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Chairperson’s Welcome
Dear Members

W

e are well into the New Year
now and already we have plans
for various projects well advanced. We
would hope to have these rolled out by
the next issue when we will tell you
more and hopefully get you all
involved.
Since the winter issue the Governing
Body has co-opted Mr. Bryan O'Neill onto the Committee. We
are very pleased that Bryan who has many years experience in
the voluntary sector but also with his own accountancy
practice has come onto the Board and has taken on the role of
treasurer. Bryan is a self- employed Chartered Accountant
with a small private practice in Dun Laoghaire. Married with
3 boys and 1 grandson he played rugby with Lansdowne FC
and tennis with Monkstown LTC. His interests include tennis
umpiring, playing golf and voluntary work with the IRFU
Charitable Trust. Our former treasurer John Lindsay has now
moved into the position of vice-chair and Peter Kelly stays on
as Secretary. This move has really strengthened the Governing
Body and brought new relevant skills into the organization.
Our main theme for this year is to look at ways to better
improve communication between you and your doctor and
visa versa. We will be looking at this area of support
throughout the year in our Member's Day meetings where we
will be very interested to hear your views and feedback. I am
planning to make an initial presentation on general attitudes to
pain and hopefully get participants thinking about how they
think about pain and how their attitude may inhibit their
ability to manage their pain well. I will also look at how the
public perception of pain may prevent appropriate and
meaningful support. At our GP conference last December I
raised these issues for the GPs to think about so they might be
aware of the struggles and burdens already present on patients
shoulders before they even enter their surgeries. These
perceptions of pain may act as barriers to prevent effective
management of the patients’ pain.
Prior to the members’ day meeting of the 11th March 2012 we
will have held an EGM. The purpose of this EGM is to bring
our Memorandum and Articles of Association in line with the
Revenue Commissioners (Charity Section) current
requirements. Failure to do so would mean a loss of our
charitable status.
I was very pleased to be invited to the Excellence In
Rheumatology (EIR) conference in Madrid at the end of
January to give a talk on "Pain in a daily reality". At the EIR
conference which was a three day scientific event with patient
meetings as part of the programme, a whole afternoon session
was dedicated to the topic of patient/doctor communication.
Prof Piet van Riel head of rheumatology at the Radbound
hospital in Nijmegen Holland told us a very interesting story.
He said he noticed that some patients told him they were
following their medication as he prescribed but when
speaking to his nurse they told her they were not quite
following the drug regime prescribed. This lead him to think

he needed to understand how often this was happening which
in turn gave rise to a little research on his part to find out how
common this behavior was. This made me think of Dr Moran's
article the thrust of which is somewhat similar: “my neighbour
said those tablets were no good so I stopped taking them
weeks ago" when answering Dr Moran's query about their
pain which curiously was still persisting. This made me think
there is a whole area her to explore and understand so I felt it
would be worth dedicating the year to this topic of treatment
compliance and doctor patient communication. I hope to
address some of the issues during the Member's Day meetings
and by the end of the sessions with the help of those of you
who attend draw up a list of what might become a leaflet on
doctor - patient, patient - doctor communication.
Also in this current issue is a very informative article from Dr
Dominic Hegarty of Cork University Hospital. Dr Hegarty
who made an excellent and interesting presentation at our GP
conference has very kindly submitted a piece which I think
needs to be read and re-read so that one need never feel pain
is not real.
I was very honoured late last year to be invited by Astellas
pharma to be one of the judges in the Changing Tomorrow
Healthcare Awards. The award ceremony took place at the
end of January. The number and variety of entrants was both
awe inspiring and humbling: there are so many people
healthcare professionals and volunteers initiating and
sustaining very worthwhile projects so as to improve the
quality of life and wellbeing of those who need their services.
What was evident was the degree of co-operation across
service areas and between patient organisation and service
providers. This kind of co-operation and multi-disciplinary
approach to healthcare is exactly what is needed for the
treatment and management of Chronic Pain.
I would like to thank Dr Camillus Power, Dean of the Faculty
of Pain Medicine at the College of Anesthetists and Dr Declan
O'Keefe chairman of the Scientific committee for their kind
invitation to CPI to attend the inaugural Francis Rynd lecture
at the opening of the Faculty's 4th Annual Scientific Meeting
which this year focused on spinal pain
John Lindsay vice-chair and I were delighted to be the guests
of Dr Power and Dr O’Keefe at this special meeting on the
evening of the 16th of February. Dr Francis Rynd was a
doctor who paid the sum of £100 per annum to be able to
practice medicine from the Meath Hospital ...... he invented a
needle which was a forerunner to the hypodermic needle by
which he delivered morphine subcutaneously to a patient in
1844 to relieve their facial neuralgia.
Dr Power made the point that at that time Ireland was at the
forefront of medical technology and Ireland needed to be there
again in these times and regain that proud tradition of research
and innovation.
The Faculty of Pain Medicine was formally inaugurated on
the 22nd of November 2008. Its predecessor the Pain
Medicine Board within the College was set up in 1999. Dr
Power mentioned that this Board had successfully established
the Diploma in Pain Medicine as the first post graduate
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CP CURRENT & FUTURE TREATMENT OPTIONS
examination in Europe. I was impressed that so much is being
done on the academic side by the faculty and the College to
advance Pain Medicine. We just need our policy makers to get
on their skates so that those living in pain get prompt and
appropriate treatment. Why can’t we be the first in Europe to
recognise Chronic Pain as a disease and Pain Medicine a
medical specialty?
At a full committee of the US Senate on the 14th of February
a landmark debate took place for the first time on Chronic
Pain as a major healthcare problem facing America. Last year
the Blueprint for the Relief of Pain was published by the
Institute of Medicine in the US. Dr. Pizzo co-chair of the
committee which drew up the Blueprint spoke in the Senate
making the point that Chronic Pain cost the Americans $560 $ 600billion annually. He also stressed that Chronic Pain
needed to be recognized as a disease in its own right and he
called for a transformation in the public’s attitude to pain.
In terms of developments on the European front; Pain Alliance
Europe (PAE) was launched at the end of November 2011 in
the EU parliament. This is an umbrella organisation of patient
groups across Europe who have an interest or focus on Pain.
Chronic Pain Ireland is a member of this alliance and we hope
our involvement will enable us to gather information on best
practice in other countries and monitor progress in the area of
pain treatment and management. Both Marian Harkin MEP
and Jim Higgins MEP have been very supportive and helpful
in promoting the aims of PAE.
For those of you living with headaches or if you know
someone who suffers from headaches you may wish to avail
of a Free Online Headache Management Programme. Simply
complete the survey at the link below on the severity,
frequency and impact of your headache pain. The survey
takes 10 minutes to complete. Upon completion of the
survey you will be directed to an online mindfulness-based
pain management programme tailored by clinical
psychologist Dr. Jonathan Egan (UCG department of
psychology) for individuals with chronic headache including:
migraine, tension-type headache and medication overuse
headache. Your participation will also assist PhD student
Angeline Traynor UCG in her research. Follow the email
link to the survey, from where you can access the
headachemanagement.org website. email link:
https://www.surveymonkey.com/s/headachemanagement
Finally I would like to thank Mundipharma for their support
which has enabled us to extend our phone line coverage.

