UNIVERSITY OF
MURCIA

GOOD PRACTICE INDICATORS
FOR PAIN MANAGEMENT

2

3

Research Team:
Supervision and Coordination:
Pedro J. Saturno; Francisco López Soriano
Antón Herreros (FUINSA)
Health Access Department, Grünenthal Pharma Foundation

Indicators for Chronic Malignant Pain:
Susana Robles; Lucía Bernal; María Paz Jimenez
Indicators for Chronic Non-Malignant Pain:
Francisco López Soriano; Pilar Escolar; Encarna Ros; Beatriz Guerrero;
Lucía García; Antonio Mendoza; Enrique Borrax;
José Giménez; Francisco Rivas
Indicators for Acute Pain:
Sebastián Perales; Juan F. Mulero; Mayo Saturno; Bartolomé Lajarín; J. Miguel
Reina; Ángel del Pino
Field Work, Data Analysis and Administrative Support:
Ismael Martínez Nicolás; Daniel Ángel García

4

TABLE OF CONTENTS
Executive Summary
1. Introduction
2. Methodology
3. Results
3.1. Indicators Constructed and Pilot Test Results
3.1.1. Indicators for the Management of Acute Pain
3.1.2. Indicators for the Management of Chronic Malignant Pain
3.1.3. Indicators for the Management of Chronic Non-Malignant
Pain
3.2. Data Collection Manuals
3.3. Guidelines for Pilot Testing in Other Institutions
APPENDICES
Appendix 1: Summary Lists of the Indicators Constructed
A1.1. Acute Pain
A1.2. Chronic Malignant Pain
A1.3. Chronic Non-Malignant Pain
Appendix 2: Easily Measured High-Priority Indicators
A2.1. Acute Pain
A2.2. Chronic Malignant Pain
A2.3. Chronic Non-Malignant Pain

Page
7
12
13
19
19
19
24
29
38
38
40
40
42
61
68
85
87
89
91

5

LIST OF TABLES



Table 1. Unified system for rating evidence
Table 2. Unified system for rating strength of recommendation

Indicators for the Management of Acute Pain
 Table 3. Good practice indicators for acute pain management
 Table 4. Compliance with quality standards and estimated total
compliance for acute pain indicators measured as %
compliance
 Table 5. Interest in acute pain indicators as assessed by
regional experts. Mean score and relationship to feasibility of
measurement in pilot tests
Indicators for the Management of Chronic Malignant Pain
 Table 6. Good practice indicators for chronic malignant (cancer)
pain management
 Table 7. Good practice indicators for chronic malignant pain
management presenting no evaluation problems
 Table 8. Site compliance with quality standards and estimated
total compliance for chronic malignant pain indicators measured
as % compliance
 Table 9. Interest in chronic malignant pain indicators as
assessed by regional experts. Mean score and relationship to
feasibility of measurement in pilot tests
Indicators for the Management of Chronic Non-Malignant Pain
 Table 10. Good practice indicators for chronic non-malignant
pain management
 Table 11. Good practice indicators for chronic non-malignant
pain management presenting no evaluation problems and
distribution by site
 Table 12. Site compliance with quality standards and estimated
total compliance for chronic non-malignant pain indicators
measured as % compliance
 Table 13. Interest in chronic non-malignant pain indicators as
assessed by regional experts. Mean score and relationship to
feasibility of measurement in pilot tests

14
15

20

22

24

25
26

28

29

30

31

35

37

LIST OF FIGURES



Figure 1. Algorithm for assigning level of evidence and strength
of recommendation
Figure 2. Indicator proposal form

15
16

6

7

EXECUTIVE SUMMARY

Good pain management is destined to become a high-priority objective for
quality management within health systems, because of the high incidence and
prevalence of this health issue, and the consequent repercussions for
healthcare resource usage and quality of life for pain sufferers. One activity
needed for improving healthcare quality is the production and use of systems of
indicators for monitoring the effective implementation of good clinical practice,
with the aim of identifying problems and situations that could be improved, and
testing the effect of possible interventions. Along these lines, starting from the
WHO report entitled Normative Guidelines on Pain Management (World Health
Organisation, Geneva, 2007) and an up-to-date review of existing clinical
practice guidelines and other relevant scientific publications, we have
constructed indicators that are valid in terms of the scientific evidence, and
empirically tested their reliability, feasibility of measurement and ability to
identify quality issues in pain management by running pilot schemes in real-life
healthcare settings. Additionally, to make it easier to replicate the pilot tests and,
in any case, to assist with measurement of the proposed indicators at other
sites, methodological guidelines have been drawn up specifying how to obtain
and analyse data.
METHODOLOGY
The project undertaken encompassed five large sets of actions to be performed
in sequence:
1. Agree/adopt a working classification of types of pain, and review and
organise on that basis the existing evidence concerning its assessment, initial
treatment, prevention and control.
2. Review and organise the existing evidence and indicators underpinning the
evidence-based recommendations contained in clinical practice guidelines and
the scientific literature consulted.
3. Construct new indicators when necessary.
4. Design measurement tools and run pilot tests with the proposed indicators, to
produce a final version of the indicators, and draw up a manual of
recommended methods for measuring them.
5. Assess and prioritise the indicators based on the opinion of experts in the
various self-governing regions (autonomous communities) of Spain.
Working classification of types of pain. We chose as a basis the proposal
used in the WHO document, as it works better for research objectives in health
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services and, ultimately, for quality management, which is the intended scope
within which the indicators constructed are to be applied. The classification
recognises three major types of pain (acute, chronic malignant and chronic nonmalignant), specifying the various diseases or underlying conditions in which
they can appear.
Review and organisation of the existing evidence. We looked mainly for
systematic reviews on the management of any type of pain or painful diseases
published within the last ten years, in Cochrane, Medline and OVID, as well as
clinical practice guidelines in BMJ Evidence, Sign, OVID, NZGG, NICE, Medline,
AHRQ and Guiasalud. Recommendations were primarily taken into account if
their level of evidence was High (A) or Moderate (B), and if their strength of
recommendation was A (should be done), B (may be done) or D (should not be
done), using our own evidence rating system, harmonising the various scales
found in the references consulted.
Review and organisation of existing indicators. Searches were performed at
the National Quality Measures Clearinghouse (NQMC) of the United States
Agency for Healthcare Research and Quality (AHRQ) and in articles published
in the last ten years containing the keywords “Quality Indicators, Health Care”
[MeSH] AND “pain” [MeSH], and indexed in Scopus, PubMed, Psycinfo or
Academic Premium. An additional search of non-indexed literature was done
using Google, and articles cited in the clinical practice guidelines consulted
were also extracted, as appropriate.
Construction of new indicators. In order to obtain a full set of tools for
measuring the degree of implementation of the good practice recommendations
found, indicators were constructed when recommendations were found not to
have any, while the indicators found were converted to a consistent format,
using the strongest possible levels of evidence.
Design of measurement tools and pilot testing of indicators. Based on the
indicators finally proposed, the following were defined:
 The healthcare setting (hospital, primary care) in which the indicators
would be applicable.
 The codes for locating and sampling, as appropriate, patients to whom
the indicators apply (minimum basic data set [MBDS] codes for hospital
patients and International Classification of Primary Care [ICPC] codes in
primary care).
 Homogeneous, structured instruments for data collection.
Pilot test methods were then defined, being designed to test the following:
 Feasibility of measurement, in the various settings in which the indicators
are applicable.
 Reliability of the indicators. Tested empirically by calculating the kappa
index from evaluations performed by two independent raters.
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Ability to identify quality issues. For this we used the LQAS (lot quality
acceptance sampling) technique, for two different situations: (i) 75%
compliance standard (40% threshold); and (ii) 95% compliance standard
(70% threshold).
Calculations were also performed of estimated compliance with
indicators and its 95% confidence interval.

