and there appeared to be little
understanding that not giving analgesia resulted in a similar outcome. At this time,
Professor Bridget Dimond (author of legal health care texts) was leading a series of
forums to discuss patients’ rights and responsibilities and on attending these, I spoke
about patients’ rights to have good pain relief and she challenged me to do something
about this. It was a difficult challenge because acute post-operative pain was not a
priority and there was little published evidence or champions trying to address good
pain management.

I also was in the process of conducting some course-related research within what
was then the largest accident and emergency (A&E) department in Wales and one
of the largest in the UK. This illuminated several issues for pain education, notably
poor judgements made by the staff, poor levels of communication and lack of rigorous
assessment. For instance, a prostitute who had extremely painful pelvic inflammatory
disease was not offered any analgesia but a young rugby player was; a combatative and
noisy patient with Alzheimer’s disease and a fractured neck of femur had analgesia,
but the withdrawn patient also suffering from Alzheimer’s disease had no analgesia
as she was not perceived to be in any pain. Junior doctors did not prescribe analgesia
in the mistaken belief that the consultants did not like analgesia being prescribed
until they had seen the patient and the consultants assumed that analgesia had been
given. It was not that the staff were uncaring; they had little knowledge, though their
actions were in the best interest of the patient (if the prostitute experienced severe
pain, it may prevent her from returning to that role when better). It became clear from
clinical practice and research observation that within the hospital there was a lack
of knowledge about pain assessment and management, poor communication between
senior health care professionals and junior staff, and poor team working.

Pain is a multidimensional phenomenon that involves a biopsychosocial perspective,
and it therefore made sense to me that a range of health professions would need to
work interprofessionally to address pain management satisfactorily. Nurses needed to
assess pain and to be able to offer good analgesia (Haigh 2001), and the medical staff
needed to prescribe adequately. This led to a series of monthly pain days which were
interprofessional and attempted to provide an evidence base to improve care. They
also had the added benefit of allowing staff to share their experiences, sometimes in
a heated way, but with careful chairing the groups were moved away from blaming
each other for inadequacies and towards accepting joint responsibility for doing it
right.
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I attempted to introduce regular pain assessment in the wards and in A&E. This
was a clinically driven initiative and although pain was not recognised as important by
my senior nursing colleagues, I had great support from my senior medical colleagues
who ran the intensive care unit. There was a great deal of reticence with nurses to
assess pain; they did not have the time and if they did have the time, the pain relief
they could offer was inadequate. Nurses felt it only raised patients’ expectations, and
nurses felt powerless to address these. Doctors were reluctant to prescribe regular,
strong analgesia because of fears and misconceptions and there was little in the way
of good practice initiatives to use to illustrate what should be undertaken. Similar
problems were identified in an article by Helen Taylor (1997), a previous MSc student,
who also implemented pain assessment in a district general hospital. I had to draw
on my medical colleagues to insist that pain assessment, education and appropriate
management were going to be driven through.

I wrote a letter to the Women’s Royal Voluntary Service asking if they would
purchase some patient-controlled analgesia (PCA) machines for the hospital, and
between their contribution and the hospital management, 12 devices were made avail-
able. Nurses began to assess pain more regularly in order to ensure that patients were
safely managed and realised that if the pain was better managed, patients could do
more themselves. Therefore, nursing time could be reinvested in pain assessment and
good management. An acute pain service was started in the late 1980s operating on
‘good will’ as there was no dedicated staff and those involved could only donate time
when the intensive care unit was not busy. Eventually, my medical colleagues made
it part of their working day and after dealing with the critically ill patients, they did
a pain round in the hospital visiting patients on PCA and those receiving epidural
analgesia.

I then obtained a secondment which involved establishing a number of acute pain
services across Wales and working with existing acute pain services. Similar to the
local issues discussed previously, the drivers for interprofessional pain education
came from poor communication, lack of accountability and responsibility for pain
management, and poor team working. Educational initiatives needed to address these
issues and involve professionals responsible for managing pain.

From experiences gained locally and through talking to people involved in pain
management, it became clear that there was a need for formal pain education. I
reflected on what clinicians would want to know, how best to deliver education to
clinicians who may be single-handed practitioners and/or could not take regular time
of work and how to ensure that the course was interprofessional. By chance, I met
an Open University tutor and discussed my ideas with him; he suggested a distance
learning format. I discussed my ideas with the then Director of the School of Nursing,
who, unfortunately, was not supportive and so took my ideas to Professor Rosen
and Professor Vickers (the Cardiff Palliator inventors – the first patient-controlled
analgesic pump) and they were keen to help. I negotiated a role and some funding in
order to set up, validate and run the first interprofessional, distance learning diploma
in pain management in 1994 and undertook commercial research to pump prime my
salary. The course was revalidated to fulfil MSc level learning outcomes, and in 1996,
the first MSc in pain management was launched in Cardiff.
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To evaluate the effectiveness of IPE, Irajpour (2006) undertook a systematic review
of four studies, two randomised controlled studies and two quasi-experimental studies.
The outcome was inconclusive and no clear answer to the question of whether IPE is
effective in pain management could be reached. Zwarenstein et al. (2001) concluded
in a Cochrane Database of Systematic Reviews that despite finding a large body of
literature on the evaluation of IPE, studies lacked the methodological rigour needed
to begin to convincingly understand the impact of IPE on professional practice and/or
health care outcomes. Much of the published work on outcomes of IPE relies on the
perceptions and subjective responses of those who have been through an IPE pro-
gramme with little available research on patient outcomes, changes to organisational
practice and changes in individual behaviour (Freeth et al. 2005). Therefore, while
more evidence is needed to ascertain whether IPE is effective in changing behaviours
of health professionals and improving outcomes for patients, this should not be seen
as lack of effectiveness.