Best Wishes

Gina Plunkett
Chairperson

Dr. Dominic Hegarty – BSc, B.Med.Sc.
Mb, MSc (Pain Management), FCA
RSCI; Consultant in Pain Management &
Neuromodulation, Cork University
Hospital & The Lee Clinic, Lee Road,
Cork. Senior Clinical Lecturer,
University College Cork. Honorary
Consultant Guy’s & St Thomas’ Hospital,
Westminister, London.

Chronic Pain in Ireland: the current & the
future management options
Chronic Pain affects 1 in 5 patients
In its most benign form pain warns us that something isn’t
quite right, that we should take medicine or see a doctor. At
its worst, however, pain robs us of our productivity, our wellbeing, and, for the many people suffering chronic pain, their
very lives.
The International Association for the Study of Pain (IASP)
defines chronic pain as:
“…pain which persists past the normal time of healing… With
non-malignant pain, three months is the most convenient point
of division between acute and chronic pain”.
Chronic pain presents a major challenge to the citizens and the
economy of Europe; one in five Europeans (19%) suffer from
chronic pain, with most experiencing it for over two years and
some people enduring it for up to 20 years or longer. In
Ireland 13% of the population suffer chronic pain (The pain
proposal, 2006). Annually 300 billion euros is spent in
Europe on chronic pain management representing 1.5-3% of
gross domestic productivity (GDP). On average patients with
chronic pain make 7 visits to healthcare providers annually,
with 22% making more than 10 visits. Despite this, a quarter
(22%) of individuals wait 1-5 years for a diagnosis / reason for
their pain. It is not surprising therefore that most patients are
dissatisfied with the time it takes to get adequate management
of their pain.

Diagnosing chronic pain
Pain is a complex perception that differs enormously among
individual patients, even those who appear to have identical
injuries or illnesses. There is no test to measure the intensity
of pain, no imaging device to show pain, and no instrument to
locate pain precisely. The best aid to diagnosis is the patient’s
own description of the type, duration and location of pain.
Defining pain as sharp or dull, constant or intermittent,
burning or aching may give the best clues to the cause of pain.
The description of pain taken by the physician during the
preliminary examination often influences the direction of the
future management. Broadly there are 3 different sub-types of
pain; neuropathic, nociceptive or a combination of both, each
of which responds to different treatments. There are also
several validated questionnaires that can be used to focus on
the particular pain type i.e. McGill Pain Score, Neuropathic
page 3
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pain scores etc., and these enable pain patterns to be
identified.
Like every chronic illness, having chronic pain may also result
in physical and psychological disability and is associated with
serious co-morbidities such as anxiety and depression. The
negative impact of chronic pain frequently extends beyond the
sufferer to affect loved ones and dependents. The Pain
Proposal survey (2006) reveals:
(a) 27% of people with chronic pain feel socially
isolated and lonely because of their pain
(b) 50% worry about the effect of their chronic pain on
their relationships
(c) 29% worry about losing their job
(d) 36% say their chronic pain has a negative impact
on their family and friends
People with chronic pain frequently feel their condition is
compounded by a lack of understanding among the general
public: nearly two-thirds (62%) of patients feel that public
understanding and awareness of chronic pain is low.
The complexities involved in measuring chronic pain, with its
differing manifestations and causes, can make it difficult to
diagnose the root cause of an individual’s pain or define how
to manage it. Nevertheless, some investigations can be used
to find the potential cause of pain. These include:
• Electrodiagnostic procedures include
electromyography (EMG), nerve conduction studies
and evoked potential (EP) studies aiming at assessing
which muscles or nerves are affected by weakness or
pain.
• Imaging, especially magnetic resonance imaging (MRI)
provides physicians with a useful tool to identify nerve
compression or muscle injury.
• X-rays of joints / bony structures.
• Bone scans and ultrasound.
• Biochemistry screening, tumour biomarkers.
• Quantitative sensory testing.

Common Causes of Chronic Pain
Chronic pain can be caused by a variety of physical or
psychological factors.
Physical causes include
musculoskeletal, vascular and neurological conditions as well
as injury to organs and tissues from surgical interventions or
other diseases, such as cancer. Chronic pain can be
nociceptive, neuropathic or a combination of both.
Nociceptive pain is associated with tissue damage.
Neuropathic pain occurs when nerves, or part of the nervous
system malfunctions. If pain has a neuropathic element it can
be resistant to some commonly used treatments and may
require a different approach.
The most common location for pain is the back. According to
market research conducted in five European countries in 2010,
back pain accounts for 70% of cases of severe pain, 65% of
moderate pain and over half the cases of mild pain. The Pain
Proposal survey of people with chronic pain, listed back
page 4

problems as the most common cause of chronic pain (55%),
followed by joint pain and neck pain. Headache, migraine,
arthritis, fibromyalgia, persistent post-surgical pain are all at
least twice as commonly reported as cancer pain.
The complexity of measuring pain and its different
manifestations can make it difficult to establish the root cause
of an individual’s pain or how best to manage it. As a result,
healthcare for individuals with chronic pain can be
fragmented and identifying the best treatment approach can
take time.

Treatment Strategies
Each patient should have an individualised multi-modal
therapeutic regime that should concentrate on:
(a) Treating the underlying cause of pain whenever
possible
(b) Using appropriate medicines as part of a pain
management plan
(c) Provide regular analgesia (“by the clock”), titrated to
achieve best affects, in a way to improve the quality of
life for each patient
(d) Recognise that therapeutic regimes need to be
individualised with attention to detail and combined
with psychological support e.g. cognitive behavioural
techniques
(e) Identify the importance of monitoring and evaluating
for therapeutic and unwanted affects
While there is no gold standard to treat every patient, in
principle the treatment options can be divided into three main
subdivisions;
-

Interventional
Non-interventional
Physical / psychological

Table 1 illustrates these options. The evidence suggests that
cross-over between the sub-divisions during the course of
treatment is common in response to the outcome of each step
and that a multi-disciplinary pain management approach
inevitably provides the best outcome. Regular re-assessment
is critical to ensuring positive progress continues at all stages
of treatment. With appropriate goal setting the clinical
outcome for each individual should be set to include a
reduction in pain intensity combined with improved function
and/or quality of life.

