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 SCHEDULE 2 – THE SERVICES 

 

A. Service Specifications 
 
This is a non-mandatory model template for local population. Commissioners may retain the 
structure below, or may determine their own in accordance with the NHS Standard Contract 
Technical Guidance.   
 

Service Specification No.  

Service Specialist Persistent Pain Management Service (Tier 3) 
 

Commissioner Lead Kate Harrington 
Commissioning and Development Manager 
on behalf of NHS Durham Dales, Easington and 
Sedgefield (DDES) CCG, NHS North Durham CCG and 
NHS Darlington CCG 

Provider Lead TBC 

Period January 2018 – December 2020 

Date of Review 12-months 

 

1. Population Needs 

 
1.1  National/local context and evidence base 
 
1.1.1     National Context 

Chronic pain carries a significant burden both to the individual living with pain, their 
families and carers, the NHS and society

1
.  

 
Chronic pain is recurrent or persistent pain that endures beyond the usual course of 
an acute disease or trauma, or occurs in conditions that cannot be treated

2
. Chronic 

pain is often defined as any pain lasting more than 12 weeks and can be considered 
as a condition in its own right or as a component of other long term conditions. It 
encompasses a wide array of conditions, including musculoskeletal, neuropathic and 
visceral pain.  

For the purposes of this specification, persistent pain is used as an updated term for 
‘chronic pain’. The reason for the switch comes from health care professionals and 
pain associations who, in the last decade, have noticed and reported that patients 
tend to relate to chronic pain as a condition that needs eradication.  When framed this 
way, chronic pain is something patients are constantly trying to ‘get fixed’ once and for 
all. Persistent pain refers to pain as a long term condition and so can open up new 
possibilities for living well with it. 
 
The National Pain Audit identified that patients with persistent pain have a very poor 
quality of life, on a par with patients with Parkinson’s disease or dementia

3
. They also 

make frequent and multiple demands on other health and social services, so effort 
must be made to improve services for these people with a non-life threatening 
condition.  
 
The biopsychosocial approach to pain is widely accepted as essential for the 
management of chronic (persistent) pain

4
. The biopsychosocial model has led to the 

development of the most therapeutic and cost-effective interdisciplinary pain 

                                                        
1
 www.rcgp.org.uk/.../Chronic%20Pain/RCGP-Commissioning-Pain-Management-Service 

2
 http://www.rcoa.ac.uk/system/files/FPM-Local-Comm-2013_0.pdf 

3
 https://rcoa.ac.uk/system/files/FPM-Local-Comm-Guidance2013_2.pdf 

4
 http://www.paineurope.com/articles/the-biopsychosocial-model-and-chronic-pain-an-overview 

http://www.rcgp.org.uk/.../Chronic%20Pain/RCGP-Commissioning-Pain-Management-Service
http://www.rcoa.ac.uk/system/files/FPM-Local-Comm-2013_0.pdf
https://rcoa.ac.uk/system/files/FPM-Local-Comm-Guidance2013_2.pdf
http://www.paineurope.com/articles/the-biopsychosocial-model-and-chronic-pain-an-overview
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management programs and makes it far more likely for the chronic (persistent) pain 

patient to regain function and experience vast improvements in quality of life
5.  

 
Research evidence and the resultant policy guidance that has emerged over recent 
years for pain services in the UK have indicated that the most effective approach for 
specialist pain services is multidisciplinary working

6
.  

 
1.1.2     Local Context 
 

NHS DDES CCG, NHS North Durham CCG and NHS Darlington CCG are committed 
to ensuring all services delivered to their respective populations are aligned to both 
national and local policies and provide care in a way that maximises resources and 
reduces inappropriate use of services.  
 
The biopsychosocial management of persistent pain has been identified as a local 
commissioning priority.  A review of current pain management services undertaken in 
2016, highlighted the opportunity to improve the patient pathway in terms of access 
and patient experience; whilst bringing financial benefits associated with care closer 
to home. 

 
1.1.3    The size of the problem  
 

Persistent pain affects between one-third and one-half of the population of the UK, 
corresponding to just fewer than 28 million adults, based on data from the best 
available published studies. This figure is likely to increase further in line with an 
ageing population

7
. 

 
The researchers used data from 19 studies that included almost 140,000 adults. They 
extrapolated the results to come up with the estimate that around 43% of people in 
the UK experience chronic pain. More adults aged 75 or over (62%) experienced pain 
than those aged 18 to 25 (14.3%)

8
. 

 
The prevalence of moderate to severely disabling persistent pain has been estimated 
to be 10.4% to 14.3% (based on four studies). Applying this to the population of 
County Durham (513,000), we would expect between 53,352 and 73,359 people to be 
affected. Based on the population of Darlington (106,000), we anticipate between 
11,024 and 15,158 people to be affected.  
 
The number of ‘first attendances’ appointments in hospital based pain service for 
2015/16 to 2016/17 are shown in the table below.   

 
First 
Attendances 
 

NHS DDES  
CCG 

NHS North 
Durham CCG 

NHS Darlington  
CCG 

County Durham 
& Darlington 
TOTAL 

2015/16 1,477 1,276 577 3,300 
2016/17 1,516 1,181 577 3,274 

 
Commissioners are monitored on the new to review ratio against the national 
averages noted within the Better Care Better Value Toolkit. In 2015/16 County 
Durham and Darlington NHS Foundation Trust, (the local acute hospital trust) was 
reported as having one of the highest new to review ratios in the country. In 2015/16 
Quarter 4 the National first follow up ratio for pain management as detailed in the 
Better Care, Better Value Tool was 2.16

9
 and County Durham and Darlington NHS 

Foundation Trust first follow up ratio was 7.03
10

. 

                                                        
5
 https://www.practicalpainmanagement.com/treatments/psychological/biopsychosocial-approach 

6
 Hoggart et al Establishing a pain service in the community Journal of Observational Pain Medicine – Volume 1,  

  Number 2 (2013) ISSN 2047-0800 
7
 http://bmjopen.bmj.com/content/6/6/e010364 

8
 http://www.nhs.uk/news/2016/06June/Pages/Almost-half-of-all-UK-adults-may-be-living-with-chronic-pain.aspx 

9
 

http://www.productivity.nhs.uk/PCT_Dashboard/DetailedView?practiceCode=National&pctCode=National&percentileI

https://www.practicalpainmanagement.com/treatments/psychological/biopsychosocial-approach
http://bmjopen.bmj.com/content/6/6/e010364
http://www.nhs.uk/news/2016/06June/Pages/Almost-half-of-all-UK-adults-may-be-living-with-chronic-pain.aspx
http://www.productivity.nhs.uk/PCT_Dashboard/DetailedView?practiceCode=National&pctCode=National&percentileId=2&yearQtrId=28&indicatorId=611&indicatorTypeId=1&componentName=Pain%20Management&treatment=selected&componentId=191
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However, it should be noted that this ratio applies to all pain management 
appointments types including multi-disciplinary appointments.  