Developing a formal educational qualification in pain

As indicated above, the aim was to offer an interprofessional, distance learning course
in pain management. The course was to be and remains grounded in adult learning
philosophy (see Table 11.1) because of the participants we attract (40% senior medical
practitioners, 40% senior nurses and 20% professionals allied to medicine). At the
time, there was no real perceived need for a formal qualification in pain. The NHS
did not require it as a qualification for those involved in pain management nor did
professional bodies. In the early 1990s, health care was beginning, albeit slowly, to
respond to the Working Party Report but pain management had not developed into
the specialism it has today. It highlighted the fact that there should be a need, that
clinicians working with people in pain should have a course focused on their needs,
providing academic and evidence-based support and the opportunity to network with
like-minded health care professionals. It was when we advertised and received a large
number of applications it became clear that there was a need.

The course aimed (and still does) to provide the student with the opportunity to ex-
plore pain as a multidimensional phenomenon and is underpinned by the International
Association for the Study of Pain (IASP) Core Curriculum.

The course has undergone major amendments over 12 years with the adoption of e-
learning and the opportunity to be more proactive in engaging the student and allowing
the student to plot a pathway through the course. The modules offered include:

(1) evidence-based practice, research and statistics
(2) biopsychosocial approach to pain management
(3) fundamentals in pain management
(4) professional options
(5) management options
(6) case study options
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Table 11.1 Key principles in adult learning

Adult learning philosophy Example of curriculum considerations

Adults are autonomous and self-directed.
They need to be free to direct themselves

Options modules and flexibility built into
assignment questions

Adults have accumulated a foundation of
life experiences and knowledge and they
need to connect learning to this
knowledge/experience base

Avoiding lectures and the use of group
work, problem-based learning, debates and
reflective practice centred around case
studies

Adults are goal orientates; they usually
know what goal they want to attain and
therefore appreciate an educational
programme that is organised and has clearly
defined elements

Facilitating the development of individual
aims and objectives and supporting students
to realise these within the course; detailed
handbook and modularised

Adults are relevancy orientated, learning has
to be applicable to their work or other
responsibilities of value to them

Linking the educational material to clinical
practice and using key clinicians to write
material, facilitate workshops, etc., and
mark assignments

Adults are practical, focusing on the aspects
of a lesson most useful to them in their work

Student-based sessions, reflective exercises
and sharing best practice built into the
course materials

Adults need to be shown respect Treating students as partners in their
learning, allowing them a voice and
respecting their opinions

Source: Adapted from Knowles et al. (1984).

I was fortunate to work with people who wanted me to succeed but there were others
who had to be persuaded. I did not have much in the way of credibility at the time.
I think being dedicated, passionate and motivated to make changes persuaded some,
others responded because I kept nagging them (in subtle ways) and unfortunately some
were never persuaded. I developed a business plan and persuaded Professors Rosen
and Vickers to employ me and believe in the course and the then Chief Nurse of Wales
to pump prime some of the course developments. I undertook an honorary acute pain
service role in order to have peer support and to gain a sense of belonging and for
the contribution I made to the team, they responded by helping and supporting the
course. Similarly, I worked within the Chronic Pain Clinic and obtained support and
help from the consultants in chronic pain. These experiences improved my credibility.

Developing a planning team which reflected the ethos of the course was essential;
it needed to be clinically relevant and interprofessional. To help the process, some of
the change theories were useful in getting me to reflect on resources and facilitate the
planning process. I wanted the course to be grounded in adult learning philosophy and
used Knowles’ (1990) characteristics of a creative leader to help introduce the new
course. I did not (and probably still do not) really see myself as a creative leader, more
a creative facilitator.

The course planning team had representation from all the main professions man-
aging patients in pain and the modules were written by one or two main authors and
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then critically read and commented on by a range of professionals to ensure that
the modules reflected the interprofessional nature of the course: learning from and
about each other. Those who were important to my early development and whom I
had worked with within intensive care were asked to join the course planning team.
Through attending a national conference, I established more help and support for this
team and also asked advice from key people within the pain arena as to who would be
of value to be on the team.

Accrediting a course to obtain approval is not an easy process. There are many
hurdles and as a novice educationalist, it was sometimes difficult to know how much
or how little detail was needed in completing the forms and documentation that
accompanied this proposal. Persuading University of Wales College of Medicine
that there would be a market was also problematic; had a survey been undertaken,
this would have alerted potential competitors that this may be an untapped market. An
advisory board was held and this provided the team with advice and suggested changes
before a formal approval board. Module content, hours of study, aims, objectives and
learning outcomes linked to the assessment, all had to be available and were thoroughly
scrutinised. After some minor amendments, we obtained approval.

The first diploma course commenced in 1994 with about 40 students and after two
further intakes, the course was redesigned to fulfil MSc level and the first MSc in pain
management commenced in 1996. Given that my postgraduate qualifications to date
had been in nursing, I decided to enrol on the MSc in medical education in 1994 to
inform the development of the MSc in pain management. The course has had an intake
every year since its inceptions despite competition from other institutions, many of
whom have emulated this model. The course is evaluated formally and informally
at regular intervals through the use of anonymised questionnaires and the student
representative. Student feedback is invaluable and has continuously shaped the course
development. Many successful students have returned and are part of the faculty
and involved in writing modules, marking and facilitating sessions at the residential
weekends.

The interprofessional aspects of the course are extremely important. The modules
provide students with the ability to learn from and about other professionals having
been authored and critically read by a range of different professionals. They are written
in the style of a tutorial with emphasis on using the best available evidence. Residential
weekends provide an opportunity for students to meet and this has been evaluated as
important for students as they learn from each other and obtain a good network of
clinical support. The majority of students undertaking this course are experienced,
senior health care professionals. These sessions provide students with an opportunity
to interact and deliberate issues in clinical practice. Many work with minimal or no
support and have little in the way of recourse to other experts in similar fields, so this
provides some clinical support for the students. It also helps improve interprofessional
working, group working and communication and networking, as well as presentation
skills. The sessions at the residential weekend are facilitated by experts in the field and
represent the various professions involved in pain management. They are structured
to allow for debate, case study presentations, critical incidence discussions and good
practice reviews.
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Each distance learning module has an accompanying assessment which facilitates
individuals from different professions and specialist areas to consider issues and apply
evidence gained to practice. The assignment questions are very broad based and non-
specific with the aim of:

� Developing a critical approach to pain management in their health setting involving
analysis, reflection, synthesis and evaluation of the literature;

� Challenging traditional approaches to conceptualising pain;
� Challenging traditional treatments regarding pain;
� Reflecting on how the knowledge gained can inform clinical practice.