Future planning to deal with chronic pain
Historically pain was attributed to spirits and treated with
mysticism and incantations. Over the centuries, science has
provided us with a remarkable ability to understand and
control pain with medications, surgery and other treatments.
This understanding has produced dramatic improvements in
the diagnosis and treatment of a number of painful disorders.
We now have more pharmacological options, more advanced
interventional tools and greater psychological understanding
to offer patients the support they need, to deal with the illness
that chronic pain is.
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Never-the-less more needs to be done. Firstly, educating and
recruiting healthcare professionals (doctors, nurse
specialists, physiotherapist, psychologists etc.), is paramount
to the continued development of chronic pain services in
Ireland. Providing specialist physicians with the resources
to provide the necessary treatments in a timely and cost
effective fashion is fundamental to deal with a disease that
affects 13% of the Irish population. Only then will the
average waiting time of 2 years to see a pain physician in this
country fall. The majority of people who suffer with chronic
pain want to and will be able to return to the workforce, the
benefits of which are obvious for all to see. Secondly,
providing the auxiliary support structures for primary care,
physiotherapy and psychology in the community setting is
very important to ensure the continuation of pain
management programmes outside the immediate hospital
environment. This was highlighted by the steering
committee of the pain proposal as an important driver of
avoidable healthcare cost. Thirdly, supporting research into
new pharmacological agents, molecular genetics and new
technology to image and manage chronic pain could provide
new treatment options and create valuable employment in
research and development nationally.

5.
6.

7.
8.

9.
10.

11.
12.

Pain Management a fundamental right
Finally, the publication in 2010 of “The Declaration
Montreal: Access to pain management is a fundamental
human right” is a key resource for health professionals,
human rights organisations, ethicists, governments and
health care institutions. The Declaration of Montreal is an
important step in addressing inadequate pain management
worldwide. Collaborative initiatives are now required,
among health professional and health policy organisations,
human rights, legal and regulatory bodies with the
overarching aim of “Access to Pain Management as a
Fundamental Human Right”. This aim should be addressed
as a priority moral imperative. Success in achieving the aim
will be a reflection of the humanity of society.
Summary of Treatment options: Cross-over between the
sub-divisions during the course of treatment is common in
response to the outcome of each step. A Multi-disciplinary
approach inevitably provides the best outcome.
1.
2.

3.
4.

13.

lumbar sympathetic blocks or stellate ganglion
blocks, medial branch blocks)
Botulinum toxin
Electrical nerve stimulation
Neuromodulation
with
electrical
stimulus
(subcutaneous peripheral nerve stimulation, spinal
cord stimulation)
Transcutaneous electrical nerve stimulation (TENS)
Epidural steroids with or without local anaesthetics
Intrathecal drug therapies
Neurolytic blocks
Intrathecal non-opioid injections
Intrathecal opioid injections
Minimally invasive spinal procedures
Vertebroplasty
Pharmacologic management
Anticonvulsants
Antidepressants (tricyclic antidepressants, serotoninnorepinephrine reuptake inhibitors, selective
serotonin reuptake inhibitors)
Other drugs (extended-release oral opioids, Nionotropic
N-methyl-D-aspartate
[NMDA],
nonsteroidal anti-inflammatory drugs [NSAIDs],
benzodiazepines, skeletal muscle relaxants
Physical or restorative therapy
Psychological treatment
Cognitive behavioural therapy (biofeedback,
relaxation training)
Supportive psychotherapy, group therapy or
counselling
Trigger point injections

Major Outcomes Considered
(a)
(b)
(c)

Efficacy of analgesia
Adverse affects from pain therapy
Function and quality of life

Figure 1 shows the flow pattern of management of chronic
pain patients. Cross-over between the sub-divisions during
the course of treatment is common in response to the
outcome of each step. A multi-disciplinary approach
inevitably provides the best outcomes.

Multimodal or multidisciplinary interventions
Single modality interventions
Ablative techniques
Chemical denervation
Cryoablation
Thermal intradiscal procedures
Intervertebral disc annuloplasty (IDET)
Radiofrequency abalation
Acupuncture (adjuvant)
Blocks
Joint blocks (intra-articular facet joint injections,
sacroiliac joint injections)
Nerve and nerve root blocks (celiac plexus blocks,
page 5
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How the neurotransmitter GABA puts the brakes on
pain transmission

Rasanathan K, Norenhag J, Valentine N. Realizing
human rights-based approaches for action on the
social determinants of health. Health Hum Rights
2010;12:49-59.