                                                                                                                                                                                                                                                 
1.1.4     Evidence  
 

Best practice guidelines and information that has been utilised to design this 
specification include, but is not limited to:  

 

 Royal College of General Practitioners (2013) Pain Management Services: 
Planning for the Future. Guiding clinicians in their engagement with 
commissioners.  
 

 Faculty of Pain Medicine of the Royal College of Anaesthetists (2013) Local 
Commissioning of the Specialist Services for Pain.  
 

 Faculty of Pain Medicine (2015) Core Standards for Pain Management Services 
in the UK.  
 

 Scottish Intercollegiate Guidelines Network (2013) SIGN Guideline 136: 
Management of Chronic Pain. 
 

 British Pain Society (2013) Guidelines for Pain Management Programmes for 
Adults: An evidence-based review prepared on behalf of the British Pain Society. 

 

 Eccleston, S; J. Morley J (2013) Psychological approaches to chronic pain 
management: evidence and challenges. Br J Anaesth (2013) 111 (1): 59-63. 
 

 Guidance on the management of pain in older people (2013) Age and Ageing, 
Volume 42, Issue suppl_1, 1 March 2013, Pages i1–i57.  

 

2. Outcomes 

 

2.1 NHS Outcomes Framework Domains and Indicators 

 

Domain 1 
 

Preventing people from dying prematurely 
 

Domain 2 Enhancing quality of life for people with long-term 
conditions 

 

Domain 3 Helping people to recover from episodes of ill-health or 
following injury 

 

Domain 4 
 

Ensuring people have a positive experience of care 
 

Domain 5 Treating and caring for people in a safe environment 
and protecting them from avoidable harm 

 

 

2.2 Local defined outcomes  

 
2.2.1     Patient level 
 

 Improvement in patient confidence to self-manage, using the pain self-efficacy 
questionnaire (PSEQ). 

                                                                                                                                                               
d=2&yearQtrId=28&indicatorId=611&indicatorTypeId=1&componentName=Pain%20Management&treatment=selecte
d&componentId=191 
10

 
http://www.productivity.nhs.uk/PCT_Dashboard/DetailedView?practiceCode=RXP&pctCode=Q45&percentileId=2&ye
arQtrId=28&indicatorId=611&indicatorTypeId=1&componentName=Pain%20Management&treatment=selected&com
ponentId=191#performance 

 

http://www.productivity.nhs.uk/PCT_Dashboard/DetailedView?practiceCode=National&pctCode=National&percentileId=2&yearQtrId=28&indicatorId=611&indicatorTypeId=1&componentName=Pain%20Management&treatment=selected&componentId=191
http://www.productivity.nhs.uk/PCT_Dashboard/DetailedView?practiceCode=National&pctCode=National&percentileId=2&yearQtrId=28&indicatorId=611&indicatorTypeId=1&componentName=Pain%20Management&treatment=selected&componentId=191
http://www.productivity.nhs.uk/PCT_Dashboard/DetailedView?practiceCode=RXP&pctCode=Q45&percentileId=2&yearQtrId=28&indicatorId=611&indicatorTypeId=1&componentName=Pain%20Management&treatment=selected&componentId=191#performance
http://www.productivity.nhs.uk/PCT_Dashboard/DetailedView?practiceCode=RXP&pctCode=Q45&percentileId=2&yearQtrId=28&indicatorId=611&indicatorTypeId=1&componentName=Pain%20Management&treatment=selected&componentId=191#performance
http://www.productivity.nhs.uk/PCT_Dashboard/DetailedView?practiceCode=RXP&pctCode=Q45&percentileId=2&yearQtrId=28&indicatorId=611&indicatorTypeId=1&componentName=Pain%20Management&treatment=selected&componentId=191#performance
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 Improvement in patient reported outcome measures covering functional, 
psychological and/or social needs, measured by Patient Reported Outcomes 
Measures (PROMs) tool e.g. EQ-5D-5L and Brief Pain Inventory (to be agreed for 
consistent use across the whole patient pathway), on entry and discharge from 
service; and at three months post-discharge.  
 

 Patients have a positive experience of care, as evidenced by feedback 
questionnaire and other engagement activity. 

 
2.2.2     Service level 
 

 Timely access to the specialist pain management service as demonstrated by 
activity and waiting time data. 

 

 All patients with persistent pain and their referring Primary Care practitioner 
receive a written personalised treatment/care plan appropriate to their needs. The 
treatment/care plan will also be shared with the community persistent 
management (tier 2) pain service to support integration. 

 

 Improvement in out-patient new to review ratio, in line with national average and 
agreed with the Commissioners. 

 

 Contribution to the reduction in the total volume of opioids prescribed in the health 
economy, as demonstrated by the six monthly data submission (as agreed with 
the commissioner) which would compare prescribing levels at first attendance at 
the service with recommendations on discharge or outpatient letter.  

 
The Provider will be required to submit evidence of achievement of outcome 
measures as defined in the standard contract.  

 

3. Scope 

 
3.1 Aims and objectives of service 
 

The overall aim of the persistent pain management service is to provide patients 
timely access to a specialist service that delivers evidence–based interventions to 
enable patients to confidently self-manage their condition, reducing reliance on health 
care and to maximise their independent living. 

 
Service objectives: 

  
 Provide the patient with a face to face multi-disciplinary biopsychosocial 

assessment of their pain condition, involving the carer where appropriate, and 
formulation of an individual management/treatment plan. 

 
 Provide a range of NICE approved, British Pain Society Map of Medicine 

evidence-based therapeutic interventions to enable improvement in: 
 

- Physical and psychosocial functioning.  
- Confidence in self-management including setbacks. 
- Improve daily living activities, reduce or minimise pain related disability so as 

increase the individual’s ability and confidence to return or stay in work. 
- Safe use of medications where and if needed to manage pain symptoms. 
- Health living choices. 

 
 Provide pharmacological management of pain symptom reduction including side 

effects in accordance with NICE and local guidelines endorsed by Area 
Prescribing Committee.  



 

Page 5 of 23 

 

 
3.2 Service description/care pathway 

3.2.1   Overarching Persistent Pain Service Model  
 

The proposed complete tiered service model for persistent pain, based on levels of 
need, is shown below.  

 

 
 
 
 
 

This specification outlines the requirements for the specialist persistent pain 
management element of the model. Further information on the service model is 
included in Appendix 1. 
 
The integrated service model promotes less dependency on the wider health care 
services such as A&E, General Practitioners, acute secondary care services, mental 
health services, ambulance services and mainstream physiotherapy.  
 
Clinicians working across the integrated care pathway are expected to adopt a shared 
language to communicate with patients, ensuring consistent messages about: 
 

 Their diagnosis, the incurable nature of persistent pain, though some 
reduction is possible. 