Assignments are structured to assess higher levels of cognitive function which
includes application, analysis and reflection (Curzon 1990; Quinn 1995). Assessments
are designed in order to provide the candidate with a chance to demonstrate how he or
she frames problems, appraises and replies to alternative views, evaluates evidence and
defends conclusions. This is achieved through literature reviews, debates, discussion
groups, PowerPoint presentations and other e-learning modalities that we are currently
piloting. These skills are needed to assess the quality of literature and assess if it is
appropriate to implement change based on research findings and/or expert opinion;
one of the course aims at master’s level.

Challenges in establishing and managing an interprofessional course

There were numerous challenges in setting up and running the interprofessional
courses. Some of the issues have already been raised and others will briefly be ad-
dressed.

Developing the business plan for the diploma course was challenging but important.
With finite resources, some pump priming and the commercial study money, it was
important to budget carefully. Unfortunately, having never completed one previously,
and having little idea of exact costs, it was a bit of a disaster (see Table 11.2). It is
important, with any new venture to obtain help and support to put together a rigorous
business plan and in hindsight I should have obtained help from a health economists
and/or a business manager. Recruiting adequate numbers to maintain course viability
is always a concern but has never been a real challenge as we attract large numbers on
a yearly basis. Several improvements have enhanced the attractiveness of the course,
moving toward e-learning, reducing residential components, more online activities,
less emphasis on the written assignment and a shorter course. We believe these changes
will increase our market share.

An essential aspect of creating an academic course, affiliated with an institution
of higher education, was the process of accreditation and validation. The accrediting
board needed marketing information to persuade them that no other courses existed
and this was to be the first of its kind. The academic credibility was not a problem;
the boards were satisfied with the documentation, learning outcomes, use of the IASP
curriculum, etc., their concerns revolved around the market. Establishing the market
need was difficult; had we sent out questionnaires, then other universities might have
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Table 11.2 Considerations when costing a course

Cost Considerations

Module authors What rate to pay? If you embrace IPE, then all contributors need
to be paid equally and the modules were co-authored by a
number of professionals which is costly

Critical readers These ended up writing a great deal of the modules they
critically read and so this increased their fees

Contributors to
residential weekends

A fee was built into the cost of the course but as we use national
experts, travelling and accommodation were initially not factored
in

Computers, printers
and office equipment

The existing equipment was old and did not last long, and new
equipment was not considered in planning

Staff Had no budget for extra staff, so for 2 years existed without a
secretary or any other team members – had I realised, I could
have obtained pump priming if I had put a business case together

Conferences and travel Needed to ensure that the course was evidence based and up to
date and yet did not allow for conference attendance etc., luckily
managed to get quite a bit funded from other sources

Stationary, paper,
posting, etc.

Assumed that we could use hospital and university provisions but
had not realised the huge amount we would require and so quite
quickly we had to resource this ourselves

been alerted to our intentions and start the process of validating a similar type course.
The Head of Department accepted financial responsibility if the course failed to
generate income. This was very stressful at the time, the budget was limited and I had
a large team of interested, but unfunded, parties working on the course. The core belief
that it would be the first course of its kind was the main encouragement. Fortunately,
the first intake was large enough to generate a healthy profit and subsequent intakes
followed.

The attitudes of individuals on the course were important to its success. Stereotyping
can cloud progress in terms of IPE. For instance, non-medical professionals have
found it intimidating to be on courses with medical staff, and medical staff sometimes
felt isolated because non-medical staff have not involved them. Much of this is due
to poor communication and once the group is aware that despite the professional
background, most have similar anxieties and fears, interprofessional interaction and
learning improves.

For distance learning courses, it is essential to engage students’ interests and teach
effectively. Failure as experienced by many distance learning students (usually adult,
part-time and fee paying) is viewed as a devastating personal failure, wasted investment
of time and money or a ‘con’ depending on the student (Chambers 1995). Not only
is there psychological and social upset for the student, but reactions can damage
the course and lead it to be discredited. Distance learning has suffered in the past
from the view that it is second best or a quick and easy way to get a qualification
(Chambers 1995). Therefore, one of the big challenges was to ensure that the course
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was fit for purpose and that students could engage with the course material and access
appropriate help and advice from the course team. Regular evaluation and the robust
way the modules were developed, written and edited as tutorial in print documents with
recommended text and self-assessed exercises helped to address the above concerns.
Now, the course is well known and few students enter it with unrealistic expectations.

A further challenge, in the health care literature, relates to a lack of evidence sup-
porting professionals’ ability to learn interprofessional team skills without having
formal education (Hall & Weaver 2001). Little formal education on interprofessional
team skills per se was undertaken. Initially, we did undertake some exercises but they
were not well evaluated and students felt it more appropriate for them to experience
interprofessional team working within the educational sessions relating to pain man-
agement. Some of the ways we addressed this were to ask students to bring case studies
to share and debate how best to manage the complex scenarios and used role-play to
identify key personnel within the groups. Debriefing was important following these
sessions as sometimes they became quite heated. We also used critical incidents from
practice to get students to reflect on roles and relationships and why, in the absence of
good team working, these incidences occurred.

Initially there were challenges in regard to each others’ roles, especially the tra-
ditional stereotypical ones. For instance, it was expected during group work that the
doctor in the group would lead that group and/or provide feedback for the group.
Careful facilitation from a range of professionals’ expert in either pain management
and/or IPE ensured that all students had an opportunity to lead, feedback and partici-
pate, that those who felt less confident were supported and helped and that the groups
moved away from blame.

A further challenge has been to ensure that with the large numbers of students (about
40–50 students per cohort), there is a sufficient faculty to support them. We now have a
large database of successful alumni, many returning as faculty, and offer an induction
programme for markers and supervisors. This has also helped in restructuring the
curriculum and the material given to students in ensuring that it fulfils the needs of
a range of students from a ward nurse wanting to specialise in pain through to an
experienced consultant anaesthetist.