The measurement tools, pilot test methodology and pilot test results served as
the basis for drawing up the following documents for each of the three sets of
indicators (acute pain, chronic malignant pain and chronic non-malignant pain):
 Data Collection Manual;
 Pilot Test Guidelines (accompanied by an Excel database for
automatically calculating reliability, LQAS and estimated compliance with
indicators);
 Report of Pilot Test Results.
Assessment of indicators by regional experts for prioritisation purposes
In order to determine which indicators would be a high priority for incorporation
into healthcare quality processes, a survey to assess their potential interest was
designed, to be given to professionals responsible for pain management
programmes or staff involved in quality management in the various selfgoverning regions of Spain. These experts were provided with a questionnaire
containing all the indicators for all three types of pain, including those that could
not be measured because of feasibility issues, to enable them to be rated with a
score of 1 (of no interest) to 5 (extremely interesting).
From the data collected in these surveys, an average score was calculated for
each indicator, in order to classify its level of interest as “Medium/Low”
(indicators with an average score of less than 3), “High” (indicators with an
average score of 3 to 4), or “Very High” (all those above 4).
RESULTS
In total, 121 indicators were constructed and pilot tested. Of these, 53 belong to
the acute pain set, 22 to the chronic malignant pain set, and 46 to the chronic
non-malignant pain set. Each of the three sets contains indicators for general
use, and other more specific ones concerning particular diseases or healthcare
procedures, which are therefore of more limited use or of a more specific,
targeted nature.
Indicators for the Management of Acute Pain
Fifty-three indicators were constructed, of which 42 presented no evaluation
difficulties at any of the hospitals, provided they offered the service being
evaluated. Pilot testing took place at three hospitals (small [< 200 beds],
medium-sized [200-500 beds] and large [> 500 beds]), one of which uses
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computerised medical records. All the indicators showed good to excellent
reliability, and proved able to identify problems in hospital care for acute pain.
The indicators that show the greatest compliance with established standards
are those concerning epidural anaesthesia and general indicators for postoperative acute pain. The indicators least often met are those concerning
procedural pain (which seems to be very rarely considered), those specific to
pain control in certain surgical interventions, and those for non-surgical acute
pain control, with the exception of treatment for renal colic. Most of the
indicators were given a “High” or “Very High” rating by experts in the selfgoverning regions.
Indicators for the Management of Chronic Malignant Pain
Twenty-two indicators were constructed. Pilot testing took place at two hospitals
(medium-sized and large) and one health centre. Measurement was feasible for
17 of the 22 indicators constructed, in both healthcare settings (hospital and
primary care) for 12 of them. The relatively low numbers of cases and, above all,
difficulties with the existing record systems in locating cases in which to
evaluate certain indicators, made rating them in the primary care setting
problematic. All the indicators amenable to measurement by reviewing medical
records in the hospital environment proved to be of very good to excellent
reliability. With the indicators that could be evaluated in primary care, reliability
was likewise very good to excellent, except for one indicator (with kappa = 0.53)
for which there was inter-rater disagreement because of having to interpret
ambiguous, poorly structured information from computer records. Although
some variability was found, the level of compliance with the indicators
measured is mostly very low. Strikingly, there is extremely little use of scales for
measuring pain intensity and thus medication adjustment to it. Compliance is
not just low but virtually nil for all indicators addressing patient-centred care,
including attention to psychological suffering and treatment education needs.
Twenty-one of the 22 indicators proposed were rated “High” or “Very High” by
professionals.
Indicators for the Management of Chronic Non-Malignant Pain
Forty-six indicators were constructed. Pilot testing took place at two hospitals
(medium-sized, with computerised records, and large) and one health centre.
Problems with feasibility of measurement were encountered with many
indicators, particularly at the hospital employing non-computerised records.
Only 8 of the 46 indicators constructed could be measured at all three sites,
although one of these (full pain-oriented clinical assessment) is made up of 14
items. Four of these 8 indicators are applicable in general to any type of patient
with chronic non-malignant pain, one applies to patients with osteoarthritis and
3 concern patients with fibromyalgia. At the hospital with computerised records
27 of the 46 indicators could be evaluated. This was the same number as in
primary care, although only 21 of them were common to both settings. The main
difference is that it proved unfeasible to measure indicators relating to nonspecific low back pain in the hospital setting, because all types of low back pain
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are given the same code, and in primary care it was impossible to locate
patients with neuropathic pain. Adding up all those amenable to measurement
at at least one site gives a total of 33. Reliability was very good or excellent in
27 of the 33 indicators measured, with kappa indices ranging from 0.7 to 1. In
the case of indicators made up of more than one test item, reliability was
calculated for each item. As far as quality issues are concerned, some
particularly low compliance levels are noticeable in general for all indicators
related to non-drug treatment, some of which are of great clinical importance.
For example, in the composite indicator on full pain-oriented clinical assessment,
the lowest compliance rates occur with items relating to social/family and
occupational status, but also (around 10%) with other items such as
measurement of pain intensity (which in turn has an impact on very low
compliance with the indicator on individually tailored treatment following the
analgesic scale), or explicit enquiries into the possibility of drug abuse. Likewise,
all the indicators related to therapeutic exercise or educational programmes for
patients in whom they are indicated (e.g. in osteoarthritis and non-specific low
back pain) have very low compliance levels. As with the previous set, most
indicators had their interest level rated “High” or “Very High” by professionals,
with most indicators falling into the latter category.
Data Collection Manuals and Pilot Test Guidelines
Six documents (a set of guidelines and a data collection manual for each set of
indicators) have been written to make it easier for measurement to be replicated
at any site dealing with patients of this kind or the types of pain considered. The
guidelines and manuals are accompanied by a reference document containing
a detailed description of the indicators, based on the standard form used for
constructing and discussing them, and an Excel database to assist with
automatic calculation of kappa index values, LQAS test results and estimated
indicator compliance with a 95% confidence interval. These documents are
available on the websites of the Grünenthal Foundation
(http://www.fundaciongrunenthal.es), the Health Research Foundation
(http://www.fuinsa.org) and the University of Murcia Health Services Quality
Management Research Group (http://www.calidadsalud.com) in the
“Publications” (Publicaciones) section.
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1. Introduction
Good pain management is destined to become a high-priority objective for
quality management within health systems, because of the high incidence and
prevalence of this health issue, and the consequent repercussions for
healthcare resource usage and quality of life for pain sufferers. A range of
initiatives addressing this matter have been developed in an increasing number
of countries, including specific attention by the World Health Organisation
(WHO), notably the production of clinical practice guidelines and other
healthcare process-design tools to help healthcare professionals understand
and manage this issue.
One activity needed for improving healthcare quality and, in any case, to
complement the development of guidelines, is the production and use of
systems of indicators for monitoring the effective implementation of good clinical
practice, with the aim of identifying problems and situations that could be
improved, and testing the effect of possible interventions. This alternative or
complementary approach to quality management in pain control is not yet well
developed. Some examples can be found both in Spain (e.g. in Andalusia) and
internationally, but in general the approach is partial and there is no follow-up
measurement to demonstrate the baseline upon which to construct high-priority
actions for improvement. Indicators based on those structural and procedural
issues for which sufficient scientific evidence exists concerning their influence
on pain management deserve high-priority attention in this respect.
The best basis for progress in this direction undoubtedly consists of the
evidence-based practice guidelines currently in existence, particularly the WHO
report entitled Normative Guidelines on Pain Management (WHO, Geneva,
2007).1 Based on a Delphi study with extensive participation by scientists and
institutions, this publication summarises the existing guidelines and practices to
be implemented as a high priority, while also pointing out the main barriers and
undesirable practices affecting pain management. This document and an up-todate review of existing guidelines and other relevant scientific publications
constituted the starting point for the project. Indicators that are valid in terms of
the scientific evidence were constructed on this basis, and the reliability and
feasibility of measurement of these indicators, and their ability to identify quality
issues in pain management, were tested empirically by running pilot schemes in
real-life healthcare settings. This document describes the indicators constructed,
the pilot test results, and the interest ratings assigned by regional experts not
involved in the project.