 The importance of the role of self-management to manage their pain and its 
impact on their health. 

 The assessment of the patient key related pain needs and priorities. 

 The jointly agreed management plan addressing patient needs and priorities. 
 
It is anticipated that service specifications underpinning the integrated service model 
and stepped care pathway will be amended to reflect the new MSK integrated model. 

 
3.2.2     Description of the Specialist Pain Management (Tier 3) Service 
 

The specialist persistent pain management service (tier 3) will consist of specialist 
doctors, nurses, physiotherapy and occupational therapies with access to clinical 
psychologists via the community persistent pain management (tier 2) service 
specification (see Appendix 2); also access to dedicated pharmacy. The team will be 
supported by a data analysist to provide patient and service outcome data for both the 
tier 3 provider and commissioner. 

Area covered 
by this service 
specification 
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The specialist service will accept patients whose persistent pain is deemed to have a 
high level impact on their health, functioning and quality of life.   

The service will work jointly with other specialist teams in the assessment and 
provision of integrated management of patients with visceral pain, pelvic and 
urogenital pain, chronic regional pain syndrome and severe chronic head pain. The 
tier 3 service is to enable effective written and other communication between the 
patient and specialist teams to ensure patient management plans are facilitated. 

Complex spinal pain disorders and other complex MSK conditions will be seen in the 
tier 3 service. This is to include assessment for Individual Funding Request (IFR) 
neuromodulation treatments on a case by case basis and where clinical indicated as 
per British Pain Society guidelines and medicine management pathways. 

Components of the specialist persistent pain management (tier 3) service are 
summarised below: 

 Pain management assessment for new and review patients using a 
biopsychosocial motivational interviewing model. 
 

 Development of the treatment/care plan, negotiated with the patient, which may 
include: 
 
 Patient progress in physical, psychosocial function outcomes recorded and 

communicated with the patient’s General Practitioner, the community 
persistent pain management (tier 2) service and other specialist teams where 
appropriate. 
 

 Any pain interventional procedures as out-patient or day case should adhere 
to the local Value Based Clinical Commissioning Policy (VBCCP)

11
  or NICE 

guidelines. Consideration would be given to procedures not covered by NICE 
and VBCCP, where national or regional clinical consensus supports their use 
as part of ongoing research in which the Provider is actively taking part; and 
has been validated by the British Pain Society.  

 
 Psychology provision into the specialist pain management (tier 3) service is 

contracted via the community persistent pain management (tier 2) service 
specification. Psychologists employed by the community service, but working 
at a tier 3 level would also be expected to: 

 
- Undertake specialist psychological assessment and formulation for 

people with persistent pain.  
- Deliver appropriate psychology therapy processes and packages (1:1 

and/or group or other medium according to formulation of the specific 
case and the appropriate Cognitive Behavioural Therapy (CBT) drawn 
from Acceptance and Commitment Therapy (ACT), Beckian, Compassion 
Focused Therapy or Cognitive Analytic Therapy (CAT)). 

- Participate in the multidisciplinary team (MDT) meetings, when 
appropriate. 

- Attend patient appointments jointly with the Consultant in Pain 
Management, for a limited number of complex patients, as agreed via 
MTD meeting (usually this would be required at the beginning and end of 
a course of treatment). 

                                                        
11

 https://ifr.necsu.nhs.uk/docs/VBCCP%20%20-%20June%202017%20-%20FINAL%20V4.1.pdf 
https://vbcc.necsu.nhs.uk/Documents/VBCCP%20%20-%20June%202017%20-%20FINAL%20V4.1.pdf 
 

 

 

https://ifr.necsu.nhs.uk/docs/VBCCP%20%20-%20June%202017%20-%20FINAL%20V4.1.pdf
https://vbcc.necsu.nhs.uk/Documents/VBCCP%20%20-%20June%202017%20-%20FINAL%20V4.1.pdf
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- Utilise existing primary and secondary care mental health 
services/pathways including Improving Access to Psychological 
Therapies (IAPT), where clinically appropriate. 
 

 Specialist physiotherapy input in: 
 
- Assessment and therapy programmes for individuals and groups; where 

appropriate these should be delivered in conjunction with the regional 
back pain programme/spinal extended scope practitioner (subject to 
availability). 

- Reactivation and rehabilitation programmes to enable participation in their 
pain management plan. 

- Rapid access Complex Regional Pain Syndrome (CRPS) assessment and 
therapy. 

- Patient education re self-management and maintaining fitness functioning. 
 

 Occupational therapy assessment and therapy in hospital and home setting, 
where required. 

 
 Optimising/reducing/discontinuing medication - medicines reduction 

programmes for strong opioid, gabapentinoids and other potentially addictive 
and abusable drugs. 

 
 Consistent healthy eating and lifestyle change support. 

 
 Identification of patients who fulfil the NICE criteria for referral for assessment 

for neuromodulation, by tertiary pain management services. 
 

 Gathering and analysis of data to evidence patient and service level 
outcomes.  

 
The core service will be available Monday – Friday, [hours of operation to be specified 
once negotiated with Provider]. 
 
There should be appropriate provision, accommodation, management and 
administrative support in place to deliver the service to the defined specification.  This 
includes the backfill/cover for all staff required to deliver the service for planned and 
unexpected leave at no additional cost to the Commissioner.   
 
The service will be sensitive to the needs of patients, whose first language is not 
English and those with hearing, visual, sensory, mental health, learning difficulties and 
impairments and behaviours that challenge; veterans will receive treatment in line with 
national policy. The Provider will ensure it has access to timely interpretation and 
other support services, both on-line and telephone as well as face-to-face and will be 
responsible for paying for and organising these services.  
 
The service will not discriminate on the grounds of litigation. Ongoing litigation may 
place participants in a dilemma in that improved function will reduce their anticipated 
compensation payment. Patients receiving benefits which depend on poor function 
are often in a similar position. Evidence is mixed on whether this affects outcome. 
 
The service will also not discriminate on the judgement of motivation. Open discussion 
with the patients on the prospect of gains in quality of life entailing losses of 
compensation/welfare payments is helpful.  

3.2.3     Patient Pathway 
 

A high-level referral pathway is included in Appendix 3.  
 
3.2.3.1  Referral 



 

Page 8 of 23 

 

 
All referrals to the specialist pain management (tier 3) service will be made via the 
single point of access (SPA), within the community persistent pain management (tier 
2) service.  All referrals will be triaged by a practitioner with the appropriate skills and 
competencies, prior to entry into the tier 3 service. 
 
Information that the specialist persistent pain management (tier 3) service can expect 
from referrer (via triage): 

 

 Patient’s condition / nature of pain / impact on daily living and length of time 
they have experienced pain (usually more than three months).  