Evaluation and the use of audit

The purpose of evaluation for the course was to:

� Establish that the course was providing clinically relevant, research based, up-to-
date information for those practising in pain management;

� Explore whether the students thought the course was appropriate for their needs,
pitched at the right academic level, kept them motivated and was enjoyable, etc.;

� Ensure that the course had a high academic standard and the students were chal-
lenged by the module assignments;

� Ensure that the course met the requirements set out by the validating bodies.
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Evaluation has been the area of greatest controversy and weakest technology in all
of education, especially in adult education and training (Brookfield 1996). The course
planning team wanted the evaluation strategy to rely on student opinion of the value of
the course rather than grades awarded to prove success. It was deemed more important
to evaluate the worth of the course in relation to informing practice than to evaluate it
in terms of grades awarded.

Evaluating the course in terms of patient outcomes, changes in professional’s be-
haviour and in terms of changes in service provision provides is extremely challenging
and has been one reported to be one of the outcomes of successful IPE rich data to
tailor course direction. However, these data need to be interpreted with some caution.
Students come from diverse backgrounds, from different professions and differing
levels of expertise and impact they have on their clinical setting. Therefore, evaluation
of the above can only be through asking students what they perceive to have happened
as a result of them undertaking the course, and this may be coloured by the fact they
have invested time and money in undertaking the MSc.

Through formal and informal evaluation, it is clear that the majority of students
have learned a wealth of knowledge that has been of practical use and that the course
has been seen as highly successful across students with a variety of academic abilities.
Students starting the course are asked to write down their aims and objectives, which
are revisited at the end of each year to see how the course has helped (or not) the
students to meet their aims and objectives.

Questionnaires are used to evaluate the course, one advantage being that it catered
for the number of students involved and the distance learning aspect made it difficult
to use other techniques. The residential component, the module content, the support
given by the course team, as well as global evaluations are requested from students.
A combination of closed and open questions were used as there was the potential
of getting much richer data that reflected students’ needs and interests rather than
what the course committee thought students’ needs and interests were (Schweibert
et al. 1996). Quantitative and qualitative data are collected and feed into the quality
assurance mechanisms.

The modules are evaluated by a panel of experts used by the course team, who were
not necessarily educators as suggested by Holmberg (1996). They included an ethicist,
a clinical specialist in the module subject, a potential student, an educationalist, a
layperson and an ex-Open University tutor. The panel had a list of questions regarding
clinical relevance, evidence-based practice, readability, ability to engage the student
flexibility to allow students to self-direct where possible, accuracy of content and
level of academic pursuit. It proved a useful exercise to evaluate the modules but
neglected the whole learning experience proved costly in terms of time and money.
For later modules this was abandoned, and critical reading by professionals other than
the authors ensured the modules were interprofessional, evidence based, clinically
relevant and up to date.

As part of my own studies for a master’s degree I undertook a phenomenological
study examining the experiences of female nurses undertaking the course. This also
helped to evaluate the impact of the course but obviously within a narrow perspective.
From the analysis, five themes emerged which described their journeys through the
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course. These ranged from experiencing anxiety at the start of course, moving towards
helping each other, moving away from group support to focus on educational pro-
cesses for master’s study and independence. The final theme is particularly relevant as
it illuminates the transition to master’s level, as psychological, social and professional
growth was evident. The nurses were able to construct knowledge based on what
they had gained from the course and their own intuitions in order to make sense of
themselves and their practice. All the nurses spoke of being more mature and having
improved self-esteem and all described instances where they no longer had to rely on
external validation for their self-identity. The nurses spoke of the knowledge they had
constructed in providing them with an improved ability to care and described the con-
tinued use of frameworks to underpin practice. These frameworks were constructed by
the nurses and were based upon their experiences and knowledge of interprofessional
pain management, and they felt more satisfied in their clinical roles. The nurses now
perceived themselves as being part of a team rather than outside it; they felt valued, re-
spected and capable. The nurses spoke of making connections that helped tie together
pockets of knowledge and spoke of understanding that all knowledge was relative. The
nurses wanted nursing to be seen as important in the care of patients in pain and spoke
of making a difference; they now wanted to be respected for being nurses. Armed with
the academic knowledge, confidence and self-worth, they provided examples of how
they impacted on the care of patients in pain.

Evaluation of education programmes is important for continued improvement and
learning. My own study illustrated a new and relatively unexplored perspective of
growth and change experienced by female nurses studying this course. By focusing on
a subgroup it added a unique viewpoint which gave insight into the transitions made
during this journey.

Justifying the advanced nursing contribution

The advanced contribution pertains to the leadership and vision that I gave to the
development of the course. I feel that I crossed traditional boundaries and made
connections. Importantly I saw the need for IPE and felt comfortable taking this
forward. The MSc in medical education helped me to think more laterally about solving
the problem of engaging and supporting adult learners who were also senior health
professionals. It also gave the confidence to take forward the major changes we recently
have obtained approval for. In defining an ‘advanced nursing contribution’, may be a
higher level degree is important in this. In justifying an advanced nursing contribution,
it has made me reflect on whether the outcome, i.e. a successful interprofessional MSc
in pain management, is partly due to me being a nurse or partly due to being who
I am. Did it take a nurse to do what I have done? Could it equally have been a
doctor, physiotherapist, psychologist, etc.? As a nurse working within ICU, I was used
to working within an interprofessional team that in the main was built on trust and
respect and therefore, it may have been this nursing experience that contributed to my
desire to make the planned course an interprofessional one.
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As a nurse, I had undertaken a variety of academic courses that allowed me to
consider topics that I feel are important in delivering and managing IPE. These
included communication, counselling, team working and empathy. They gave me the
credibility to engage with others and persuade them for the need for the MSc in pain
management. My knowledge helped me to understand why students may react in
the way that they do, helped me to diffuse difficult and confrontational situations and
support stressed, anxious and grieving individuals during their educational experience.
Again, other professionals have such skills and so it would be difficult to state that
they were nurse specific.

Nurses have skills in being conduits of information for various team members
involved in patient care and I do feel that nurses have a better sight of the ‘bigger
picture’ and also have more idea of the role of different professions. This helped
me in identifying who should be involved in the course and how to structure it.
Undertaking the MSc in medical education was useful as it allowed me to step out
of traditional nursing academic courses and experience the learning environment of
another professional.