1

WHO Normative Guidelines on Pain Management. Report of a Delphi Study to determine the
need for guidelines and to identify the number and topics of guidelines that should be developed
by WHO. WHO, Geneva, 2007.
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2. Methodology
The project for constructing and validating good practice indicators for pain
management encompassed five large sets of actions to be performed in
sequence:
1. Agree/adopt a working classification of types of pain, and review and
organise on that basis the existing evidence concerning its assessment,
initial treatment, prevention and control.
2. Review and organise the existing evidence and indicators underpinning the
evidence-based recommendations contained in clinical practice guidelines
and the scientific literature consulted.
3. Construct new indicators when necessary.
4. Design measurement tools and run pilot tests with the proposed indicators,
to produce a final version of the indicators, and draw up a manual of
recommended methods for measuring them.
5. Assess potential interest in the indicators based on the opinion of experts in
the various self-governing regions (autonomous communities) of Spain.
Working classification of types of pain
This is necessary for classifying in turn the target populations for the indicators.
The classifications suggested by the World Health Organisation, the
International Association for the Study of Pain (IASP) and the Institute for
Clinical Systems Improvement (ICSI) were considered and compared.
Out of all of these, we chose the WHO classification,2 as it works better for
research objectives in health services and, ultimately, for quality management,
which is the intended scope within which the indicators constructed and pilot
tested are to be applied. The classification recognises three major types of pain
(acute, chronic malignant and chronic non-malignant), specifying the various
diseases or underlying conditions in which they can appear. Similar to this, but
simplified, distinguishing mainly between acute and chronic pain, without
entering into details of the various diagnostic entities, is the scheme most
2

WHO Normative Guidelines on Pain Management. Report of a Delphi Study to determine the
need for guidelines and to identify the number and topics of guidelines that should be developed
by WHO. WHO, Geneva, 2007.
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recently suggested by the Committee on Advancing Pain Research, Care and
Education for the United States Institute of Medicine (IOM).3
Review and organisation of the existing evidence
We looked mainly for systematic reviews on the management of any type of
pain or painful diseases published within the last ten years, in Cochrane,
Medline and OVID, as well as clinical practice guidelines in BMJ Evidence, Sign,
OVID, NZGG, NICE, Medline, AHRQ and Guiasalud.
The recommendations found were grouped by the classification of pain types
adopted (acute, chronic malignant and chronic non-malignant, as well as
specific diagnostic entities within these groups), and by selecting those with a
sounder level of evidence. This was done after converting them to our own
unified system for rating evidence (Table 1) and strength of recommendation
(Table 2), developed through harmonisation of the proposals of the Oxford
Centre for Evidence-Based Medicine4 and the US Preventive Services Task
Force,5 respectively, with additional guidance from the GRADE6 system, in
particular, and SIGN.7

Evidence
A
1
2

B

C

D

3
1
2
3
1
2

Table 1
Unified System for Rating Evidence
Meaning
Several randomised controlled trials with p < 0.01 WITH metaanalysis
Several randomised controlled trials with p < 0.01 WITHOUT metaanalysis
A SINGLE randomised controlled trial with p < 0.01
Comparative observational studies WITH statistically significant
differences
NON-comparative observational studies
Case report
A meta-analysis WITHOUT significant differences
Not enough studies for a meta-analysis, or
Randomised controlled trials without significant differences, or
Randomised controlled trials with inconsistent results
No studies identified or available literature of no use

Recommendations were used in the construction of indicators if their level of
evidence was High (A) or Moderate (B), and if their strength of recommendation
was A (should be done), B (may be done) or D (should not be done). In a few
3

IOM (Institute of Medicine). Relieving Pain in America: A Blueprint for Transforming Prevention,
Care, Education, and Research. The National Academies Press; Washington DC, 2011.
4
Available at: http://www.cebm.net/index.aspx?o=1025
5
Available at: http://www.ahrq.gov/clinic/uspstfix.htm
6
Available at: http://www.gradeworkinggroup.org/
7
Available at: http://www.sign.ac.uk/guidelines/fulltext/50/annexb.html

15

cases, recommendations with a lower level of evidence were included, provided
they were accompanied by others of the required level of evidence to support
the main contents of the indicator. In only one case, concerning enquiring about
cancer patients’ understanding of their treatment, was an indicator constructed
based on a single recommendation of evidence level D (consensus), because
this is a relevant, easily measured issue related to other health-education
recommendations of the required levels of evidence and strength of
recommendation.

Strength of
Recommendation
TYPE A
(Should be done)
TYPE B
(May be done)
TYPE C
TYPE D
(Should not be
done)
TYPE I

Table 2
Unified System for Rating Strength of Recommendation
Meaning
Treatment of eligible cases is suggested. The benefit is significantly greater
than the possible adverse effects.
Treatment of cases is suggested. The benefit is greater than the possible
adverse effects.
There is no recommendation against treatment. The benefits and adverse
effects are in balance. Not recommended in routine clinical practice.
The recommendation advises against treatment. The evidence suggests that
the adverse effects outweigh the benefits.
Poor evidence or not enough evidence to decide for or against.

In the case of recommendations with an inconsistent level of evidence (LE) and
strength of recommendation (SR) in the various practice guidelines consulted,
the original articles supporting the recommendation were reviewed and our
unified scale was applied by following the algorithm shown in Figure 1.

Figure 1
Algorithm for assigning level of evidence and strength of recommendation
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Review and organisation of existing indicators
Searches were performed at the National Quality Measures Clearinghouse
(NQMC) of the United States Agency for Healthcare Research and Quality
(AHRQ) and in articles published in the last ten years containing the keywords
“Quality Indicators, Health Care” [MeSH] AND “pain” [MeSH], and indexed in
Scopus, PubMed, Psycinfo or Academic Premium. An additional search of nonindexed literature was done using Google, and articles cited in the clinical
practice guidelines consulted were also extracted, as appropriate.
The indicators found were organised by pain type and recommendation
concerned, and according to our classification of evidence level and strength of
recommendation, in order to make sure they were valid. Those not related to
any of the recommendations collected, or without the required level of evidence
and strength of recommendation, were discarded.
Construction of new indicators
In order to obtain a full set of tools for measuring the degree of implementation
of the good practice recommendations found, indicators were constructed when
recommendations were found not to have any, as was mostly the case. They
were all converted to a consistent format, as shown below (Figure 2), to serve
as the basis for discussion and evaluation of them all by the working group.
Figure 2
INDICATOR PROPOSAL FORM
SET:
AREA:
Sub-area
No.

( Type of Pain: Acute, Chronic Malignant or Chronic Non-Malignant)
( General or specific to a certain disease or condition)
Disease or patient type
ni (of n)

NAME OF INDICATOR
FORM OF MEASUREMENT
DESCRIPTION
Numerator
Denominator
DATA SOURCE
LEVEL OF EVIDENCE & STRENGTH
OF RECOMMENDATION
DERIVATION OF INDICATOR
(own or adapted)
LITERATURE REFERENCES
REMARKS

(For understanding and/or measuring the indicator)
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Design of measurement tools and pilot testing of indicators
Based on the indicators finally adopted and defined by the corresponding
working group, we then proceeded to specify the tools and methods needed for
pilot testing and measuring them at the various sites providing healthcare to the
relevant type of patients for each indicator. Specifically, the following were
defined:





The healthcare setting (hospital, primary care) in which the indicators
would be applicable.
The codes for locating and sampling, as appropriate, patients to whom
the indicators apply (minimum basic data set [MBDS] codes for hospital
patients and International Classification of Primary Care [ICPC] codes in
primary care).
Homogeneous, structured instruments for data collection.

Pilot test methods were then defined, being designed to test the following:






Feasibility of measurement, in the various settings in which the indicators
are applicable. Indicators to be measured in the hospital setting were
tested in three hospitals representing the three types and sizes of
hospitals that may provide healthcare to patients with pain (small: less
than 200 beds and usually local; medium-sized: 200 to 500 beds; large:
over 500 beds). In primary care, pilot testing took place at a health centre.
Reliability of the indicators. Tested empirically by calculating the kappa
index from evaluations performed by two independent raters not involved
in designing the indicators, on a sample of 15 cases for each indicator. In
cases in which calculation of the kappa index was impossible, the
alternative was to calculate a general agreement rate.
Ability to identify quality issues. For this we used the LQAS (lot quality
acceptance sampling) technique, for two different situations: (i) 75%
compliance standard (40% threshold); and (ii) 95% compliance standard
(70% threshold); for α  0.05 and β  0.01 in both cases, applied to a
random sample of 15 cases. Situations in which quality issues exist,
where the pre-set standard and threshold are not met, can be identified
using this technique.