Dr David Finn’s laboratory and research group at the
Department of Pharmacology and Therapeutics and the
Centre for Pain Research, National University of Ireland
(NUI), Galway is one of Ireland’s most active research
groups investigating the basic science of pain. The research
of Dr Finn and his collaborators is investigating diverse areas
of pain neurobiology including: the impact of stress and
anxiety on pain, the physiology of the body’s own in-built
pain suppression systems, the potential of cannabis-based
medicines for the treatment of pain, new approaches for
more effective delivery of analgesic drugs in the body, and
the impact of pain on cognitive functioning. In this, the third
of a series of short articles summarising their research in
these areas, Dr. Kieran Rea, a postdoctoral researcher with
Dr. David Finn, describes his research on the role of the
chemical messenger GABA (Gamma-aminobutyric acid) in
pain.
Pain is an important protective mechanism of the body,
defined as ‘an unpleasant sensory or emotional experience
associated with actual or potential tissue damage’ (IASP
Task Force on Taxonomy, 1994). Pain prompts withdrawal
from harmful stimuli, so that potential tissue damage and
injury can be prevented. Acute pain is of sudden onset, short
duration, and disappears once the underlying cause is treated
or resolved. Chronic pain, however, is pain that persists
beyond the normal time expected for tissue healing and/or
persists in the absence of any obvious tissue damage.
Incessant, unrelenting pain may limit everyday activities and
work; and often precipitates other psychological ailments
such as depression and anxiety. It has been estimated that
between 13 - 36 % of people in Ireland suffer from chronic
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pain (Breivik et al., 2006; Raftery et al., 2011) at an
estimated cost of 5.34 billion euro per annum to the Irish
economy (Raftery et al., 2012).
The processing and perception of pain involves a series of
highly co-ordinated and complex events. Under normal
circumstances, a painful stimulus such as a pin prick or
touching a hot iron activates special ‘pain-sensing’ nerves
called nociceptors. These can be located externally on our
skin and tissue, or internally on deep tissue and organs. Upon
activation of these nociceptors, pain-related ‘messages’ are
transmitted electrically along nerve fibres to the brain via the
spinal cord. These ‘messages’ are then decoded by the
brain’s sensory centre, the somatosensory cortex, and pain is
perceived. This is known as the ascending pain pathway. The
resulting sensation of pain causes the activation of an
endogenous analgesic system in the body known as the
descending inhibitory pain pathway, which helps to dampen
down pain. All of these processes are regulated by chemical
messengers called neurotransmitters that help relay pain
information from one brain region to the next.
Neurotransmitters are released from nerve cells (neurons)
and allow the passage of ‘information’ by activating
receptors on another neuron, which causes the release of
neurotransmitters from that neuron and so on. Many
different types of receptors for many different
neurotransmitters are located on the surface of neurons; and
once activated they cause either an inhibitory or excitatory
effect on the subsequent neuron. The fate of that neuron is
determined by the relative amounts of excitatory versus
inhibitory impulses. It is thought that chronic pain is
associated with alterations in neurological relays or
neurotransmitter systems in different regions of the brain or
spinal cord, resulting in pain responses to non-painful stimuli
(allodynia) or a heightened response to painful stimuli
(hyperalgesia).
The intensity and degree of unpleasantness of pain is not
solely determined by the magnitude of the painful stimulus,
but is subject to regulation by higher centres in the brain
which influence our perception of this pain. The pain
perception threshold (the point where the stimulus begins to
hurt), and the pain tolerance threshold (point where action
must be taken to avoid the pain), are both controlled by
neurotransmitters in the brain and are both subject to
regulation by circumstance and environment. For example,
the exposure to dangerous situations or environmental
threats or predators, potentially associated with tissue
damage, usually result in an increase in these thresholds.
One brain region that is integral to the processing and
expression
of
emotional
responses,
including
fear/anxiety/stress and pain, is the amygdala. The
neuroanatomy and neurochemistry of this brain region is
conserved between species, meaning that what we learn
about this brain region in animal models can be correlated to
humans. Our current research investigates the role of

neurotransmitters in the amygdala in animal models of pain,
with a particular focus on the neurotransmitter GABA
(Gamma-amino butyric acid).
High densities of GABA receptors are reported throughout
the spinal cord and in brain areas associated with pain,
including the amygdala. GABA exerts its action via two
types of receptor, the GABAA and GABAB receptors. Once
activated, these receptors mediate an inhibitory effect on the
neurons on which they are located. The GABAA receptor is
subject to direct modulation by a number of
pharmacologically active agents such as benzodiazepines,
barbiturates, alcohol, and anaesthetics to name a few.
Evidence also suggests a role for the GABA system in the
analgesic effects of anti-inflammatory drugs, paracetamol,
opioids, cannabinoids, anticonvulsants and antidepressants
(for review see Rea and Finn, 2009). In general terms,
GABA-containing neurons in the brain serve as the ‘brakes’
on neurotransmission. By administering drugs that affect
GABA receptors, we can influence pain responding in
animal models (for review see Rea and Finn, 2009). Our own
research has focussed on investigating the role of GABA
signalling in the amygdala during pain, and determining its
role in the suppression of pain responding in the presence of
stress. We have demonstrated that when the expression of
pain is being suppressed by threat of an unpleasant event,
there is an associated decrease in GABA levels in the
amygdala. We further showed that we can prevent this
suppression of pain by administering a pharmacologically
active drug that mimics GABA directly into the amygdala;
thus reversing this deficit in GABA levels. This ongoing
research is clinically relevant because if we could understand
the physiological role of the GABAergic ‘brake’ system in
pain and analgesia we may potentially identify new
therapeutic targets for the treatment of pain.
Research in Dr Finn’s laboratory is funded by Science
Foundation Ireland
Breivik H, Collett B, Ventafridda V, Cohen R, Gallacher D. Survey of
chronic pain in Europe: prevalence, impact on daily life, and treatment.
European Journal of Pain, 2006; 10: 287-333.
Raftery MN, Sarma K, Murphy AW, De la Harpe D, Normand C, McGuire
BE. Chronic pain in the Republic of Ireland--community prevalence,
psychosocial profile and predictors of pain-related disability: results from
the Prevalence, Impact and Cost of Chronic Pain (PRIME) study, part 1.
Pain. 2011 May;152(5):1096-103.
Raftery MN, Ryan P, Normand C, Murphy AW, de la Harpe D, McGuire
BE. The Economic Cost of Chronic Noncancer Pain in Ireland: Results
From the PRIME Study, Part 2. J Pain. 2012 Feb;13(2):139-45.
Rea K, Finn DP. The Role of Supraspinal GABA and Glutamate in the
Mediation and Modulation of Pain. In Acute Pain: Causes, Effects and
Treatment Editors: Sam D'Alonso and Katherine L Grasso © 2009 Nova
Science Publishers, Inc ISBN 978-1-60741-223-6.
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(l-r) Presenters GP Masterclass Dr. Brian McGuire, Dr. Sylvester Mooney, Dr Paul Christo,
Gina Plunkett, Dr Dominic Hegarty, Dr Hugh Gallagher & Dr Camillus Power.

GP Masterclass on the Diagnosis & Treatment of Chronic Pain,
Dr Paul Christo outlines treatment options to the GP's in attendance

Gina Plunkett, Chairperson CPI, at the Excellence in Rheumatology Conference
held in Madrid on the 26th January 2012. Gina spoke on the subject
of the 'Daily Reality of Living with Pain'
page 8
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Gina Plunkett & Dr Camillus Power at the GP Masterclass on the
Diagnosis & Treatment of Chronic Pain Conference

Dr Brian McGuire & Dr Dominic Hegarty Q&A session at the GP Masterclass
on the Diagnosis & Treatment of Chronic Pain Conference

Marian Harkin MEP, speaking at the launch of Pain Alliance Europe
in the European Parliament. Which she kindly hosted
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WHEN LISTENING HELPS
Dr Alan Moran is a Drogheda based G.P.
with a special interest in Orthopaedic
Medicine and the management of pain
within a Primary Care setting. He has
contributed to medical magazines on
various aspects of pain management. He
also likes to talk about cars and
motorbikes.