 Previous treatments and investigations which have been 
effective/ineffective/not tolerated.  

 Related / relevant physical and mental health medical and drug history.  

 Specific needs and vulnerabilities e.g. learning disability; sensory impairment; 
veterans. 

 Risks that the service needs to be made aware of. 

 Patient demographics including NHS number. 

 Any other information which the Provider feels should form part of the referral, 
agreed with the Commissioner. 

The Provider must accept bookings through the electronic referral system. The 
electronic booking system will include all the details necessary to schedule patient 
appointments, as well as information required to report against the Key Performance 
Indicators.  Appendix 4 offers guidance on referral processes between the different 
tiers within the integrated service model. 
 
If further modifications are needed to the electronic referral system, the cost of tier 3 
modifications will be borne by the Provider.  

 
The Provider will have an alternative back-up system if there is a fault with the 
equipment (e.g. the ability to receive safe haven faxes). This will be clearly stated as 
part of the Business Continuity Plan. 

 
3.2.3.2  Timely Access  
  

There is an expectation for the Provider to adhere to the national 18 week referral to 
treatment waiting time target.  
 
More rapid access is required for those with severe unremitting pain including 
palliative care patients requiring specialist pain medicine input e.g. nerve blocks, 
specialist opinion (these patients should be referred by the oncologist/palliative care 
consultant via the SPA). These patients will be ‘fast tracked’ from the SPA to the 
specialist pain management (tier 3) service, for urgent (time scale to be included) 
consideration. 

3.2.3.3  Biopsychosocial Assessment  
 

Patients referred into the specialist pain management (tier 3) service, will receive a 
‘person centred’ comprehensive biopsychosocial assessment, which will inform the 
development of the management plan, in conjunction with the patient.  

 
Suicidal risk assessment should be integral to the management of patients as should 
alcohol or drug misuse. Those identified at high risk should be referred urgently to 
appropriate mental health services. 
 
Patient expectations will be explored and discussions of realistic goals/outcomes will 
be reviewed within the assessment. 

 
3.2.3.4  Personalised Treatment/Care Plan  
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The Provider will adopt a patient-centred, culturally sensitive approach to formulation 
of the management plan based on the patient’s needs and priorities; explaining 
treatment options and encouraging patient involvement in decision making. 
 

The patient’s personalised treatment/care plan should consider: 
 

 Advice and educational resources (either hard copy or how to access 
information online) for patients and their carers to support the application of 
self-management strategies.  

 

 Individual psychological therapy - predominantly pain related (e.g. Cognitive 
Behavioural Therapy, Compassion Focused Therapy, Acceptance and 
Commitment Therapy, Cognitive Analytic Therapy).  

 

 Management and rehabilitation by appropriately trained pain specialists for 
complex pain and pain-associated disability e.g. Pain Management 
Programmes. 

 

 Review and management of pharmacological treatments in line with local 
prescribing guidelines (further information on medicines optimisation is 
included in Appendix 5). 

 

 Interventional pain procedures e.g. nerve blocks, other NICE evidence based 
treatments or British Pain Society Map of Medicine pathways. 

 

 A plan for the management of flare ups (i.e. what action the patient needs to 
take when experiencing an exacerbation). 

 
The Provider is expected to work within the three level integrated persistent pain 
service model with other commissioned services, and ensure communication links 
and routes benefits patients. This will include two way flows of patient assessment 
and management plan and clinical information for safe and effective patient care. It 
should include the use of reports from the community persistent pain management 
(tier 2) service and other relevant services as appropriate. 

 
3.2.3.5  Discharge  
 

The service should aim to complete every patient’s episode of care (treatment/care 
pathway from start to discharge) within nine months, unless there are exceptional 
patient clinical circumstances in which case agreement with the Commissioners 
should be sought. This does not mean that the patient will have achieved their 
maximal benefit by this stage but may be discharged with a support plan and 
information about re-engagement with the service via the single point of access when 
appropriate.  
 
The Provider will have a mechanism for monitoring of cases open to the service for 
over nine months that the Commissioner can access, such as case review. For those 
requiring over nine months tier 3 care, the patient’s General Practitioner and/or 
referrer should be informed by letter/secure encrypted e-mail/safe haven fax that this 
will be required with a clear rationale.  
 
Patients receiving ongoing stand alone interventions, for example therapeutic injection 
which are infrequently administered, will need to be repatriated to the community 
persistent pain management (tier 2) service for reassessment of their needs and 
appropriate interventions, developed as part of their treatment/care plan.  

All discharge communication will be sent electronically to the patient’s General 
Practitioner within three working days.  
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The discharge summary will specify any actions required to be undertaken by the 
General Practitioner and/or referrer and will contain as a minimum the following 
information:  
 

 Date of admission into service.  

 Date of discharge. 

 Summary of treatment received. 

 Medication changes prescribed. 

 Notification of adverse reactions to treatment. 

 Patient management/care plan (which includes a proactive plan for 
emergencies). 

 Name of responsible clinician/key worker at the time of the service user 
discharge. 

 When treatment has been fully exhausted, and re-referral is not indicated.  

 Details of any onward referral to another service.  
 
The patient will be provided with a paper copy of the discharge communication, so 
that they can understand what has happened to them and what will happen next.  
When appropriate, the Provider will explain the content of the discharge 
communication to the patient in a meaningful way and medium for the patient. 
 

3.2.3.6  Management of patients who fail or are unable to engage  
 

The service will have an agreed policy (with Commissioners) in place to proactively 
manage patients who do not attend appointments or are unable to engage.  

 
3.3 Population covered 
 

The service will cover the population of NHS DDES CCG, NHS North Durham CCG 
and NHS Darlington CCG; which includes a mixture of urban and rural geographies.  
 
Age-sex population projections for each CCG are detailed in Appendix 6. 

3.4 Any acceptance and exclusion criteria and thresholds 
 
3.4.1     Acceptance criteria  

Patients must be a minimum of 18 years of age and be registered with a practice 
within NHS DDES CCG, North Durham CCG and NHS Darlington CCG. 
 
All referrals will be filtered via the Persistent Pain SPA.  
 
The specialist pain management (tier 3 ) service will accept patients who have been 
triaged by the Tier 2 Community Persistent Pain Service; where the patient’s pain is 
deemed to have a severe impact on their health and have high level of needs in 
physical, emotional and social role functioning. Emphasis will be placed on severity 
and complexity of presentation, rather than a defined list of diagnosis.  
 
The tier 3 service will see patients with complex medication regimes, comorbidities 
who require more intensive support and frequent reviews (to enable them to gain 
optimally from interventions). Also, palliative care patients requiring specialist pain 
medicine input e.g. specialist opinion, nerve blocks. 

3.4.2     Exclusion 

The following cohorts of patients will need to access alternative pathways: 
 

 Those under the age of 18.  
 