Calculations were also performed of estimated compliance with indicators and
its 95% confidence interval, using the binomial distribution for each site at which
they were measured, and formulae for non-proportional stratified sampling to
give a combined estimate of compliance at more than one site.
The measurement tools, pilot test methodology and pilot test results served as
the basis for drawing up the following documents:
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Data Collection Manual;
Pilot Test Guidelines (accompanied by an Excel database for
automatically calculating reliability, LQAS and estimated compliance with
indicators);
Report of Pilot Test Results.

All of these were produced for each of the three sets of indicators (acute pain,
chronic malignant pain and chronic non-malignant pain).
Assessment of indicators by regional experts for prioritisation purposes
Given the number and relatively comprehensive nature of the set of indicators
constructed, they were sent to experts in pain and/or quality management in the
various self-governing regions of Spain, in order to determine which would be a
high priority for incorporation into processes for evaluating and improving
healthcare quality. These experts were provided with a questionnaire containing
all the indicators for all three types of pain, including those that could not be
measured because of feasibility issues, to enable them to be rated according to
the following scale:
1 – Of no interest
2 – Not very interesting
3 – Interesting
4 – Very interesting
5 – Extremely interesting
From the data collected in these surveys, an average score was calculated for
each indicator, in order to classify its level of interest as “Medium/Low”
(indicators with an average score of less than 3), “High” (indicators with an
average score of 3 to 4), or “Very High” (all those above 4).
Bearing in mind also the pilot test results concerning feasibility of measurement,
attention is drawn in each set of indicators to those scoring very highly (> 4) and
that are easy to measure in our setting.
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3. Results
3.1. Indicators Constructed and Pilot Test Results
In total, 121 indicators were constructed and pilot tested: 53 belonging to the
acute pain set (of which 42 proved measurable); 22 in the chronic malignant
pain set (of which 17 were measurable in hospitals and 12 proved feasible in
primary care); and 46 in the chronic non-malignant pain set. In this last set,
feasibility of measurement varied greatly depending on the scope and quality of
records. The two sites with computerised records (one hospital and one primary
care centre) were able to measure the most indicators, i.e. 33 at one site and 27
at both.
By the end of pilot testing, 29 indicators had proved unmeasurable. The
contributory factors involved were very varied. However, they mostly related to
information systems and organisational issues at the pilot test sites, so these
indicators may prove feasible in other areas or at other sites.
Each of the three sets contains indicators for general use, and other more
specific ones concerning particular diseases or healthcare procedures, which
are therefore of more limited use or targeted to certain departments.
For the great majority of indicators, their interest level was rated by 13 experts
as “High” or “Very High”. However, placing the emphasis on those rated very
highly that proved easy to measure gives 14 high-priority indicators in the acute
pain set, 9 in the chronic malignant pain set and 19 in the chronic non-malignant
pain set.
There follows a description of the pilot test results obtained for each of the three
sets of indicators, full details of which can be downloaded in the format shown
in Figure 2 from the websites of the Grünenthal Foundation
(http://www.fundaciongrunenthal.es), the Health Research Foundation
(http://www.fuinsa.org), and the University of Murcia Health Services Quality
Management Research Group (http://www.calidadsalud.com) in the
“Publications” (Publicaciones) section.

3.1.1. Indicators for the Management of Acute Pain
Fifty-three indicators were constructed. These are summarised in Appendix 1.1,
with details of the level of evidence and strength of recommendation on which
they are based, the method of measurement, the kappa index where applicable,
assessment of their interest by regional experts, and the list of references
supporting the recommendations from which the indicators are derived. Their
categorisation in terms of the condition or patient type to which they apply is
shown in Table 3.
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TABLE 3
GOOD PRACTICE INDICATORS FOR ACUTE PAIN MANAGEMENT
A. Post-operative acute pain: 14 indicators
 General: 4
 Specific to particularly painful surgery: 2
 Specific to breast-cancer surgery: 2
 Specific to laparoscopic surgery or surgery involving craniotomy: 1
 Specific to surgery of the upper limb with regional anaesthesia: 1
 Specific to major orthopaedic outpatient surgery: 1
 Specific to arthroscopy of the knee: 1
 Specific to chest surgery: 1
 Specific to inguinal hernia repair: 1
B. Non-surgical acute pain: 3 indicators
 Specific to abdominal pain: 1
 Specific to renal colic: 1
 Specific to chest pain of ischaemic origin: 1
C. Obstetric pain: 10 indicators
 Pregnancy-specific: 3
 Birth-specific: 3
 Specific to the post-partum period: 4
D. Procedural pain: 8 indicators
 Burns-specific: 2
 Specific to ICU patients: 2
 Endoscopy-specific: 4
E. Procedural pain in children: 10 indicators
 Pain on needle insertion: 4
 Pain on catheterisation: 2
 Wound and laceration pain: 2
 Pain during closed reduction of fractures: 2
F. Procedural pain in neonates: 8 indicators
 Pain on needle insertion: 6
 Pain on retinopathy testing: 2
TOTAL: 53 indicators

Pilot testing took place at three hospitals (small [< 200 beds], medium-sized
[200-500 beds] and large [> 500 beds]), where the patients assessed were seen
in the following departments:







Anaesthesiology and Resuscitation
General and Gastrointestinal Surgery
Cardiology
Intensive Care
Breast Unit
Gynaecology and Obstetrics







Internal Medicine
Paediatrics
Neonatal Medicine
Endoscopy Service
Accident and Emergency (A&E)

The full set of indicators was measured in all three hospitals, although one of
them has no departments of paediatrics or gynaecology and obstetrics, so
indicators relating to these patient types were not applicable. One of the
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hospitals (the medium-sized one) uses computerised medical records, so the
various situations that may be encountered when collecting data were covered.
Pilot test results, in terms of feasibility of measurement, reliability, ability to
identify quality issues, and expert assessment, were as follows:
Feasibility of measurement
In general, indicators measured by auditing (basically, the existence or nonexistence of certain protocols) or by reviewing medical records posed no
problems, provided the hospital offered the service being evaluated. The
greatest difficulties arose with indicators to be measured by observation (either
because of low numbers of cases or because of problems implementing the
evaluation), and those measured by survey (either because this was not done
or because, even if they existed, the data sought were not available or could not
be located).
The hospitals also varied somewhat in terms of how easy it was to obtain data.
Indicators measured by reviewing medical records proved much easier and
quicker to evaluate at the hospital with computerised medical records.
The common denominator of indicators presenting no evaluation difficulties at
any of the hospitals, provided they offered the service being evaluated, was 42.
It should be noted that they are of varying degrees of specificity, so each site or
department needs to prioritise those that concern more common processes or
those they consider particularly relevant for their quality objectives. It should
also be stressed that evaluating a given process solely by the existence or nonexistence of a particular protocol can prove to be a preliminary, incomplete
approach, if evaluation of actual practice has not proved feasible.
Reliability of indicators
All indicators amenable to measurement by reviewing medical records proved
to be of good or excellent reliability. All but one had a kappa index of > 0.7, with
a range of 0.63 (in one indicator) to 1 (9 indicators). Agreement was 100% for
indicators measured by audit (existence and assessment of protocols). Actual
values for each indicator are shown in detail in Appendix 1.1.
Identification of quality issues and estimated level of compliance with
indicators
None of the protocols sought was present in all three hospitals. The most
common situation was that a protocol only existed in one of them. The contents
of the protocols found were also not always consistent with the expected
recommendations. Therefore, although the existence or non-existence of
protocols is a structural indicator favouring (but not guaranteeing) a quality
process, the list used seems to indicate gaps, with variability between sites.
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These can be regarded as opportunities for improvement for the comprehensive
management of patients with acute pain.
As regards indicators that can be measured as percentage compliance, which
were pilot tested using LQAS methods, we likewise found variability between
sites, with a majority of indicators proving problematic at all of them in terms of
the quality standards sought (LQAS 75/40 and LQAS 95/70). These thus
constitute tools for detecting situations that should be improved.
The indicators that show the greatest compliance with established standards
are those concerning epidural anaesthesia and general indicators for postoperative acute pain. The indicators least often met are those concerning
procedural pain (which seems to be very rarely considered), those specific to
pain control in certain surgical interventions, and those for non-surgical acute
pain control, with the exception of treatment for renal colic. Table 4 contains
detailed information about quality issues and estimated total compliance for
each indicator (indicator names appear in abridged form).