The achievements I have made have not been in a vacuum; I have had a great deal
of help and support from a range of professionals. The role I took on in developing
and managing an IPE, distance learning course, MSc in pain management was a new
one to me. It was advanced at the time as my role was outside the traditional one of
nurse tutor in a School of Nursing. I had little formal educational qualifications and
a steep learning curve in addressing the knowledge deficits in terms of education.
The skills utilised in planning, delivering and managing the curriculum are, I feel,
advanced ones. I developed them through my experiences as a nurse. In fact, the
themes generated in my phenomenological study reflect my transition from that of a
course organiser to that of a senior lecturer over the years.

Conclusions

The course has been incredibly successful and a large number (approximately 700
health care professionals) of students have successfully completed the certificate,
diploma and MSc options. The course attracts students from all over the world. It has
a national and international reputation and many alumni recommend their colleagues
to attend.

How the course impacts on clinical practice is impossible to say and research
is required to explore this further. Now I have a team of lecturers who can take
responsibility for leading the courses that we run, this will give me time to undertake
some pedagogical research.

A great deal of thought went into ensuring that the course is bespoke to the needs
of the students and all material has been written with clinicians working with people
in pain in mind. The curriculum has been considered from an interprofessional per-
spective with major opportunities available to network and learn from and about other
professionals. Previous students who want to return and become part of the faculty
are encouraged to do so as these are now senior pain management clinicians and their
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input adds credibility to the course. The course has been updated regularly to respond
to the ever-increasing evidence base and NHS initiatives.

Following the success of the course, a number of other MSc courses developed
across the UK and further a field. To ensure we have a competitive edge, the course
is now undergoing major revisions to exploit the full potential of e-learning. We
have an e-learning technician employed and materials will be crafted so that the
student’s experience is enhanced through a range of different approaches to learning
and assessment. The development and success of a pain management course, such as
this, reflects an exemplar of how advanced knowledge in education can be channelled
to a successful outcome. My role as a nurse and my initial experiences shaped this
development and whilst the outcome is interprofessional, it would not have been
achieved without the ethos and philosophy underpinned by nursing.
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Chapter 12
New knowledge for advancing practice
in pain management

Martin Christensen and Eloise Carr

Introduction

The purpose of this final chapter is to capture the thematic analysis of the contributions
to ‘advancing practice’ embedded in this book. The process for this is briefly described
below. We do not intend this to be an in-depth theoretical discussion but rather a
pragmatic perspective on the issues we believe, informed by these contributors, to be
central to advancing practice in the context of pain management.

At the beginning of this book we offered a description of what constituted advanced
and advancing practice in terms of the attributes and knowledge inherent in devel-
oping and advancing practice not only in pain management but nursing practice as
well. Central to this development is the knowing-how knowing-that framework which
conceptualises the knowledge and action seen with clinical decision-making. Within
this framework, in particular the knowing-how element, we suggest there are a number
of variables which form the knowledge which instructs the knowing-that. For example,
the knowing-what is embedded within pattern recognition, knowing-how is derived
from practical and experiential learning, and knowing-why is theoretical knowledge,
all of which culminates into the knowing-that – the deliberative action based on an
extensive understanding of the situation, a trademark provided by the contributors in
this book.

Whilst it might not be readily self-evident that these traits are visible within the
examples contained in the preceding chapters, this framework serves as an underlying
theme of advancement and if questioned further, it would become apparent that these
practitioners exhibit these different knowledge strands in a clinical environment. It
might well be evident to some readers that this framework has a number of different
applications, for example, when developing a knowledge integration model for practice
or for mapping knowledge against key competencies such as the Department of
Health’s (DH’s) Knowledge and Skills Framework (DH 2004). In the context of this
book we are using it to define the advancing practice of specialist pain practitioners,
as they forge the boundaries of nursing practice with many creating roles traditionally
seen within the realm of medical practice. We are not, however, suggesting that
the vignettes portrayed within this book set a precedent as to what advanced and
advancing practice are; moreover, they represent different perspectives as to how these
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individual practitioners have advanced practice within the sphere of pain management
and have crossed those ‘blurred’ boundaries between nursing, medicine and other
health professionals. Admittedly overturning the traditional hierarchical models of
care delivery is not easy. Many of the practitioners’ narratives provide good examples
of interprofessional cooperation and working, in order to develop the service, but more
importantly to promote effective patient care and enhance the patient’s experience of
the health care service.

Emerging themes As described at the outset of this book, the aim of this chapter
was to thematically capture key aspects related to the nursing contribution to advanc-
ing practice in pain management. This was achieved by reviewing each chapter, and
in particular the knowledge contribution and coding key aspects. These were then col-
lapsed to inform three main themes. First, it is the notable presence of independence
and entrepreneurship which is evident throughout many aspects of the narratives pre-
sented here (especially Chapter 7). Second is the emergence of clinical leadership, as
evidenced by crossing boundaries and the development of services, and finally inter-
professional working. Whilst it would be ideal to discuss professional independence
and entrepreneurship in order to provide insight for others to follow and implement,
we have chosen to focus on clinical leadership and interprofessional working which we
believe significantly strengthen the premise of advancing and advanced nursing prac-
tice. These themes are not surprises as many documents discussing advanced practice,
and the required competencies indicate such qualities are essential to the notion of ‘ad-
vanced’ practice (Royal College of Nursing 2003; Por 2008). It is reassuring that these
strong themes emerge in these narratives to validate the practitioners endeavours, but
we suggest they go further to elucidate practice which moves beyond describing the
competencies for advanced practice, and reveal the complexity of working at this level
and the uniqueness of each endeavour. They make transparent the journey experienced
by these advanced practitioners in the context of pain management.