 Patients with a musculoskeletal condition who have not been triaged by 
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musculoskeletal service.  
 

 Unknown pathology requiring further investigation and suspected cancer. 
 

 Suspected acute fracture/infection.  
 

 Cauda Equina Syndrome or other condition requiring emergency treatment.  
 

 Patients requiring a surgical opinion.  
 

Patients with a cancer related pain as a consequence of active disease should be 
seen by cancer services or the palliative care service in the first instance. Patients 
requiring specialist input from pain medicine (for specialist opinion, nerve block etc.) 
will be referred by the Oncologist/Palliative Care Consultant to the Tier 3 service via 
the SPA. 

For patients experiencing an acute mental health episode, it may be more appropriate 
to defer referral until the acute mental health episode is resolved and /or the patient is 
able to engage with the service. 
 
Patients with challenging behavior will be assessed on an individual basis, to ensure 
they access the most appropriate level of service to best meet their needs. 

 
3.5 Interdependence with other services/providers 

 
The strategic vision is for persistent pain services to work within an integrated service 
model across primary, community and secondary care.  
 
The Provider will need to have an effective understanding of all the providers working 
within the persistent pain pathway(s) and be able to establish operational and 
communication links with each service to ensure smooth transfers of patients, 
including prompt communication and patient management plans. 
 
The specialist pain management (tier 3) service will have close working relationships 
with other specialities including: 
 

 Imaging and diagnostics - based around individual case discussion and easy 
access for requesting and reporting radiology; also electrophysiology and 
pathology testing. 

 

 Other specialities those patients may be at risk of developing persistent 
problematic pain; including those responsible for visceral pain, pelvic and 
urogenital pain, chronic regional pain syndrome and severe chronic head pain 
etc. 

 
The table in Appendix 7 highlights some of the service interdependencies and how 
these could be utilised. 

 
3.6        Professional Education, Supervision and Training  
 

All members of the team will be fully versed in the understanding and implications of 
the biopsychosocial model and their input will be consistent with this overarching view 
of persistent pain. 
 
The service is expected to maintain continuing professional development of all staff as 
required.  
 
The service will provide: 
 

 Appropriate levels of access to training, education and research for the staff it 
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employs in order to maintain competence and excel in being able to offer a 
service to a high quality. 
 

 Clinical supervision, mentorship and appraisal, in keeping with the 
recommendations for their particular professions.  
 

There should be resources to support teaching, training, audit, clinical governance 
and research within the team. 

It is anticipated that all providers delivering pain services within County Durham and 
Darlington would wish to be involved in providing education input to primary care 
where appropriate. 

3.7        Other Requirements 
 

The Provider will employ appropriate staff to manage and deliver the service on a 
daily basis and to receive a daily workload.  The Provider is responsible for ensuring 
the appropriate numbers of staff are employed to meet the service/patient demand.  It 
is the responsibility of the service Provider to ensure that any staff absence has no 
impact on the ability to deliver this Service to the required standards – this includes 
arranging and ensuring cover for staff sickness and absence including quickly 
arranging cover for short notice sickness absence, expected and unexpected leave, at 
no additional cost to the Commissioner. 

 

4. Applicable Service Standards 

 
4.1 Applicable national standards (e.g. NICE) 
 

As the profile of NICE Quality Standards is published, it is expected that services will 
be delivered with those in mind. Adherence with quality standards will be subject to 
commissioner assurance. The service is expected to comply with all national 
recommendations, e.g. NICE guidelines and quality standards, where applicable. 
Compliance with relevant NICE Guidance is a contractual requirement.  
 
The persistent pain pathway as a whole has taken into account the NICE guidelines 
for pain management, a sample of which is included below. It is recognised that they 
are not equally applicable to all levels of service and may refer to more specialist 
services or other services contributing to the pathway, not relevant to this 
specification. 
 
NICE (October 2008): Spinal cord stimulation for chronic pain of neuropathic or 
Ischaemic origin, NICE Technology Appraisal TA159.  
http://www.nice.org.uk/guidance/TA159 

 
NICE (2009): Low back pain: Early management of persistent non-specific low back 
pain. Clinical guideline 88.  
http://www.nice.org.uk/cg88 

 
NICE (2009): Management of long-term sickness and incapacity for work. Public 
Health Guidance 19.  
http://guidance.nice.org.uk/PH19 

 
NICE (2010): Neuropathic pain: The pharmacological management of neuropathic 
pain in adults in non-specialist settings. Clinical guideline 96.  
http://www.nice.org.uk/cg96 

 
4.2 Applicable standards set out in Guidance and/or issued by a competent body 

(e.g. Royal Colleges) 
 

The Provider will need to work with Commissioners towards delivery of relevant core 

http://www.nice.org.uk/guidance/TA159
http://www.nice.org.uk/cg88
http://guidance.nice.org.uk/PH19
http://www.nice.org.uk/cg96
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standards for pain management services in the UK.  
http://www.rcoa.ac.uk/system/files/FPM-CSPMS-UK2015.pdf 

 
Guidance from professional bodies 

 

 Royal College of Anaesthetists (Revised 2011): Guideline for the provision of 
anaesthetic services. Guidance on chronic pain management, chapter 7. 
http://www.rcoa.ac.uk/system/files/CSQ-GPAS7-ChronicPain.pdf 
 

 Royal College of Anaesthetists (2012) Raising the standard: a compendium of 
audit recipes: chronic pain services  

      http://www.rcoa.ac.uk/system/files/CSQ-ARB-2012.pdf 
 

 Royal College of Obstetricians and Gynaecologists: Royal College of 
Obstetricians and Gynaecologists (2012): Initial management of chronic pelvic 
pain. Green top guideline No.41.  
http://www.rcog.org.uk/files/rcog- corp/CPP_GTG2ndEdition230512.pdf 
 

 European Association of Urology (EAU). EAU Chronic Pelvic Pain Guidelines 
(2012) 
http://www.uroweb.org/fileadmin/guidelines/2012_Guidelines_large_text_print_tot
al_file.pdf 
 

 International Association for the Study of Pain (2009) ‘Desirable characteristics for 
pain treatment facilities’.  
http://www.iasp-
pain.org/AM/Template.cfm?Section=General_Resource_Links&Template=/CM/H
TMLDisplay.cfm&ContentID=3011 
 

 International Association for the Study of Pain (IASP) Task Force 
recommendations on waiting times: 
www.dgss.org/fileadmin/pdf/Task_Force_on_Wait-Times.pdf 

4.3 Applicable local standards 
 
4.3.1     Pain Pathway 

A clear pathway of care should be in place to support safety and escalation and de-
escalation of complexity of care.  
 

4.3.2     Outcomes  
The service will record patient reported outcome measurement (PROM) tools prior to 
and after treatment by the service (including three month post discharge).  The tools 
to be used will be agreed with the Commissioner and will be consistent across all 
community pain services. 