TABLE 4
COMPLIANCE WITH QUALITY STANDARDS AND ESTIMATED TOTAL COMPLIANCE FOR ACUTE PAIN
INDICATORS MEASURED AS % COMPLIANCE
Hospitals with
LQAS 75/40
compliance

Hospitals with
LQAS 95/70
compliance*

Estimated total
combined
compliance**

2 of 3

1 of 3

62.66  2.41

0 of 3

0 of 3

2.01  3.5

3 of 3

2 of 3

76.70  13.45

A.2.1. Use of multimodal analgesia for surgical procedures with severe postoperative pain.

1 of 3

1 of 3

49.95  11.51

A.2.2. Administration of steroids as adjuncts to analgesia in surgical procedures
causing moderate to severe pain.

1 of 3

1 of 3

28.25  7.06

0 of 3

0 of 3

2.76  4.05

A.3.2. Anaesthesia for mastectomy not given using high-dose remifentanil +
sevoflurane.

0 of 3

0 of 3

8.10  4.21

A.4. Specific to laparoscopic surgery or surgery involving craniotomy
A.4.1. Infiltration anaesthesia of surgical wound in craniotomy and trocar entry
ports for laparoscopic surgery.

0 of 3

0 of 3

11.63  13.37

INDICATOR
A. Post-operative acute pain
A.1. General
A.1.2. Regular assessment of pain:
 In the recovery room
 In the ward
A.1.4. Use of PCA pump with opioids in patients operated on with intravenous
analgesia.
A.2. Specific to particularly painful surgery

A.3. Specific to breast-cancer surgery
A.3.1. Use of pre-incisional paravertebral block in breast-cancer surgery.

A.5. Specific to surgery of the upper limb with regional anaesthesia
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A.5.1. Addition of glucocorticosteroid and NSAID to intravenous regional
anaesthesia in surgery of the upper limb.

1 of 3

1 of 3

26.17  10.34

1 of 3

0 of 3

41.98  11.81

0 of 2

0 of 2

1.40  1.54

0 of 1

0 of 1

33.33  20.38

0 of 3

0 of 3

0.00  0.00

0 of 3

0 of 3

9.49  6.56

B.2.1. Administration of NSAIDs, opioids (pethidine or morphine) or metamizole
(dipyrone) intravenously in the treatment of acute pain due to renal colic.

3 of 3

2 of 3

75.84  13.98

B.3.1. Administration of morphine in chest pain of ischaemic origin (STEACS:
ST-segment elevation acute coronary syndrome).

0 of 2

0 of 2

25.74  16.12

2 of 2

2 of 2

97.05  3.39

2 of 2

0 of 2

4.55  4.50

0 of 2

0 of 2

11.92  13.76

1 of 1

1 of 1

80.00  19.32

0 of 2

0 of 2

0.00  0.00

D.3.1. Use of propofol as the main substance in sedation for gastrointestinal
endoscopy.

0 of 3

0 of 3

16.05  14.73

D.3.2. Use of intravenous lidocaine prior to propofol sedation in gastrointestinal
endoscopy.

0 of 3

0 of 3

0.43  0.41

D.3.3. Use of patient-selected music during propofol sedation in gastrointestinal
endoscopy.

0 of 3

0 of 3

0.00  0.00

0 of 1

0 of 1

0.00  0.00

A.6. Specific to major orthopaedic outpatient surgery
A.6.1. Use of multimodal analgesia, with plexus or peripheral nerve block, in
patients undergoing major orthopaedic outpatient surgery.
A.7. Specific to arthroscopy of the knee
A.7.1. Intra-articular injection of glucocorticosteroids after arthroscopy of the
knee.
A.8. Specific to chest surgery
A.8.1. Use of pre-incisional epidural analgesia in open chest surgery.
A.9. Specific to inguinal hernia repair
A.9.1. Ilioinguinal-hypogastric block or infiltration of the surgical wound for
inguinal hernia repair.
B. Non-surgical acute pain
B.1.1. Analgesia before diagnosis of abdominal acute pain.

C. Obstetric pain
C.2.2. Epidural analgesia offered during labour.
C.2.3. Sub-optimal analgesia in women in labour given epidural analgesia.
C.3.2. Compliance with protocols for regional analgesia to treat post-Caesarean
pain.
C.3.4. Compliance with protocols for education about breast-feeding
techniques.
D. Procedural pain
D.2.2. Use of boosted analgesia and sedation for conducting potentially painful
procedures in the ICU or RECOVERY ROOM.

E. Procedural pain in children
E.4.2. Appropriate pain prevention in closed reduction of fractures in children.

*: Sites compliant to LQAS 95/70 are also counted in those compliant to 75/40.
**: Estimated percentage  95% confidence interval, exact binomial and for non-proportional
stratified sampling.
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Interest in the indicators as assessed by experts in the various selfgoverning regions and relationship to feasibility of measurement
Forty-four of the 53 indicators constructed were rated ≥ 3 (on a scale of 1 to 5),
although 10 of them proved unamenable to measurement at any of the three
hospitals involved in the pilot tests (Table 5). Only 9 indicators were rated < 3.
The 14 indicators judged to have an average interest value of > 4, and that
proved measurable at all three hospitals, are described in Appendix 2.1.
Table 5
Interest in acute pain indicators as assessed by regional experts. Mean score and
relationship to feasibility of measurement in pilot tests
Mean Score*
Measurement Measurement
Total
Examples
Feasible
Not Feasible
(mean score)**
Very High (> 4)
14
5
19
Epidural anaesthesia offered in
labour (4.73)
High (3-4)
20
5
25
Compliance with protocols for
regional analgesia to treat postCaesarean pain (3.58)
Medium/Low
8
1
9
Use of CO2 in gastrointestinal
(< 3)
endoscopy (1.91)
Total
42
11
53
*: Assessment scale: 1 = Of no interest; 2 = Not very interesting; 3 = Interesting; 4 = Very interesting;
5 = Extremely interesting.
**: Indicator with the highest mean score of those rated “Very High” (> 4); at the median for those rated
“High” (3-4); and with the lowest score of those rated “Medium/Low” (< 3).

3.1.2. Indicators for the Management of Chronic Malignant Pain
Twenty-two indicators were constructed, including the only indicator not
constructed in accordance with the rules for selecting recommendations
explained in the methods section. This indicator is based on just one
recommendation of level D or expert opinion (II.F.2.1 Existence of a survey or
structured model interview about what the patient should know about his/her
treatment). This indicator was not discarded because of its relative importance
for patient-centred care and its high feasibility from the outset, as it involves an
easily conducted audit and is the only indicator enquiring about cancer patients’
understanding of their treatment.
The indicators in this set, categorised by the aspects of care or areas to which
they apply, are listed in Table 6 and described in more detail in Appendix 1.2,
which specifies the level of evidence and strength of recommendation on which
they are based, the method of measurement, the kappa index where applicable,
assessment of their interest by regional experts, and the list of references
supporting the recommendations from which the indicators are derived.
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TABLE 6
GOOD PRACTICE INDICATORS FOR CHRONIC MALIGNANT (CANCER) PAIN
MANAGEMENT
A. Patient assessment: 2 indicators
 Pain assessment: 1 indicator
 Assessment of psychological suffering: 1 indicator
B. Drug treatment of pain: 12 indicators
 General: 3 indicators
 Specific (additional) in the case of treatment with opiates: 5 indicators
 Specific (additional) in the case of treatment with NSAIDs: 1 indicator
 Complementary treatments in specific cases: 3 indicators
C. Psychological treatment: 1 indicator
D. Health education: 3 indicators
E. General complementary treatments: 2 indicators
 Physiotherapy: 1 indicator
 Cannabis use: 1 indicator
F. Perceived quality/patient report: 2 indicators
 Perceived quality of treatment: 1 indicator
 Effectiveness of educational activities: 1 indicator
TOTAL: 22 indicators