“When Listening Helps”
Firstly a story. I have a very interesting patient, in that he has
worked in the aviation industry for many years, and as I am
interested in anything with wheels, I am interested in his
stories. One day he tells them of this story, which is true.
What might not be exactly true are the figures (only because
they are not really relevant), but the meaning and overall
story is.
One day there was a certain Boeing 747 flying to Australia.
They did not know until all four engines stopped that they
had hit an ash cloud. It was unreported as radar detectors at
the time could not detect dry ash (relax, they can now). The
plane glided down from 37,000 feet with no power, and they
tried to re-start the engines. As the plane was gliding, the
captain read the instruction manual at the page “what to do if
an engine stalls”. He followed the prescribed protocol, switch
thrust to idle, turn auto throttles off, start auxiliary power
unit, etc.
What is not reported in the media is that when he tried to do
this the first time, nothing happened, engines did not start,
nothing. The final line on that page stated “if all this fails, go
back to first line”, which he did. He did this about 4-5 times
in a row. Then the first engine started. He was cruising at
12,000 feet and still falling. Normally at 12,000 feet a pilot
has to start planning to land into the sea. All the passengers
thought they would die. With that one engine started the
plane started levelling and reduced its descent.
Little did they know at the time the had entered the Guinness
Book of Records for the longest glide in a non purpose built
aircraft. They had something else on their minds.
Anyway, on the following page, he read, “if one engine starts,
go back to first line for the other engines”. Which he did.
After that the second engine started. The descent stopped. So
he consulted the manual again. Guess what it said? “Go back
to the first line”. As the third engine fired, it started to ascend
again, and later they managed to land safely with the three
engines.
They made it and despite that they are famous. The flight
crew received numerous awards for their behaviour, and the
Captain made a few quid teaching other pilots what to do in
an emergency. And you’d never guess what his message to
page 10

other pilots is? Bearing in mind most air craft accidents are
human error, his message is “read the manual. Do what it
says.” He tells them the people who wrote these manuals
have spent long hours researching what the engines can do,
they have thrown countless things at them, and they have
experimented with different ways of getting the engines
going again. They will write what works. Do what they tell
you. The worst a pilot can do is deviate from the plan and
experiment with different things to see what does or does not
work. And at times of stress it is impossible to think clearly
and to make good judgements.
I hope the suggestion is becoming clearer.
As a GP, I find it interesting to see how many people muck
about with their treatments. I prescribe blood pressure
tablets, and people come back to have their blood pressure
measured. Sometimes it is high, and I say “it looks like the
tablets are having no effect”. We discuss alternatives,
different treatments, different drugs, yet sometimes they say:
“I had no tablets this morning”, which reminds me to look at
retirement options.
Their explanation can be very simple,
“I thought I’d see what it is like without them”
“Why?”
“I’d like to know what it is like without tablets, I don’t want
to become dependent on them.”
“I thought we’d established that when we decided to start you
on the tablets?”
Remember doing the same thing over and over and expecting
different results is also known as insanity.
Or, “I didn’t think my blood pressure was up”.
Or, “Mrs Murphy said her husband took those tablets and he
got a heart attack”
“you mean the fat guy who was always staggering home
from the pub at night”
“Yes, him”
“Don’t you think there is only so much a tablet can do? They
can’t guarantee immortality?”
Such is the life of a GP.
But what has this got to do with pain?
Similar conversations.
“Did you take the paracetamol I prescribed?”
“Yes, but they didn’t work”
“Did you take them every day”
Yes, two tablets four times per day as you told me”
“Really?”
“Yes, really”
“Did you ever hear of the miracle of the loaves and fishes?”
“What do you mean doctor?”
“I mean I gave you enough for 1 month”
“Yes?”
“That was two months ago!”
Pain is funny. It is supposed to warn us not to move a limb, a
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joint or to rest. Listening to our bodies, we would suppose
this to be true, and it is true in acute pain. However, there
comes a time when the warning signals persist for no good
reason. In an aircraft, or in a car, we can push a button or
switch something off and say the warning device is faulty,
and carry on. With the body, things are different.
There are no off switches.

up his groin on a wire, spread the clot out, then keep it apart
with a wire mesh that would stay in place, and keep him alive
with drugs to lower his cholesterol and use a quarter of an
aspirin tablet daily to keep his blood thin, I’d be locked up
and asked not to take the examinations again until I promised
I’d recovered and promised never to work again unless under
supervision.

Then it is difficult to know what is right and what is wrong.
The best we can do is to follow what a trained professional
tells us. Many times I have had the challenge of Next Door
Neighbour. “Who are they”, you may ask? Similar to Google
University. I can tell my patients you need such and such
treatment, or you need to go see so and so. However, I can
be met with:
“No”.
“Why not?”
“Next Door Neighbour went and she said he was useless.”
“Who did Next Door Neighbour see?”
“No-one. She said they are all useless”
“Is she the woman who lives with the three daughters, all of
them over 40, because no man is good enough for them?”
“Yes, that’s her.”

Medicine is changing constantly.

Same with Google University. I have a made up cert on my
wall which is from Google University. Part of our work is to
listen to our patients, to explore what they understand about
an illness and about a treatment. But it does upset us a little
when we make a suggestion, and we are contradicted by their
superior knowledge from something they read on the
Internet. I have a book from my University days, on
Medicine alone, and it makes a great prop. It has over 2,000
pages of information. I suggest that they also read my
sources, and compare notes on the two. Funny thing is, noone has volunteered to take it home and study it. They are
quite happy to take my word for what is in it. But first they
think that the Internet is God when it comes to information.
Or I say would you rather be treated by a doctor who sat in
front of a computer every day for 7 years, or would you rather
be treated by a doctor who learned in the conventional sense?
Because although as doctors we have a good record when it
comes to treating illnesses. Not brilliant, but I’d like to think
pretty good. Because since I qualified over 25 years ago a lot
has changed. Firstly we had no pain specialists then. We had
minimal knowledge of chronic pains. In Ireland then we had
one CAT Scanner. Stomach ulcers were treated with surgery,
not with tablets. Tablets called proton pump inhibitors were
not invented. (Neither were statins, for cholesterol!) If I were
to give the answers that were right 25 years ago today in my
final med exams, I’d fail. If I were to give the answers that
are correct now, 25 years ago, I’d be locked up. I remember
a lecturer laughing as he taught us at the idea that a drug
could pass through the skin. He said “If that were possible,
we’d fill with water as soon as we got into a bath”. If I were
to say that I’d treat a man with a heart attack with a drug that
would dissolve the clot (not yet invented) and pass a balloon