4.3.3     Clinical Governance 
Clinical Governance systems should be in place to allow appropriate reflection and 
discussion on the outcome data, in particular to highlight areas of concern and/or 
areas that require change or improvement. 
  
Effective leadership should support a culture in which all professionals involved in 
service delivery and commissioning are enabled to be proactive and positive towards 
improving the quality of care and to work within agreed standards of clinical 
governance.  
 

4.3.4     Information Governance 
The Provider should ensure that appropriate and timely data sharing 
policies/processes are in place to facilitate seamless care across the whole patient 
pathway. This should include patient consent. 
 

http://www.rcoa.ac.uk/system/files/FPM-CSPMS-UK2015.pdf
http://www.rcoa.ac.uk/system/files/CSQ-GPAS7-ChronicPain.pdf
http://www.rcoa.ac.uk/system/files/CSQ-ARB-2012.pdf
http://www.rcog.org.uk/files/rcog-%20corp/CPP_GTG2ndEdition230512.pdf
http://www.uroweb.org/fileadmin/guidelines/2012_Guidelines_large_text_print_total_file.pdf
http://www.uroweb.org/fileadmin/guidelines/2012_Guidelines_large_text_print_total_file.pdf
http://www.iasp-pain.org/AM/Template.cfm?Section=General_Resource_Links&Template=/CM/HTMLDisplay.cfm&ContentID=3011
http://www.iasp-pain.org/AM/Template.cfm?Section=General_Resource_Links&Template=/CM/HTMLDisplay.cfm&ContentID=3011
http://www.iasp-pain.org/AM/Template.cfm?Section=General_Resource_Links&Template=/CM/HTMLDisplay.cfm&ContentID=3011
http://www.dgss.org/fileadmin/pdf/Task_Force_on_Wait-Times.pdf
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4.3.5     Safeguarding  
The Provider must adhere to its own policies for reporting to Safeguard Incident 
Management Reporting system.  

The Provider will record and report any Safeguarding Adults or Safeguarding Children 
concerns arising from NHS services, providers and /or other services in accordance 
with the County Durham Safeguarding Adults Board (SAB) and Local Safeguarding 
Children’s Board (LSCB) Interagency policy and procedures. 

The Provider must have an up to date Safeguarding Adults and Safeguarding 
Children policy and ensure staff work in accordance with such.  

The Provider must ensure staff are compliant with Safeguarding Adults and 
Safeguarding Children training in accordance with their training requirements. [Whilst 
the service exclusion criteria include less than 18 years, the nature of the therapeutic 
and clinical services may provide opportunities of disclosure or identify risk of harm to 
others, compliance to Safeguarding requirements is essential.]  
  
Staff should be trained in accordance with Safeguarding Children and Young People: 
roles and competences for health care staff INTERCOLLEGIATE DOCUMENT, March 
2014 staff should be trained in accordance with the pending Intercollegiate Document 
for Adult Safeguarding – Safeguarding Adults: Roles and competences for health care 
staff. 
 
Policies recommended:  

 Safeguarding Adults Policy (Care Act Compliant) 

 Safeguarding Children Policy 

 Intercollegiate Document for Children  and Young People 

 Intercollegiate Document for Adult 

 Access to SAB and LSCB Multi- agency Policies and Procedures 
 

4.3.6     Communication 
The Provider, in conjunction with the Commissioner, shall establish a proactive  
communications/customer relations policy.  This policy will be fully developed,  
approved and in delivery before service commencement.  The aim shall be to  
ensure that all agencies/practitioners who are relevant to the service:  
a) Are aware of the service and understand its purpose and goals. 
b) Understand how patients access the service. 
c) Encourage understanding of the system and co-operation from all professionals 

who are able to refer patients to the service.  
d) Ensure the highest standards of communication with healthcare 

professionals/patients. 
e) Eliminate abuse of the service and reduce transport cancellations. 
f) Are contacted with the above information at least every six months during the 

service period and again every time there is a change to any of the above 
information. 

 
4.3.7     Data Set 

The Provider will agree with Commissioners a suitable data set at patient level for 
monthly submission to necsu.data@nhs.net 
 

4.3.8     Audit 
 The Provider must allow the Commissioners internal and external nominated auditors 

access to documents relating to the provision of the services for the purposes of 
audit. These will include, but are not restricted to, activity/invoicing arrangements, 
employees training records, and equipment calibration certificates, etc.  Provider will 
participate in all quality and clinical governance initiatives and work in partnership with 
the Commissioner of this service. Additional quality indicators may be put in place in 
discussion with the Provider. 

 

mailto:necsu.data@nhs.net
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4.3.9     Incident Reporting 
The Provider will maintain records of the service provided, incorporating all known  
information relating to any significant events e.g. adverse reactions, hospital  
admissions, and relevant deaths of which the Provider has been notified.  These  
must be reported to the CCGs in accordance with their policies and adhere to the  
revised NHS England Serious Incident Framework March 2015:  
CCG – CO08 Incident Reporting and Management Policy 
https://www.england.NHS.uk/patientsafety/wp-
content/uploads/sites/32/2015/04/serious-incidnt-framwrk-upd2.pdf 

 
The Provider will inform the NECS service contract manager of any problems or  
incidents arising. 

 
 The Provider will ensure that all information is transmitted safely and securely in a 

format agreed between the Commissioner and Provider. 
 

The Provider will demonstrate contingency plans and business continuity plans for:  
a) The management of services during staff shortages (including short notice 

sickness absence, expected and unexpected leave).  It is the responsibility of 
the service Provider to arrange and ensure cover for staff sickness and 
absence. 

b) Capacity and capability to manage peaks in demand. 
c) Failure of electronic systems, telephony or other infrastructures. 
d) Industrial disputes. 
e) Severe weather. 
f) Surge in the urgent care system. 

 
4.3.10   Medicines Management 

The Provider will need to comply with legislation regarding the purchase, safe 
handling, storage and use of medication. The Provider will also adhere to the County 
Durham and Darlington Area Prescribing Committee (APC) drug formulary. 