Pilot testing took place at two hospitals (medium-sized and large) without
computerised records, and one health centre with computerised records. The
patients assessed were seen in the following departments:
 Day Hospital Outpatient Clinic (Haematology/Oncology Department)
 Hospital Oncology Department
 Haematology and Haemotherapy Department
 Radiotherapy Department
 Primary Care
 Domiciliary Care
In both hospitals, the full set of indicators was measured, as with those relating
to primary care. In the latter setting, however, there were serious problems with
feasibility of measurement with most indicators, as described below, because of
deficiencies in the records system and primary care coding, which made it
difficult or impossible to identify the patients or situations to which the indicators
apply.
Pilot test results, in terms of feasibility of measurement, reliability, ability to
identify quality issues, and expert assessment, were as follows:
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Feasibility of measurement
Measurement was feasible for 17 of the 22 indicators constructed, in both pilottest healthcare settings (hospital and primary care) for 12 of them, including the
5 indicators evaluating the presence and features of certain protocols and other
documents to help care for patients with malignant pain (mainly educational
material, equi-analgesic dose conversion tables and perceived quality).
The low numbers of cases and, above all, difficulties with the existing record
systems in locating cases in which to evaluate certain indicators, made rating
them in the primary care setting problematic. The 17 indicators finally evaluated,
both in the hospital setting and in primary care, are listed in Table 7.
TABLE 7
GOOD PRACTICE INDICATORS FOR CHRONIC MALIGNANT PAIN MANAGEMENT PRESENTING NO
EVALUATION PROBLEMS
Hospital
Primary
Combined
INDICATOR
Care
Care

A. PATIENT ASSESSMENT
A.1. Pain assessment
A.2. Assessment of
psychological suffering
B. DRUG TREATMENT
B.1. NSAIDs.
Prevention of
secondary risks
B.2. Opiates.
Prevention of
secondary risks

B.3. General

B.4. Specific
complementary
treatments

Assessment of pain intensity by the use of
validated scales.
Explicit assessment of psychological
suffering (emotional distress) by the use of
scales.
Patients treated with NSAIDs prescribed
gastric protectants to prevent adverse
effects.
Existence of equi-analgesic dose tables for
opiate rotation to limit adverse effects.*
Prophylaxis against constipation in patients
treated with major opiates.
Prophylaxis against emetic side effects of
opiate use.
Patients with a medication regimen
adjusted according to the WHO ladder.
Patients with a full pain-treatment plan,
including treatment in the event of
breakthrough pain.
Patients with chronic malignant pain due to
bone metastasis prescribed
bisphosphonates as part of analgesic
treatment.
















































C. PSYCHOLOGICAL TREATMENT
C.1. Treatment of
Treatment of psychological suffering in
psychological suffering patients with chronic malignant pain.
D. HEALTH EDUCATION
D.1. Attention to
treatment education

Existence of patient educational material
on essential aspects of drug treatment in
patients with chronic malignant pain.*
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Existence of protocols on educating
patients with chronic malignant pain about
their drug treatment.*
Education of patients with chronic
malignant pain about their drug treatment.

needs

































E. GENERAL COMPLEMENTARY TREATMENTS
E.1. Physiotherapy

Patients with chronic malignant pain given
complementary physiotherapy.
Patients with chronic malignant pain not
prescribed cannabinoids as the first choice.

E.2. Use of
cannabinoids
F. PERCEIVED QUALITY/REPORT
F.1. Perceived quality
F.2. Health education

Measurement of the degree of quality
perceived by the patient in his/her pain
management.*
Existence of a survey or structured model
interview about the patient’s understanding
of his/her drug treatment.*

* Audits.
Reliability of indicators
All the indicators amenable to measurement by reviewing medical records in the
hospital environment proved to be of good or excellent reliability. All but one
had a kappa index of > 0.7, with a range of 0.65 (in one indicator) to 1 (7
indicators). With the indicators that could be evaluated in primary care, reliability
was likewise very good to excellent, except for one indicator (with kappa = 0.53)
for which there was inter-rater disagreement because of having to interpret
ambiguous, poorly structured information from computer records in primary care.
Agreement was 100% for indicators measured by audit (existence and
assessment of protocols, opiate rotation tables, etc.). Actual reliability index
values for each indicator are shown in detail in Appendix 1.2.
Identification of quality issues and estimated level of compliance with
indicators
Although some variability exists, the level of compliance with the indicators
measured is mostly very low. There are only two in which LQAS methods found
an acceptable compliance level for the 95% standard. Both relate to medication
use, but it is striking that there is extremely little use of scales for measuring
pain intensity and thus medication adjustment to it.
Compliance is not just low but virtually nil for all indicators addressing patientcentred care, including attention to psychological suffering and treatment
education needs. We also found no educational material or protocols on patient
education, and no evidence of explicit attention to the patient’s perception of
quality in the management of his or her pain.
All in all, this area (i.e. the management of chronic malignant pain) is massively
problematic. On the other hand, one indicator (not prescribing cannabinoids as
the first choice) could be removed from the list because, with 100% compliance
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at all sites, it seems not to present any problems in either hospitals or primary
care. Specific data for each indicator are set out in Table 8.
TABLE 8
SITE COMPLIANCE WITH QUALITY STANDARDS AND ESTIMATED TOTAL COMPLIANCE FOR CHRONIC MALIGNANT
PAIN INDICATORS MEASURED AS % COMPLIANCE

INDICATOR

Sites with LQAS
75/40
compliance

Sites with LQAS
95/70
compliance*

Estimated total
compliance at
hospitals**

Estimated total
compliance at
primary care
site**

Estimated total
combined
compliance**

0 of 3

0 of 3

0.0  0.0

6.67  8.9

0.09  0.11

0 of 3

0 of 3

0.0  0.0

0.0  0.0

0.0  0.0

3 of 3

2 of 3

91.72  10.73

53.33  17.81

91.23  10.6

0 of 2

0 of 2

33.33  19.95

Nonevaluable

33.33  19.95

0 of 2

0 of 2

38.55  20.68

Nonevaluable

38.55  20.68

1 of 3

0 of 3

1.62  3.12

73.33  15.78

2.53  3.09

0 of 2

0 of 2

11.89  14.15

Nonevaluable

11.89  14.15

1 of 2

0 of 2

51.38  21.73

Nonevaluable

51.38  21.73

0 of 3

0 of 3

0.0  0.0

6.67  8.9

0.09  0.11

0 of 2

0 of 2

0.0  0.0

Nonevaluable

0.0  0.0

A. Patient Assessment
Assessment of pain intensity by the use
of validated scales.
Explicit assessment of psychological
II.A.2.1. suffering (emotional distress) by the use
of scales.
II.A.1.1.

B. Drug Treatment
Patients treated with NSAIDs prescribed
II.B.1.1. gastric protectants to prevent adverse
effects.
Prophylaxis against constipation in
II.B.2.4.
patients treated with major opiates.
II.B.2.5.

Prophylaxis against EMETIC side
effects of opiate use.

Patients with a medication regimen
adjusted according to the WHO ladder.
Patients with a full pain-treatment plan,
II.B.3.2. including treatment in the event of
breakthrough pain.
Patients with chronic malignant pain due
to bone metastasis prescribed
II.B.4.1.
bisphosphonates as part of analgesic
treatment.
II.B.3.1.

C. Psychological Treatment
II.C.1.1.

Treatment of psychological suffering in
patients with chronic malignant pain.

D. Health Education
Education of patients with chronic
II.D.1.3. malignant pain about their drug
treatment.

E. General Complementary Treatments
II.E.1.1.

Patients with chronic malignant pain
given complementary physiotherapy.

0 of 3

0 of 3

3.23  4.25

0.0  0.0

3.19  4.2

II.E.2.1.

Patients with chronic malignant pain not
prescribed cannabinoids.

3 of 3

3 of 3

100  0.0

100  0.0

100  0.0

*: Sites compliant to LQAS 95/70 are also counted in those compliant to 75/40.
**: Estimated percentage  95% confidence interval, exact binomial and for non-proportional stratified
sampling.