So although we’re not wonderful, half our jobs is to protect
the public from as much misinformation going about, as
about making sure they get the right treatment as soon as the
evidence is there that it works. Medicine has not been
wonderful. Look at drugs “safely” on the market for years,
then we discover that they might be causing problems, such
as Ceoxx, Vioxx, and Distalgesic.
So what point am I trying to make.
Doctors are trying to achieve a balance between safety and
cure. It can be hard to know what is a genuinely new step
forward, and what it not. Often, only time can tell. But be
careful who you get advise from. We are all different, and
sometimes we can only give you what we feel is the best
advise available yet at the same time yet doing our best not
to cause harm.…..........
If you don’t want to take the medications, please explain why
to your doctor. If you did not take them as prescribed tell
them why. Doctors no longer bite. if you don’t like your
doctor, don’t like what they do for you and think you’d rather
go to someone else, then tell them and go. We’re mature (well
most of us are) and we can take it. And if their maturity is
such that they can’t take it, well, maybe it’s time to change
anyway.
But there are two things I know:
1. Exercise helps. This had been proven time and time
again for a variety of conditions.
2. Meditation helps. If only to quieten the mind and stop
what we call one of the disasters of reasoning,
catastrophising. Also known as fortune telling, whereby
patients try to predict the future of their medical
condition, and usually it is awful. They cannot predict
the future of any other medical condition, only their
own, and it is not good.
3. Do something every day to make you feel happy.
Doesn’t have to be much, because if the truth be told,
the smallest of things can make us really happy.

Thanks for listening. Many people regard a good doctor as a
good listener. Funny thing is, we regard good patients as
good listeners too!
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MY PERSONAL EXPERIENCE

Kenneth Johnson on being told that there
was nothing more surgically that can
help, shares his experiences of selfmanagement workshop

Workshops
“THERE’S nothing more surgically that we can do to help.”
It’s the phrase that anyone dreads to hear when you’re living
in constant pain, for me in my back and leg. And I’d admit
the rest of the conversation with the surgeon was a bit of a
blur after I asked the question “does this mean I’ll be like this
the rest of my life?”
You see, it seemed like the end of a very, very long road. In
almost 12 years of varying degrees but ever worsening
suffering, I’d tried almost everything I could think of and
probably spent thousands in trying to find a solution.
Everything from simple physio, acupuncture, chiropractor,
right through to two operations on my back. Still the pain
remained. It seemed that although being in my mid-30s life
as I wanted and hoped it to be just wasn’t going to happen.
And so when the surgeon said he’ll refer me to the pain
clinic, it wasn’t really something that had me leaping out of
my seat for joy.
Maybe it’s as a result of the modern society we live in
whereby everything as to be done yesterday, something
aches, you take a pill and it goes, or if it persists, a more
medical approach is required. Whichever, it’s sorted and the
individual can carry on as though nothing had happened in
the first place. Nobody realises there’s an alternative in which
we can help ourselves. To sceptics to can be classed as brain
training or self therapy and I’ll admit I was one of those
sceptics. But this ain’t some wacko performing the river of
life over you. You see this is more about breaking down
barriers, opening doors and realising there’s a way forward in
which life can be what you want it to be.
Maybe I was lucky but I was invited to attend a series of
workshops by the Pain Association Scotland – a charity I’d
never heard of let alone being aware of the work it does. You
see, in that moment a surgeon tells you there’s nothing more
that can be done, you sub-consciously feel like you’re in a
cell, a small confined space all by yourself, in which all the
worlds’ stresses are being thrown at you. Suddenly you’re in
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a down-ward spiral, work, money, other people, all the
negative thoughts you can think of. And the only reason I
went was because of the workshop theme of linking stress
and pain. It turned out to be one of the best decisions I have
ever made.
Suddenly from feeling I was alone, highly sensitive to other
people around me, low self-confidence, I was thrust into a
totally different environment. I was no longer alone – I was
part of a group of people who although had varying medical
conditions and of different ages and backgrounds, all were in
the same position.
I suspect many were like me at the beginning, sceptical about
what will happen but are there as they are willing to try
anything. Straight away we are put at ease – we aren’t some
form of mutant sent to the planet as maybe David Icke would
like us to believe.
We don’t stick out like a sore thumb, we can blend in without
feeling nervous or stressed about our surroundings, worried
if someone speaks to us. The beauty of this is that it is a
workshop. It isn’t a class or a lecture, there’s an open floor
where anyone can chip in and the session goes with the flow
and everyone can be open and honest with each other.
There’s no wrong or right, it’s just what works.
There is a programme of sorts but each session is dictated by
those there and what is said. Yet despite the open-forum style
there are under-lying themes that may only be touched upon
but still make deep inroads into the mind. Phil Sizer, Lead
Trainer with the Pain Association Scotland, probably
conducts hundreds of these every year and I’m also willing to
bet every single one is different.
Yet the end results are more than likely the same. He admits
that it isn’t a cure, we will still need to take medication, have
good days and bad days, just not the same number of very
bad days, known as flare ups, the ones that leave me flat out
and bent over like a human question mark. Without realising,
the life as we know it – pain, stresses, anxiety, nervousness,
solitude, negative thoughts, habits – are stripped away so
we’re left with just the bare bones. And slowly but surely bits
are added on, things I’d never heard of or thought about are
suggested. Ideas are thrown about or casually added, almost
like throwing seeds that then germinate into bigger things.
And without realising tools like pacing, relaxation
techniques, baselines and hints on dealing with others
provide the building blocks for us to if not rebuild but
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remould our lives in a way that will allow us to carry out
chores and activities in way that causes us less pain. Simple
theories are put to us in a way that ignites a spark deep inside
and suddenly you find yourself agreeing and trying out some
of these. But it ain’t rocket science. In many ways it’s just
logical thinking. It sounds so simple. When somebody is
stressed or worried or even nervous, the body tenses up. That
causes pressure. And if there is a weak link, it causes pain.

and the number of flair ups are reduced. It has also given me
a lot of answers to things that have happened and as a result
has made me more focussed on my future. The workshops are
drawing to a close now and from thinking at the start that I
was a bit sceptical and was going along out of curiosity, I’m
now thinking that it’s a real shame, not just from the aspect of
learning so many key skills but also the environment of being
with people that fully understand where I come from.

The solution? Stop stressing. “Not possible,” I hear you cry.
But it is. Basic and sensible ideas such as only stress and
worry about the things you can change seem to lift a massive
weight from the shoulders. For example, a cancelled hospital
appointment. Can I affect it and get it re-instated? No. So
what’s the point in worrying? I’m off sick and my company
sick pay has run out. Can I change it? Nope. So why worry?

The skills I have learned in terms of what I can do for myself
will stick with me but so will techniques in dealing with
others. There are so many things that I have picked up in the
last six weeks. Although they may seem subtle and small,
combined they have all helped. Yes, there are still good days
and bad days but there are nowhere near the same number of
flare ups.