Clinical leadership

Today’s nurse leaders inspire a shared image of clinical practice by instilling a strong
sense of direction and vision (Cain 2005; Siriwardena 2006). There is an expectation,
of course, that in order to advance practice the leadership qualities that epitomise
practice should seen to:

. . . adjust the boundaries for the development of future practice, pioneering and
developing new roles responsive to changing needs . . . advancing clinical prac-
tice, research and education to enrich professional practice as a whole. (United
Kingdom Central Council 2008)

This could not be more evident in the DH’s (2000a) A Service for All Talents: Devel-
oping the NHS Workforce, where one of the recommendations had a major impact on
the nursing career structure: that of establishing specialist and consultant nursing posts.
Key to this was the importance placed on attaining higher academic awards, increased
professional autonomy and clinical responsibility. However, the term leadership often
meant adopting a shared vision and a strong belief value in what was being achieved
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Table 12.1 Leadership qualities

Transactional leadership Clinical leadership

Charisma
Vision
Inspiration
Strong belief ethic
Impersonal
At times solitary

Peer credibility
Clinical expertise
Supportive to the clinical team
Education and research
Motivation and energy
Empathy
Humanism
Interpersonal skills

normally from one person. Yet clinical leaders have additional characteristics that
often set them apart from the traditional leadership role (see Table 12.1; Siriwardena
2006), the core values seen with nurse consultants and clinical nurse specialists.

This list of what constitutes leadership qualities is not exhaustive; moreover, it
would be easy to suggest that the work portrayed in this book demonstrates these
core clinical leadership values and in some cases this is clearly noticeable. Take, for
example, the setting up of a nurse-led femoral nerve block service. As part of her role,
Mandy Layzell (Chapter 2) suggested that:

As team leader I am responsible for ensuring that the service is run safely. I
will provide support and supervision for my colleagues in the team and discuss
any issues that are raising concern. I regularly review audit data we collect to
ensure that the procedure is performed safely and that patients are benefiting, and
progress is disseminated to management and specialist committee members. In
addition, I am responsible for ensuring that the relevant documentation is up to
date and evidence-based.

Again this is identified in Gillian Chumbley’s work (Chapter 3) in developing
a nurse-led ketamine service for individuals experiencing acute and chronic post-
operative pain. Whilst primarily she discusses the setting up of the service to administer
ketamine, there is an underlying theme of clinical leadership:

To adopt a new method of working into routine practice, it takes an individual
who is passionate about the benefits, who has collated the scientific evidence,
has recognised a gap in the management of patients and who can identify how
the change can be incorporated into current practice. This is made easier if you
are known and respected by the organisation. Although the sub-roles of educator,
researcher and consultant are the basic requirements to move practice forward, it
is essential to be recognised as an experienced expert in your field. An advanced
practitioner has to have a working knowledge of the scientific evidence and be
comfortable conversing with colleagues, from a range of professions, at this level.
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As exemplified here, the transformational leadership qualities allow engagement
in a process, where one or more people connect with each other in a way that ele-
vates leaders and followers to higher levels of motivation and in doing so accelerates
progress. The importance of leadership is embedded in the NHS reforms and made
explicit in the DH publication (2008) A High Quality Workforce: NHS Next Stage
Review, which emphasises not only the role of leadership in workforce development
but the shift in health care from secondary to primary care. Throughout this book it
is evident that a number of new initiatives have been developed and created to drive a
new culture of care in which nursing leadership is at the forefront. Many contributors
to the book would agree that clinical leadership is an important means of strengthening
nursing and establishing effective interprofessional team collaboration, all of which
requires adaptability and receptivity to change – the central tenant to the NHS Plan
(DH 2000b).

Crossing boundaries and the development of services

Continuing health reforms and health care pressures have meant that traditional medi-
cal roles are now being undertaken by suitably trained, educated and competent nurses.
Whilst this calls for a greater cooperation between the professions, it is the responsive-
ness to service user need that is the driving force behind a more streamlined approach
to the way care is delivered. Where there are a number of examples within the book
that discuss the entrepreneurship associated with developing services, it is evident that
key to these developments is the meeting of an unmet need; this is illustrated in the
setting up of an acupuncture service (Ruth Heafield and colleagues, Chapter 6):

The development of any new service requires careful consideration of the po-
litical, clinical and governance issues; therefore, advanced skills are required to
understand and manage the complexity of issues during negotiation and imple-
mentation of such services. The development of an acupuncture service in the
current climate requires all these skills and more. The nurse must be aware of
the current funding pathways and ensure that the service is sustainable and ap-
propriately placed linking into existing services to serve the best interests of the
clients. The educational aspects of staff training and development are crucial for
the development and maintenance of the service. This is of particular importance
currently as mandatory registration for acupuncture is, as discussed earlier, a hot
political debate. Careful consideration must also be taken to identify the potential
risks of the service and systems put in place to minimise those risks and record
and manage any untoward incidents.

Despite the excellence in meeting unmet needs such as those portrayed above, there
is clearly a degree of autonomy present, discussed in this context as the developing
of practice but also one’s own role, and with this comes development of clinical
judgement. We make this connection explicit in Chapter 1, where we suggested that
a registered nurse who has acquired the expert knowledge base, complex decision-
making skills and clinical competencies for expanded practice is in a position to
advance and develop practice. However, it is becoming more prevalent that higher
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educational awards are paramount in gaining acceptance in these advancing roles; for
example:

For nurses to undertake these clinics some advanced education in pain manage-
ment would be required and ideally they would need to be a prescriber in primary
care to optimise cost–benefit. There are now a significant number of specialist
pain nurses who have undergone a degree in this subject and have been closely
involved in the care of patients in pain for many years. (Ruth Heafield, Chapter 6)

Therefore, it would seem that in order to advance practice in pain management,
achieve a degree of autonomy and be seen to setting new standards of care delivery
outside the typical norm, nurses are encouraged to undertake advanced educational
courses. In reflecting on the development of a master’s programme in pain manage-
ment, Ann Taylor (Chapter 11) recognised that her own higher level education set the
precedent for others to follow. She suggests that:

I feel that I crossed traditional boundaries and made connections. Importantly I
saw the need for IPE and felt comfortable taking this forward. The MSc in medical
education helped me to think more laterally about solving the problem of engaging
and supporting adult learners who were also senior health professionals. It also
gave the confidence to take forward the major changes we recently have obtained
approval for. In defining an ‘advanced nursing contribution’, may be a higher
level degree is important in this. In justifying an advanced nursing contribution,
it has made me reflect on whether the outcome, i.e. a successful interprofessional
MSc in pain management, is partly due to me being a nurse or partly due to being
who I am. Did it take a nurse to do what I have done? Could it equally have been
a doctor, physiotherapist, psychologist, etc.? As a nurse working within ICU, I
was used to working within an interprofessional team that in the main was built
on trust and respect and therefore, it may have been this nursing experience that
contributed to my desire to make the planned course an interprofessional one.