29

Interest in the indicators as assessed by experts in the various selfgoverning regions and relationship to feasibility of measurement
All but one of the indicators were rated ≥ 3. The results of the assessment by
experts were 12 indicators of “Very High” interest level, 9 of “High” interest level,
and just one indicator of “Medium/Low” interest (Table 9). The 9 found to be of
theoretically high priority (rated “Very High” and easily measured) are described
in Appendix 2.2.
Table 9
Interest in chronic malignant pain indicators as assessed by regional experts. Mean
score and relationship to feasibility of measurement in pilot tests
Mean Score*
Measurement Measurement
Total
Examples
Feasible
Not Feasible
(mean score)**
Very High (> 4)
9
3
12
Pain measurement with a
validated scale (4.77)
High (3-4)
7
2
9
Patients with chronic malignant
pain due to bone metastasis
prescribed bisphosphonates as
part of analgesic treatment
(3.62)
Medium/Low
1
0
1
Not prescribing cannabinoids as
(< 3)
the first choice (2.54)
Total
17
5
22
*: Assessment scale: 1 = Of no interest; 2 = Not very interesting; 3 = Interesting; 4 = Very interesting;
5 = Extremely interesting.
**: Indicator with the highest mean score of those rated “Very High” (> 4); at the median for those rated
“High” (3-4); and with the lowest score of those rated “Medium/Low” (< 3).

It is worth noting that the indicator with the best rating is a general indicator
concerning pain assessment with a validated scale, which in fact showed very
low compliance levels, whereas the indicator with the worst rating, i.e. of least
interest, consists of not prescribing cannabinoids, which had the highest
compliance level possible.

3.1.3. Indicators for the Management of Chronic Non-Malignant
Pain
Forty-six indicators were constructed, categorised by the disease or patient type
to which they apply, as listed in Table 10 and described in more detail in
Appendix 1.3, with details of the level of evidence and strength of
recommendation on which they are based, the method of measurement, the
kappa index, assessment of their interest by regional experts, and the list of
references supporting the recommendations from which the indicators are
derived.
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TABLE 10
GOOD PRACTICE INDICATORS FOR CHRONIC NON-MALIGNANT PAIN
MANAGEMENT
A. General: 6 indicators
 Clinical assessment: 1 indicator
 Treatment: 2 indicators
 Invasive diagnosis: 1 indicator
 Specific to patients > 65 years old: 2 indicators
B. Headaches: 13 indicators
 General: 1 indicator
 Migraines (general): 5 indicators
 Specific to menstrual migraine: 2 indicators
 Specific to migraine with aura: 1 indicator
 Specific to tension headache: 2 indicators
 Specific to cluster headache: 2 indicators
C. Chronic pelvic pain: 3 indicators
 General: 1 indicator
 Specific to chronic prostate pain: 1 indicator
 Specific to chronic bladder pain: 1 indicator
D. Non-specific low back pain: 5 indicators
 Education and non-drug treatment: 3 indicators
 Drug treatment: 1 indicator
 Surgical treatment: 1 indicator
E. Osteoarthritis: 5 indicators
 Non-drug treatment: 3 indicators
 Drug treatment: 2 indicators
F. Rheumatoid arthritis: 5 indicators
 Assessment: 1 indicator
 Non-drug treatment: 1 indicator
 Drug treatment: 3 indicators
G. Fibromyalgia: 4 indicators
 Assessment: 1 indicator
 Non-drug treatment: 1 indicator
 Drug treatment: 2 indicators
H. Neuropathic pain: 5 indicators
 Diabetic neuropathy: 1 indicator
 Post-herpetic neuralgia: 1 indicator
 Trigeminal neuralgia: 1 indicator
 Post-amputation neuropathic pain: 1 indicator
 Chronic post-surgical pain: 1 indicator
TOTAL: 46 indicators

Pilot testing took place at two hospitals (medium-sized, with computerised
records, and large, without computerised records) and one health centre. The
patients assessed were seen in the following departments:


Neurology
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Rheumatology and Orthopaedics
Urology
Internal Medicine
Pain Unit
Primary Care
Gynaecology
Rehabilitation

In both hospitals, the full set of indicators was measured, as with those relating
to primary care. Problems with feasibility of measurement were encountered
with many indicators, however, particularly at the hospital employing noncomputerised records, as described below, because of deficiencies in the
records, which made it difficult or impossible to identify the patients or situations
to which the indicators apply.
Pilot test results, in terms of feasibility of measurement, reliability, ability to
identify quality issues, and interest as assessed by experts, were as follows:
Feasibility of measurement
Only 8 of the 46 indicators constructed could be measured at all three sites,
although one of these (full pain-oriented clinical assessment) is made up of 14
items. Four of these 8 indicators are applicable in general to any type of patient
with chronic non-malignant pain, one applies to patients with osteoarthritis and
3 concern patients with fibromyalgia.
The main problems with feasibility of measurement occurred at the hospital
without computerised records. At the hospital with computerised records 27 of
the 46 indicators could be evaluated. This was the same number as in primary
care, although only 21 of them were common to both settings. The main
difference is that it proved unfeasible to measure indicators relating to nonspecific low back pain in hospital, because all types of low back pain are given
the same code (there is no code for non-specific low back pain), and in primary
care it was impossible to locate patients with neuropathic pain. Adding up all
those amenable to measurement at at least one site gives a total of 33, as listed
in Table 11.
TABLE 11
GOOD PRACTICE INDICATORS FOR CHRONIC NON-MALIGNANT PAIN MANAGEMENT PRESENTING NO
EVALUATION PROBLEMS AND DISTRIBUTION BY SITE
Large Hospital
Medium-Sized
Primary
Name of Indicator
(nonHospital
All
Care
computerised)
(computerised)
A. GENERAL
A.1.1. Full pain-oriented
clinical assessment.
A.1. General
A.1.2. Pain treatment
following the analgesic
pain scale, tailored to
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A.2. Patients
> 65 years old

each individual.
A.1.3. Multimodal
approach to treating
chronic pain.
A.2.1. Treatment of
chronic pain sufferers
> 65 years old with ageadjusted doses.
A.2.2. Treatment of
chronic pain sufferers
> 65 years old with
concomitant treatment to
prevent side effects of
analgesics.













































B. HEADACHES
Detection of drug abuse in
patients with headache of
any aetiology.
Treatment of migraine
attack according to pain
intensity.
Patients with diagnosis of
migraine and appropriate
prophylactic treatment.
Non-drug treatment of
B.2. Migraines
migraine.
No patient with migraine
should be given
ergotamine or botulinum
toxin as treatment.
Inappropriate use of
neuroimaging tests in
patients with migraine.
Women on treatment for
B.4. Migraine with migraine with aura not
aura in women
simultaneously using oral
contraceptives.
Patients with tension
headache who have
analgesics prescribed for
acute attacks.
B.5. Tension
headache
Patients with tension
headache who have
prophylactic treatment
prescribed.
C. CHRONIC PELVIC PAIN
Patients attending
consultation with chronic
C.1. General
pelvic pain who have
appropriate treatment
prescribed.
Patients with chronic
C.3. Chronic
bladder pain who have
bladder pain
appropriate treatment
prescribed.
D. NON-SPECIFIC LOW BACK PAIN
B.1. General
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Educate patients with nonspecific low back pain for
a return to normal activity.
Give patients with nonspecific low back pain
therapeutic exercise
treatment.
D.1. Low back
pain
Cognitive behaviour
programmes with nonspecific low back pain.
Patients with non-specific
low back pain with
appropriate analgesic
treatment.
E. OSTEOARTHRITIS
Therapeutic exercise
treatment for patients with
osteoarthritis.
E.1. Osteoarthritis
Weight loss treatment in
overweight patients with
osteoarthritis.
F. RHEUMATOID ARTHRITIS
Assessment of disease
activity in patients with
rheumatoid arthritis.
Low-intensity exercise
programmes for patients
with rheumatoid arthritis.
F.1. Rheumatoid
Appropriate treatment with
arthritis
disease-modifying antirheumatic drugs
(DMARDs) in patients with
rheumatoid arthritis.
Analgesic treatment in
patients with rheumatoid
arthritis.
G. FIBROMYALGIA
Assessment of disease
impact in patients with
fibromyalgia.
Aerobic exercise
treatment for patients with
fibromyalgia.
G.1. Fibromyalgia Treatment with
antidepressants for
patients with fibromyalgia.
Pregabalin or
cyclobenzaprine treatment
for patients with
fibromyalgia.
H. NEUROPATHIC PAIN
Analgesic treatment in
H.2. Post-herpetic
patients with post-herpetic
neuralgia
neuralgia.
H.3. Trigeminal
Appropriate analgesic
neuralgia
treatment in trigeminal
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H.5. Chronic postsurgical pain

neuralgia.
Appropriate analgesic
treatment in chronic postsurgical pain.