Straight away the important things become clear and it’s
easier to deal with these things. It sounds so simple, yet it can
take so long to get used to it. But when you do it makes such
a difference.
One of the big topics that dominates the workshop is pacing.
It’s become almost a taboo subject yet by doing it can make so
much of a difference. Even small, subtle change can make a
huge difference, but it does require a radical change of
mindset.
With many acute pains or illnesses you often hear people say
they will fight it or battle it. But with chronic pain you can’t.
That doesn’t mean you retire to bed for the rest of your life.
But those who do battle and fight their pain may not fully
accept the predicament they are in. There is no point going to
battle with the pain as eventually it will win the war, leaving
you worn out with nothing left to give, no energy, no jobs or
tasks getting done, resulting in more stress and more pain
It’s a vicious circle.
In an early episode of South Park, residents were advised to
Duck and Cover should a nearby volcano erupt. And accepting
pain is exactly like that. Listening to your body and planning
ahead in accordance with what your body tells you is key. I’ll
admit that pacing was a totally alien concept but reflecting on
my life pre-workshop, productivity was next to nil. But now,
although it seems like I’m doing a lot less, I have more to
show for my efforts.
By planning simple tasks, achievable goals on a daily basis
and sticking pretty rigidly to that, helps cut back on pain while
still having something worthwhile at the end of it. With my
mind a lot clearer, things that are important come into focus

Although I’m still at very early days in terms of pacing and
relaxation techniques, it has made so much of a difference and
I’m sure will continue to do so. But there is still one huge
regret.
That is that this workshop was not made available sooner. I’m
sure the rest of the people of my workshop will all feel the
same, that after years of struggling along, we have all seen the
light – there is a life out there, despite the pain. I have spent
so long soldiering on – even pre-op. And there was no need. A
referral to the pain clinic and onto the Pain Association
Scotland seems to be treated as a last resort by medical
professionals. That is wrong. It should not be a question of
one of the other, they should almost be hand in hand and
working together.
If I had had the tools available to me – pacing, relaxation etc
– then I would not have had to endure anywhere near as much
pain as I have. While the admission at the start that the
workshop will not replace any medication is true, I certainly
believe I would have had a more comfortable life, a more
fulfilling life and certainly wouldn’t have felt the need to
splash out the money I have on needless treatments. Even
healthy individuals could learn so much – the people I have let
read the information from the workshops have got it straight
away and can associate with it. But maybe it comes back to
the modern day lifestyle. It isn’t a pill that has an instant
effect, it takes a lot of time, dedication and discipline. But the
end results can out-weigh any surgeon’s scalpel.
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WHY SELF-MANAGEMENT HELPS
at all that will help; but this is often what is heard.

Mr. Phil Sizer, Specialist & Trainer of
Self-Management Techniques, Pain
Association Scotland

It is easy to jump to the conclusion that all hope is lost and
many people go in to a tailspin- often for years.

‘There’s nothing more I can do for you’
I spend a lot of my life working with people whose Doctors
have said something like:
‘I’m sorry there’s nothing more that I can do for you’.
This is often accompanied by ‘you’ll need to learn to
cope/adapt/manage/live with it’.
This conversation is something that often goes off like a
bomb in someone’s life. It can shatter a lot of hope and lead
people in to feeling that they’re on the scrapheap with a
condition that can’t be helped. People tell me that at this
point they feel both helpless and hopeless, this is a deeply
upsetting situation that can easily continue for a long time.
My job is to help with the cope/adapt/manage/live side of
things, otherwise known as Self Management. This area is
often ignored or seen as a second best fob-off by people who
feel that they’ve been cast adrift and denied ‘proper help’
from the Medical world.
When I first meet people they can be very sceptical about
what I can offer. You can probably appreciate that I
encounter a lot of cross faces and crossed arms. This is
understandable because people are often angry, frustrated,
bewildered or just plain upset. The idea of learning to
cope/manage/adapt seems at best, second best.

I’m sorry ………..
It is important to understand what the Doctor means when
they say I’m sorry there’s nothing more I can do for you’.
This is because what they mean and what you might hear are
often very different
Although no one likes to admit it, or believe it, there is a limit
to what Medicine can do. The tools that the Medical world
has can only do so much. And this is often far less than
people hope for or expect.
Doctors are specialists in Medicine and so when they say
they can’t help any more they are saying that they can’t help
any more in their role as Clinicians. They are not (hopefully)
saying that you are on the scrapheap and that there is nothing
page 14

It is tempting to keep going pursuing a cure that might not
exist. The problem here is that whilst all hope is pinned on
medicine for a cure, it prevents people from doing other
things to improve the situation. It also means that by the
time you find out for yourself that there probably isn’t a total
cure, years may have slipped by. More importantly, the
longer someone stays passive and reliant on others, the more
they can get caught up in cycles of pain and stress, anxiety,
low mood and boom and bust. These are the issues that
create the tailspin.
I’ve met hundreds of people who have said that that they had
wished they’d been introduced to the Self Management
(‘cope/manage/adapt) side of things much earlier. They
often say that they’ve been lost ‘in the system’ for a long time
desperate for just anything that would help.
What I have to say is often relatively simple, but it often
comes as an astonishing revelation to people. Its probably all
the more astonishing because Self Management is really
about things that you probably know already. To put it very
simply, the key message for most people is ‘ be gentler on
yourself’. As with most things in Self Management, this is
easy to say, you probably know it makes sense, but it takes a
lot of effort to make it happen.
To be clear, I am not saying give up on Medicine. Also I
don’t know whether there is or isn’t a cure for whoever is
reading this, but what I do know is that Self-Management
helps and it helps alongside the Clinical approaches. It’s not
an either-or-thing.
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You can make a difference
On the positive side, there is a lot that you can do to improve
things. This sounds a bit cheesy at first, but it is a recognised
way forward in other conditions.
We are all familiar with the idea that medicine can’t cure
Heart problems or Diabetes and we all know that the way
forward with these conditions is to get appropriate medical
help and make lifestyle changes to do with diet and exercise.
You can imagine that their specialists might also say
something like ‘I’m sorry we can’t cure you but there are
things that you can do to improve things.
The same is true for Chronic Pain- there is a certain amount
that medicine can help and after that there needs to be
lifestyle changes. There are several problems that make
managing/coping with Chronic Pain tricky, but it’s not
impossible. The first reason is that Chronic Pain isn’t widely
recognised and doesn’t have the objective measures
‘enjoyed’ by other conditions. Most people with Chronic
Pain look well and there isn’t a ‘pain-o-meter’ to measure
pain levels. So, being believed is a major hurdle to start with
and some people get stuck at this point for years. This can be
part of the tailspin described earlier.
The second reason that managing pain being tricky is that
you’re not really managing pain, you’re managing life in the
context of a painful condition. This is because pain affects
most aspects of life and similarly life affects pain or more
importantly our ability to cope with it. Managing pain
requires something of a ‘life audit’ in which you find a new
balance and adjust to a new situation. Looking at personal
values and habits is something that is understandably
difficult for everyone to do.
On the positive side, the way to learn to manage is usually
with other people, not solely out of a book. This is because
if it’s run properly, you can hear how they have coped and
most importantly, realise that you’re not alone.