Ann raises an important issue in that the crossing of boundaries also sets the other
exemplars within the book into the context of advancing practice in pain management.
This could not be more prominent where individual practitioners in the course of their
work are undertaking patient caseloads to offset, in some cases, medical case work and
prescribing responsibilities. Therefore, this leads nicely onto interprofessional team
working.

Interprofessional working

The focus of the book on nursing does not negate the importance of working effectively
within an interprofessional team. Indeed, it is often the ability to do this, which
enables the development of the service to flourish. This emergent theme is present in
each chapter and we use the term to capture a range of activities, including working
effectively within an interprofessional team, working across professional groups and
participating in interprofessional education.
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Each chapter makes references to the importance of working alongside other health
professionals, doctors, physiotherapists, managers, pharmacist, etc.

Support from the multidisciplinary pain team (nurses, anaesthetists, pharmacists,
physiotherapists and psychologists) was fundamental to the evolution and success
of the project. (Felicia Cox, Chapter 5)

The importance of higher educational qualifications and the ability to work with
other professional groups are nicely clarified by Gilliam Chumley (Chapter 3) who
felt the best developments occurred when a multidisciplinary approach was adopted:

In the last decade there has been a melding of nursing and medical roles within
pain services. What was seen as the domain of the anaesthetist or physician
has been cultivated and developed by nurses who are highly trained, often to a
master or doctorate level, as I have been. Nurses have the advantage of working
within the pain service full time and can devote more hours to its expansion.
The role of the consultant nurse has allowed services to advance a stage further
by treating their own clinical caseload and having designated time for education
and research. That is not to say that nurses should work in isolation; the best
developments occur when there is a multidisciplinary approach.

The ability to work effectively in an interprofessional team is fundamental but not
without difficulties with different professional cultures inherent within the organisation
(Hall 2005). Trudy Towell (Chapter 10) reflects on the study by Stenner and Courtenay
(2008), who found that a lack of understanding of nurse prescribing among health care
professionals could be a barrier:

[T]his reflected my experiences where there was a lack of medical staff under-
standing of nurse prescribing and the knowledge base required. This can create
a barrier as staff are not working seamlessly across boundaries as they do not
understand each others roles and responsibilities.

The confidence to reach out to other professional groups and include them in the
process of change was highlighted by Paul Bibby (Chapter 8) as he developed a new
community service:

Following an interim appraisal I approached GP practices and consulted directly
about the service. It was clear from this that as the evidence suggests, GPs felt
more involved and able to stake their claim in this project.

Similarly Ruth Day and Dee Burrows (Chapter 7) capture the importance of the
ANP being able to work with patients, professionals and carers to form alliances which
traditionally would have been undertaken by doctors:

Claire demonstrates not just clinical expertise (which is expected from a clinical
nurse specialist) but also an ability to bring people together (patient, healthcare
professionals and carers) to form an alliance which supports the patient. This
is a development clearly called for in the ANP competencies. It is one which
some years ago might have been undertaken by doctors, but the development of



c12 BLBK223-Carr November 13, 2009 11:26 Char Count=

New knowledge for advancing practice in pain management 201

different roles in nursing has given us the opportunity to develop these alliances
in a much more transparent fashion, using the latent leadership skills of senior
clinical nurses.

A further important component of activity of those engaged in advancing practice
was their involvement in interprofessional education. They often possessed a high
level of knowledge and understanding of their subject and were keen to contribute to
changing knowledge and attitudes. Eileen Mann (Chapter 4) identifies the importance
of making this contribution:

They may also be called upon to become more closely involved in the pain
education of other health care professionals.

Interprofessional learning has been described as the process being where two or
more professions purposely interact in order to learn with, from and about each, and
this interaction can ultimately lead to improved effectiveness and the quality of care
(Centre for the Advancement of Interprofessional Education 2002). This is, however,
often difficult to attain in some circumstances because of professional differences.
Referred to as tribalism (Beattie 1995), traditional educational and professional needs
evolved separately with deep-rooted boundaries between them (Baxter & Brumfitt
2008), the result being a different practical and philosophical approach to patient
care. Whilst training and learning often meant intraprofessional independence and
autonomy, current policy changes in health care provision has meant that there is
a blurring of roles and a role redesign to offer greater flexibility to meet patient
demand (Skills for Health 2006; Baxter & Brumfitt 2008). A number of studies
have evaluated the effectiveness of interprofessional education, some reaching the
conclusion that in certain cases it proves to be beneficial. In a pilot study to assess
the effectiveness of interprofessional pain workshops, Carr et al. (2003) found that
interprofessional practitioner learning was positively evaluated and that knowledge
transfer between the professional groups meant an increase in pain assessment and a
reduction in pain referrals to the acute pain team. What this signifies that not only does
interprofessional education and learning work but it also means a positive outcome for
patients experiencing acute and chronic pain. This is clearly evident in Ann Taylor’s
work (Chapter 11) where she developed a masters programme in pain management.
Comments from the nursing team demonstrated an overwhelming confidence in being
able to deliver effective pain management and IPE was crucial to this development.
Ann comments:

. . . the nurses were able to construct knowledge based on what they had gained
from the course and their own intuitions in order to make sense of themselves
and their practice. All the nurses spoke of being more mature and having im-
proved self-esteem and all described instances where they no longer had to rely
on external validation for their self-identity. The nurses spoke of the knowledge
they had constructed in providing them with an improved ability to care and
described the continued use of frameworks to underpin practice. These frame-
works were constructed by the nurses and were based upon their experiences and
knowledge of interprofessional pain management, and they felt more satisfied in
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their clinical roles. The nurses now perceived themselves as being part of a team
rather than outside it; they felt valued, respected and capable. The nurses spoke
of making connections that helped tie together pockets of knowledge and spoke
of understanding that all knowledge was relative. The nurses wanted nursing
to be seen as important in the care of patients in pain and spoke of making a
difference; they now wanted to be respected for being nurses. Armed with the
academic knowledge, confidence and self-worth, they provided examples of how
they impacted on the care of patients in pain. (Ann Taylor)

There is an underlying theme within Ann’s work that incorporates not only the
educational perspective but also the interprofessional collaboration that ensures patient
needs are effectively catered for. It is through this socialization of professional, cultural
and attitudinal beliefs where the improvement in services stems from. In addition, Carr
et al. (2003) suggested that key to delivering interprofessional pain education should
ideally be the targeting of patients and their families to ensure acceptance of inadequate
pain relief becomes a thing of the past.