 

5. Applicable quality requirements and CQUIN goals 

 
5.1 Applicable Quality Requirements (See Schedule 4A-C) 

 
Performance 
Indicator  

Indicator  Threshold  Method of 
Measurement  

Consequence of 
breach  

Access 
 
 

Percentage of patients 
waiting 18 weeks 
from referral to 
treatment 
 
 

92% SUS data   

Access 
 
 
 

Outpatient new to 
review ratio 
 
(covered in APA 
schedule 2c) 
 
 

National average  
 

SUS data  

Outcome: Positive 
experience of care 

Percentage of patients 
reporting a positive 
experience of care 

 

TBC - will be 
consistent across 
the patient 
pathway 

Patient questionnaire; 
annual report to 
Commissioners 

Service audit / 
implementation of 
action plan to 
address findings 

Outcome Patients with 
persistent pain receive 
a written 
personalised care 
plan appropriate to 
their needs 

TBC –  will be 
consistent across 
the patient 
pathway 

Minimum data set Service audit / 
implementation of 
action plan to 
address findings 

Outcome Percentage of patients 
having patient 

TBC -  will be 
consistent across 

Minimum data set to 
include: 

Service audit / 
implementation of 

https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/04/serious-incidnt-framwrk-upd2.pdf
https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/04/serious-incidnt-framwrk-upd2.pdf


 

Page 16 of 23 

 

reported outcome 
measure(s) (PROMs) 
on entry and on 
discharge from the 
service who report an 
improvement in their 
score 

the patient 
pathway 

PSEQ 
5Q-5D-5L 
BPI  

action plan to 
address findings 

Communications Discharge letter to 
GPs is sent within 
three working days 
 
 
 

Stretch target to 
be negotiated (%) 

  

 
In addition to the Quality Indicators above the following activity indicators must also be 
reported:  
 

 Number of patients who were discharged due to disengagement, those who 
have left the area or it for whom it was no longer appropriate for them to 
continue their care plan with the service. 

 Number of complaints/compliments received and details of the action taken. 
 
The Provider should also note the following contractual KPIs. 

Indicator Reference  Performance Indicator  Threshold  Consequence  
 

Contract KPI  
 
 

Minimum data set *must 
be submitted within 
agreed timeframes  

100%  

 
 
 

   

*Miminum data set to be finalised and circulated 

5.2 Applicable CQUIN goals (See Schedule 4D) 
 
 

6. Location of Provider Premises 

 
The Provider’s Premises are located at: 
 
The service will need to be accessible to patient’s resident across County Durham 

and Darlington. 
 
Location to be agreed with Commissioners. 

 

7. Individual Service User Placement 
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Appendix 1:  Additional Information on Overarching Service Model  

 

 

Level of need Commissioned Service Brief description 

Advice and information about 
pain and what to do about it – 
that anyone can access 
 

 Most people will be able to manage pain with simple 
pain killers, gently increasing activity, relaxation, 
heat/cold packs. Voluntary organisations such as 
Arthritis Care, MIND can be helpful. There is good 
advice available from community pharmacists. Also 
information on NHS Choices. 
 

When help from a GP and/or 
therapist is needed, to help 
people with persistent pain 
understand and manage their 
condition 
 
MILD IMPACT OF PAIN ON 
HEALTH 
 

General Practitioner / 
Primary Care  
 

GP/Primary Care Practitioners will be able to:  

 Assess pain  

 Engage the patient in self-management with local 
support/resources  

 Offer trial of medication with reviews and 
discontinuation if fails to enable patient to improve 
self-management  

 Physiotherapist/OT, as above except medicines 
management  

 Engage the individual in improving physical 
fitness, setting goals, pacing activities and setback 
planning 

 Enable health living choices, smoking cessation. 

Musculoskeletal service 
(MSK) 
 

Persistent Pain 
Management 
Programme (Tier 1) 
 
 
 

Supported self-management providing people with the 
skills, knowledge and tools to actively manage their 
pain, with oversight from qualified health care 
professionals. 

For those needing specialist 
help from the community 
persistent pain service 
 
MODERATE IMPACT OF 
PAIN ON HEALTH 
 

Community Persistent 
Pain Management 
Service (Tier 2) 

Service will help people with persistent pain develop 
ways of coping and provide specialist help and support 
provided by a team made up of nurses, 
physiotherapists, psychologists and doctors who 
specialise in pain management.   

When highly specialist help is 
needed 
 
SEVERE IMPACT OF PAIN 
ON HEALTH 
 
 
 

Specialist  Persistent 
Pain Management 
Service (Tier 3) 
 

Specialist service for people with complex needs and 
specific clinical presentations. 
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Appendix 2: Psychology Service Model - To be delivered via Tier 2 specification 

  Tier 1 Tier 2  Tier 3 

  

Persistent Pain 
Management 
Programme 

Community Persistent 
Pain Service 

Specialist Persistent 
Pain Service 

Level of 
intensity 

LOW MODERATE HIGH 

Remit  Coordination of the 
Pain Management 
Programme 
(equivalent to 18 
hours/patient) 
 

 Low intensity 
psychological 
interventions e.g. 
guided self-
management  

 

 Low level 
interventions 
including 
Mindfulness (either 
delivered or sub-
contracted) 

 

 Education & training 
in Primary Care 

 

 Referral to 
appropriate 
services as outlined 
on the County 
Durham and 
Darlington CCGs 
mental health 
pathway  
 

 Psychological 
assessment  
 

 Formulation  
 

 Delivery of a range 
of psychological 
therapies - CBT, 
CFT, ACT, CAT 
either group or 1:1 
 

 Support other staff 
to address 
psychological 
needs (clinical 
supervision) 
 

 Referral to 
appropriate 
services as outlined 
on the County 
Durham and 
Darlington CCGs 
mental health 
pathway  

 

 Specialist 
psychological 
assessment for           
co-morbid and/or 
more complex 
problems with 
increased risk 
 

 Formulation  
 

 Delivery of a range 
of psychological 
therapies on 1:1 
basis 
 

 Support other staff 
to address 
psychological 
needs (clinical 
supervision) 
 

 Input into the MDT 
meetings as 
required 

 

 Joint appointment 
with the Consultant 
in Pain 
Management, for a 
limited number of 
complex patients, 
as agreed via MTD 
meeting (usually 
this would be 
required a the 
beginning and end 
of a course of 
treatment) To be 
monitored by 
Commissioners 

 

 Referral to 
appropriate 
services as outlined 
on the County 
Durham and 
Darlington CCGs 
mental health 
pathway.  
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Appendix 3: Referral Pathway  

PERSISTENT PAIN MANAGEMENT PATHWAY
TI

ER
 2

TI
ER

 3

V1.4

DISCHARGE WITH
OPPORTUNITY FOR 

MAINTENANCE 
SESSION

PERSISTMENT 
PAIN MANAGEMENT 

PROGRAMME 
(TIER 1)

PRIMARY CARE 
PATHWAY

SCREENING
& INTERVENTION 

REFERRAL TO
COMMUNITY 

PERSISTENT PAIN 
MANAGEMENT SERVICE

(SINGLE POINT OF 
ACCESS)

TRIAGE 
[PAPER BASED]

BIOPSYCHOSOCIAL 
ASSESSMENT

[FACE TO FACE]