thing. This often occurs when they think it’s in the same
category as medical treatments, which tend to be
administered in a linear fashion. By linear I mean that we
tend to be passed along from one specialist to another trying
one intervention then another.
Self-management is something that fits in with clinical
approaches. In fact the two work very well together. The
problem is that people don’t tend to engage with Self
Management until they’ve tried everything else. This is a
shame because the sooner you start, the better.
It is important to understand that Chronic Pain is a multidimensional experience that affects all aspects of life. Not
only is there the sensation of pain, but there is also
interference in other aspects of life like work, increased
stress levels, familial issues, expectations and habits to deal
with. Pain is not just pain; it’s intimately connected with
suffering. The cause of pain is the name of your condition
and this falls in to the Medical realm, but I would argue that
how a change in health impacts on your life is your
department. In my opinion, the process of Self Management
is a way of reducing suffering through improving coping
skills and thereby reducing the total impact of pain on life. In
this way you may find a route to an improved quality of life,
despite a painful condition.
One route to deal with pain is to get rid of it all, but if this is
not possible it is important to adapt to change positively to
limit wider impacts on life. As I’ve said already, its not easy
but it is possible. I’ve certainly seen a lot of people make
huge improvements in the quality of their life when they
thought all was lost.
It is vital to understand what the Doctor means when they
say that they can’t do anything more because this is the stage
where it is crucial avoid the tailspin and to make the
transition to learn to cope/adapt/manage.
Copyright Phil Sizer 2012

Cure to improve
The key thing to get to grips with hear is the re-formulation
of hope from cure to improve. Pain Management is about
managing your condition like a manager would manage his
or her business. It might be a business that is operating under
difficult conditions, but there is still a very big difference
between a business that is managed well or poorly.

It’s not either-or
A big mistake that people make is to think that Self
Management (coping/managing/adapting) is an either-or

Upcoming Workshops
31/03/12 Galway

01/04/12 Dublin

21/04/12 Dublin

22/04/12 Cork

For further details and to book your place
please contact Christina on 01 8047567
or email: info@chronicpain.ie
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As a member you are invited to attend and contribute to the Support
Meetings, Self Help Workshops, receive updates via quarterly
newsletter, avail of telephone support and web-site forum. We are
very grateful for your support of CPI and we will continue to lobby
Government and increase awareness of Chronic Pain amongst the
medical profession and the general public. If you would like to join
CPI please complete this form and return to CPI, Carmichael Centre,
North Brunswick Street, Dublin 7.

✄

Annual Membership Form

Upcoming Workshops
31/03/12 Galway
01/04/12 Dublin
21/04/12 Dublin
22/04/12 Cork

(Please tick as applicable)
Membership Category
Membership Type
Member
Health Professional
Associate Member *

New

€ 22.00

(Voluntary Donation)

€ .................

Total Enclosed

€ .................

€ 22.00
€ 22.00

* I do not have Chronic Pain but would like to receive information

Method of Payment

Cheque

Fundraising Events

Renewal

Can you help raise funds for Chronic Pain Ireland?
Can you organise an employee fundraising event
amongst work colleagues, social club or can you
make CPI your employer’s charity of the year? Can
you organise a social event, coffee morning, cake
sale? If so contact CPI for a fundraising pack.
Sporting Events - could a family / friend who is
taking part raise much needed funds? If so, please
contact us for a sponsorship pack.

Postal Order / Bank Draft

PLEASE USE BLOCK CAPITALS:
Title: ______ First Name: ______________________________
Surname: ____________________________________________
Address: _____________________________________________
____________________________________________________
____________________________________________________
Tel: (H) __________________ Tel: (M) ____________________

Disclaimer:

CPI and the CPI newsletter does not dispense
medical advice or endorse any specific
medical hypothesis or product and assumes no
responsibility for any treatment undertaken by
its readers. The opinions expressed by
contributors do not necessarily reflect those of
CPI. Edited & published by CPI, Carmichael
Centre, North Brunswick Street, Dublin 7.

E-Mail:______________________________________________

Disclaimer
Chronic Pain Ireland (CPI) requires this information to process your membership, post
membership-related material to you, keep you informed of events, issues and opportunities relating
to Chronic Pain or to the aims of CPI.
Occasionally, CPI may determine that products/services of appointed agents or third parties might
be beneficial to our members and under strict non-disclosure agreements, some of your information
may be given to such parties, or may be used by CPI to directly inform you of the product or service.
If you do not wish to receive such communication,
please tick here.

Banker’s Order
Please return this form to us and we will send it on to your bank

Bank Sort No: ________________________________________
Bank Account No: _____________________________________
Bank Name: __________________________________________
Branch:______________________________________________
Bank Address: ________________________________________
____________________________________________________
Please pay the sum of _______ to the account of Chronic Pain Ireland, at
AIB Bank, Georges Street, Dun Laoghaire, Co Dublin. Sort Code: 93-3406 Account number 75755027, on this date and on the corresponding date
each succeeding year until further notice.
Name: ____________________________________________________
Address:___________________________________________________
__________________________________________________________
Signed: ____________________________________
Date: / /
For Office Use:
Sender

Receiver: CPI

Your Story
If you would like to tell your story and have some
positive advice to share with readers please forward
to info@chronicpain.ie Please note that publication
is at the discretion of the editor.

Your Views
We hope you enjoyed the articles and the updated
image of your newsletter. If there are articles or
area’s of interest that you would like to see covered
please let us know by emailing info@chronicpain.ie
or writing to CPI, Carmichael Centre, North
Brunswick St, Dublin 7.
Book Review
If you have found a book helpful and would like to
forward a review to share with other members
please forward to info@chronicpain.ie Please note
that publication is at the discretion of the editor.
Contact Details
CPI, Carmichael Centre, North Brunswick Street,
Dublin 7. Tel: 01 8047567
Email: info@chronicpain.ie
Web: www.chronicpain.ie