Advancing practice in pain management

What we have attempted to portray in this book is that advancing practice encom-
passes many guises from the development of nurse-led clinics to entrepreneurial
incentives that not only enhance patient care and outcome but development of the pro-
fession. The major themes to emerge have centred on clinical leadership, crossing the
nursing–medical boundary and interprofessional team working. Providing an alterna-
tive approach to knowing-how and knowing-that allowed us to identify the knowledge
required for advancing practice. We make the distinction that advancing practice in-
volves a number of different facets and knowing-that is based on a choice of action
which is informed from knowing-how, knowing-why and knowing-what (Chapter 1),
a different perspective than those of Ryle (2000) and Rolfe (1998). What is crucial is
the integration of the knowing-how knowledge into and supporting the knowing-that;
the latter cannot function without a full appreciation and understanding of the for-
mer. It can be noticeable in some individual practitioners whereby they have neither
developed nor can make those theoretical and practical links, for example a diabetic
nurse may know everything to do with diabetes but fail notice when her patient be-
comes hypoglycaemic (the knowing-why), or a critical care nurse’s ability to change
a tracheostomy dressing (the knowing-how) and finally a surgical nurse observing
cardiac arrhythmias but not able to identify the causative factors (the knowing-what).
Therefore, in order for knowing-that to become meaningful, it is an amalgamation of
these three facets and having done so can be judged to be advancing practice.

It has become evident that a dichotomy exists not only between what advancing
and advanced practice are, but also within the concept of advanced practice itself.
This can be explained by the very nature of what constitutes advancing and advanced
practice. The rhetoric within the literature identifies who advanced practitioners are,
either by role definition or by the attributes of the individual. Not readily explained
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is what actually constitutes advanced practice, nor is a practical definition offered of
either advancing or advanced practice. This has invariably led to the confusion as to
what advancing and advanced practices are. As a result, we have developed a working
definition of advancing practice to challenge the current discourse and define it as:

The ongoing procedural development of problem-solving, analytical and synthe-
sis skills which allow practitioners to integrate practical knowing-how, theoreti-
cal knowing-why and experiential knowing-what into a pragmatic knowing-that
knowledge to improve patient care/user need.

Important features within this definition are the three themes which are central
to advancing practice: the practical/experiential and theoretical knowledge and the
integration of this knowledge into a purposeful, autonomous knowing-that knowledge.
There are some difficulties in defining practical/experiential knowledge because this is
seen within the domain of practice and is often perceived as the hands-on, observational
and social interaction knowledge that develops over time (Benner 1984; Rolfe et al.
2001; Estabrooks et al. 2005). This type of knowledge could be likened to what
Carper (1978) refers to as aesthetic knowing or similar to Benner’s (1984) intuitive
knowing, knowledge which is gained through the ‘gut feeling’ type of experience
and in which knowledge is a gathering process of scattered details and particulars
of practice combined into an experienced whole, or equated with gaining knowledge
through the use of experiential, practical patient cases (Benner 1984). This experience
provides a rich case study base of knowledge to be drawn upon. There are some
notable similarities between these different perceptions of practical knowledge in
that this could easily be compared with the work of the expert practitioner attributes
which were mentioned previously. However, Fulbrook (2003) put forward the notion
that knowledge to inform practice is contained within a variety of different sources,
methods and methodologies. He referred to this as pragmatic epistemology which:

. . . is about practical knowledge which incorporates all forms of knowing – it is
the utilisation of knowledge within a practice setting: the value of knowledge for
practice and the value of knowledge generated from practice. (Fulbrook 2003, p.
301)

Therefore, what Fulbrook (2003) is that clinical experience/expertise together with a
diverse approach to ‘evidence-based practice’ culminates in effective patient care and
improved practice. Whilst agreeing with Fulbrook (2003) in principle, the application
of pragmatic knowledge in this context goes beyond his definition because what is
important in terms of advancing practice is the integration of the different types
of knowing and the understanding associated with this – the link between thinking
and doing. Developing a mixture of knowing-how (practical knowing), knowing-why
(theoretical knowing) and knowing-what (pattern recognition) leads to knowing-that –
the choice of action determined by the practitioner’s understanding of the situation.
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Conclusions

Therefore, what is ever present throughout the book is that advancing practice in
pain management is encapsulated in our concept of advancing practice as being a
developmental process. It is easy to see that the knowing-how knowing-that framework
can be used to define almost any aspect of nursing practice. Indeed, if one were to
consider this framework outside of nursing per se, then its versatility is transferable to
any profession. But it is within nursing that this framework has its founding. Unlike
medicine, the pragmatic approach that many of the authors have illustrated here goes
a long way in establishing nursing as a rising profession in health care provision.
Some critics may argue that these are mere examples of nurses taking on the roles of
medical colleagues. However, we suggest that it is the innovative and creative aspects
of care provision that are being portrayed here. Admittedly, nursing is potentially at a
cross-road with the opportunity to really grab opportunities for leadership. Too often
time is wasted trying in discussion rather than getting on with the developments and
as such we are attempting to highlight the importance of sharing experiences which
not only demonstrate the competencies but also capture the complexity and reality of
these initiatives through knowledge, skills and attitudes and therefore able to facilitate
in unleashing the potential.
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