PERSONALISED CARE PLAN

EDUCATION:
- 1:1
- GROUP (PMP)
- ONLINE 

THERAPIES:
- EXERCISE
- CBT/ACT
- FUNCTIONAL 

CLINICAL:
- MEDICATION REVIEW
- MEDICAL DIAGNOSTIC 
  REVIEW

MSK 
TIER 2 SERVICE

DISCHARGE
MULTI-

DISCIPLINARY 
REVIEW 

2 working days

JOINT PROTOCOL 
TO BE AGREED

4 weeks

SPECIALIST 
PAIN MANAGEMENT

SERVICE

MEETS CRITERIA 
FOR SPECIALIST 

PERSISTENT 
PAIN SERVICE

RED FLAGS TO BE REFERRED 
TO MOST APPROPRIATE 
SPECIALITY IN REQUIRED 

TIMEFRAME

IMPROVEMENT 
IN PATIENT 

OUTCOMES?
NOYES

ONWARD REFERRAL 
FOR NON PAIN 

RELATED 
INTERVENTIONS

SECONDARY CARE 
(CONSULTANT & ALLIED 

HEALTH 
PROFESSIONALS)

MULTIDISCIPLINARY 
ASSESSMENT & 

TREATMENT/CARE PLAN

DISCHARGE BACK TO 
CARE OF GP

REFER TO SPA FOR STEP 
DOWN/ONGOING 

SUPPORT

CONDITIONAL 
TREATMENT EXTENSION 

> 9 M IN TIER 3
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Appendix 4: Referral processes 
 
 
 

CONSULTANT TO 
CONSULTANT AS PER 
CURRENT PRACTICE 

(UNDER REVIEW) 
PARTICULAR 
SPECIALITIES

GP

AD HOC REFERRALS 
FROM CONSULTANTS 

OUTWITH USUAL 
PATHWAY

IPMS
SPA

TIER 1

TIER 2

TIER 3

CONSULTANT 
SPA

eRS

VIA SECURE NHS EMAIL

DISCHARGE

DISCHARGE

DISCHARGE

RESTRICTED 
eRS #

STEP DOWN PATIENTS 
RESTRICTED eRS #

RESTRICTED
 eRS #

FEEDBACK 
TO CONS

# If referral commences by secure email, this method will follow through the pathway
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Appendix 5:  Medicines Optimisation  
 
All patients will have as appropriate regular medication reviews and full optimisation of pain 
medications with a health care professional with necessary skills and competencies. 
 
The Provider of the service, will ensure that prescribing and medicines use is safe, effective, 
and in line with the County Durham and Darlington Joint Area Prescribing Committee (APC) 
formulary and guidelines and in line with medicines legislation. 

The commissioner expects patients who have a change of medication within the service, in 
line with analgesia prescribing guidelines, to be reviewed within a maximum of six weeks of 
the change, by the service. 
 
The specialist service will support the Medicines Optimisation team in identifying areas for 
improvement and support the appropriate prescribing within primary care for patients with 
pain. The service would be expected to be able to offer specialist advice and guidance with 
regard to all prescribing elements. Not an exclusive list, examples may include: support the 
development of guidelines (as in the case of neuropathic pain and use of opioids in non-
cancer patients); advise on medication for the management of persistent pain; advise about 
medication that could be abused or misused; safe de-escalation of opiates; support to deliver 
medication related QIPP; advice on focused areas of work – specific to local prescribing 
patterns and CCGs and Provider priorities. 

The service will promote awareness and safe use of opioid and their equivalents, when 
appropriate. 
 
Prescribers within the specialist pain management (tier 3) service will recognise that there are 
tolerance and safety issues with the escalating use of opioids. In addition patients will often 
not use medication as prescribed because of side effects. Increasing opioid use and lack of 
effect of non-opioid medication should prompt review of medication plus the access to non-
pharmacological interventions.  
 
The role of the specialist pain management (tier 3) service is management of complex 
medication use of opioids in a range of formats, where there is clearly excessive use and 
misuse will require full medication review and planning, including reduction of harm and long 
term use, where feasible. The role includes managing patients with addiction/ alcohol 
problems and their chronic pain with safe prescribing and reduction of harmful medication 
use. 

When a patient is prescribed 100 mg equivalent of morphine in 24 hours or higher, their 
General Practitioner should be notified, so the practice can add the patient to their persistent 
pain management register.  
 
De-escalation of opioid use (or equivalent) should be considered when clinically appropriate. 
 
Commissioners would welcome discussion on effective de-escalation strategies and 
implementation. If opioids reduction clinics are a cost effective way to enable reduction in this 
medication, this a possible option. 
 
The service will be required to make prescribing decisions and communicate 
recommendations to prescribers in Primary Care to action; within three working days. The 
service is required to effectively communicate with the patient when medication will be 
available. Patients will need to be informed that medications may not be available until after 
five working days, from General Practitioner receipt of communication from the service.  
 
Urgent medications required by patients, should be actioned via a different process i.e. 
prescribed and dispensed directly by the secondary pharmacy care service. 

 

 



 

Page 22 of 23 

 

Appendix 6: Local Age Sex Population Projections 
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Appendix 7: Interdependent Services 

Provider/key 
relationships  

How utilised  

General Practitioners  Working with GP’s and other health care professionals to ensure 
quality of referrals/good understanding of the service and how 
General Practitioners can actively manage patients once 
discharged.  

Community 
Musculoskeletal 
(MSK) Service  

Establishing close links so that referrals are directed from MSK 
services appropriately and timely ensuring patients and their 
General Practitioner’s understand patients’ transfer of care.  

Community Pain 
Management Service  
(Tier 1 and Tier 2) 

Establishing close links so that specialist pain interventions needed 
for the patients can be conducted quickly and ensure step-down 
services from secondary care.  

Mental Health 
including IAPT 

Establishing close links with wellbeing and mental health services, 
drug and alcohol services where necessary.  

Independent Sector  
e.g. gyms  

Establishing links with independent sector providers, working with 
them as part of care to deliver parts of the pathway not within 
capacity of the service e.g. access to gym equipment/swimming 
pools etc.  

Local Authority e .g. 
leisure 
services/benefits  

Establishing links with local authority to facilitate and support 
packages of care to deliver parts of the pathway not within the 
capacity of the service e. g. access to gym equipment/swimming 
pools and utilising the range of services the Local authority (LA) 
have at their disposal, benefits/advise etc.  

Employment Advice 
Services  

Establishing links with benefits/employment agencies to ensure pain 
is not a barrier to returning or finding employment.  

External pain/patient 
support groups  

Using external support groups (with different expertise in pain 
conditions) to compliment the pathway of care and ensure patients 
have access to longer term support.  

Voluntary Community 
Sector  

Establishing links with relevant sector organisation to complement 
the pathway of care and ensure patients have access to longer term 
support.  

Complementary 
therapies  

Establish links with independent sector providers locally to deliver 
parts of the pathway not within the capacity of the commissioned 
pathway. NB will need to advise patients this is not funded by the 
NHS. 

 

 