Reliability of indicators
Reliability was very good or excellent in 27 of the 33 indicators measured (43
out of 62 if the different sections of each composite indicator are counted), with
kappa indices ranging from 0.7 to 1. In the case of indicators made up of more
than one test item, reliability was calculated for each item. The reliability of
indicators with compliance rates at the extremes (over 95% compliance or noncompliance) was assessed by general agreement.
The three indicators with kappa  0.6 (all of which were really very close to this
value: 0.56, 0.57 and 0.58) were discussed, the reasons for disagreement were
clarified, and relevant improvements to the wording of the indicator were
proposed. Appendix 1.3 shows the kappa indices and, where appropriate, interrater agreement rates for each indicator.
Identification of quality issues and estimated level of compliance with
indicators
Based both on the variability observed using LQAS methodology, and on the
characteristics of the problems identified and the estimated compliance level
values, conclusions can be drawn about the ability of the proposed indicators to
identify quality issues in the management of patients with chronic non-malignant
pain.
Some particularly low compliance levels, with values of zero or close to zero in
many cases, are noticeable in general for all indicators related to non-drug
treatment, some of which are of great clinical importance. For example, in the
composite indicator on full pain-oriented clinical assessment, the lowest
compliance rates occur with items relating to social/family and occupational
status, but also (around 10%) with other items such as measurement of pain
intensity (which in turn has an impact on very low compliance with the indicator
on individually tailored treatment following the analgesic scale), or explicit
enquiries into the possibility of drug abuse. Another notable case is that of
indicators concerning patients with fibromyalgia, where assessment of disease
impact on everyday activities is absent, while compliance with the indicator on
treatment with aerobic exercise is very low. In general, all the indicators related
to therapeutic exercise or educational programmes for patients in whom they
are indicated (e.g. in osteoarthritis and non-specific low back pain) have very
low compliance levels.
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Among the general indicators related to drug treatment, there is strikingly better
compliance in the primary care setting with regard to adjustments needed in
patients over 65 years old.
Table 12 shows detailed results for each of the indicators it proved possible to
measure.
TABLE 12
SITE COMPLIANCE WITH QUALITY STANDARDS AND ESTIMATED TOTAL COMPLIANCE FOR CHRONIC NONMALIGNANT PAIN INDICATORS MEASURED AS % COMPLIANCE
INDICATOR

Hospitals
with LQAS
75/40
compliance

Hospitals
with LQAS
95/70
compliance*

0 of 3
2 of 3
2 of 3
2 of 3

0 of 3
2 of 3
2 of 3
1 of 3

14.49  11.47

0.0  0.0

9.4  7.44

98.04  3.7

20  20.55

70.64  7.60

86.67  13.38

26.67  22.72

65.60  11.79

72.18  16.36

20  20.55

53.86  12.83

1 of 3

1 of 3

72.98  14.37

26.67  22.72

56.72  12.2

1 of 3
1 of 3
0 of 3
1 of 3
3 of 3
0 of 3
0 of 3

1 of 3
0 of 3
0 of 3
0 of 3
1 of 3
0 of 3
0 of 3

0 of 3

Estimated total
compliance at
hospitals**

Estimated
total
compliance in
primary care**

Estimated
total
combined
compliance**

A. General
A.1. General
1. Pain intensity (scale)
2. Timing
3. Distribution
4. Course
5. Accompanying
symptoms
6. Neurological exam.
7. Musculoskeletal exam.
8. Anxiety/depression
9. Sleep
10. Allergies
11. Drug abuse
12. Social/family status
13. Occupational status
and history
14. Diagnosis
Compliant on all points
Proportional compliance

62.4  15.75

40  25.17

54.53  13.51

48.62  19.64

13.33  17.47

36.23  14.14

26.67  17.41

13.33  17.47

21.99  12.85

29.78  16.36

6.67  12.82

21.66  11.53

57.24  19.49

86.67  17.47

67.57  14.06

9.42  12.4

13.33  17.47

10.8  10.12

8.62  10.4

0.0  0.0

5.6  6.75

0 of 3

16.45  11.64

6.67  12.82

13.01  8.79

3 of 3
0 of 3
0 of 3

3 of 3
0 of 3
0 of 3

100  0.0

100  0.0

100  0.0

0.0  0.0

0.0  0.0

0.0  0.0

47.58%***

26.19%***

40.38%***

A.1.2. Pain treatment following the analgesic pain scale, tailored to
each individual.

0 of 3

0 of 3

7.82  6.55

0.0  0.0

5.08  4.25

A.1.3. Multimodal approach to treating chronic pain.

2 of 3

0 of 3

71.38  17.58

66.67  21.64

69.72  14.23

1 of 3

0 of 3

33.33  18.44

66.67  21.64

37.93  16.18

1 of 3

0 of 3

40  10.88

73.33  20.3

44.59  16.76

0 of 2

0 of 2

0.0  0.0

6.67  5.6

3.49  2.93

0 of 2

0 of 2

6.67  4.21

0.0  0.0

3.18  2.01

A.1.1. Full pain-oriented clinical
assessment.

A.2. Patients > 65 years old
A.2.1. Treatment of chronic pain sufferers > 65 years old with ageadjusted doses.
A.2.2. Treatment of chronic pain sufferers > 65 years old with
concomitant treatment to prevent side effects of analgesics.
B. Headaches
B.1. General
B.1.1. Detection of drug abuse in patients with headache of any
aetiology.
B.2. Migraines
B.2.1. Treatment of migraine attack according to pain intensity.
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B.2.2. Patients with diagnosis of migraine and appropriate
prophylactic treatment.
B.2.3. Non-drug treatment of migraine.
B.2.4. No patient with migraine should be given ergotamine or
botulinum toxin as treatment.
B.2.5. Inappropriate use of neuroimaging tests in patients with
migraine.
B.4. Migraine with aura in women

2 of 2

2 of 2

53.33  8.43

80  8.98

67.29  6.18

0 of 2

0 of 2

0.0  0.0

0.0  0.0

0.0  0.0

0 of 2

0 of 2

13.33  11.81

6.67  5.6

10.62  7.37

1 of 1

0 of 1

66.67  15.95

Non-evaluable

66.67  15.95

0 of 1

0 of 1

Non-evaluable

13.33  7.62

13.33  7.62

0 of 2

0 of 2

46.67  20.16

33.33  5.65

42.68  14.23

1 of 2

0 of 2

60  19.8

46.67  5.99

56.01  13.99

0 of 2

0 of 2

40  21.5

26.67  18.46

34.01  14.46

0 of 1

0 of 1

Non-evaluable

0.0  0.0

0.0  0.0

0 of 1

0 of 1

Non-evaluable

0.0  0.0

00

0 of 1

0 of 1

Non-evaluable

6.67  12.24

6.67  12.24

0 of 1

0 of 1

Non-evaluable

0.0  0.0

0.0  0.0

1 of 1

0 of 1

Non-evaluable

66.67  23.13

66.67  23.13

0 of 3

0 of 3

12.51  10.88

20  18.58

14.33  9.4

0 of 2

0 of 2

13.33  16.36

0.0  0.0

7.61  9.45

III.F.1.1. Assessment of disease activity in patients with rheumatoid
arthritis.

0 of 2

0 of 2

0.0  0.0

0.0  0.0

0.0  0.0

III.F.1.2. Low-intensity exercise programmes for patients with
rheumatoid arthritis.

0 of 2

0 of 2

13.33  16.83

6.67  0.0

12.69  15.2

2 of 2

1 of 2

93.33  12.35

60  0.0

90.11  11.15

1 of 1

0 of 1

Non-evaluable

46.64  0.0

46.67  0.0

III.G.1.1. Assessment of disease impact in patients with fibromyalgia.

0 of 3

0 of 3

0.0  0.0

0.0  0.0

0.0  0.0

III.G.1.2. Aerobic exercise treatment for patients with fibromyalgia.
III.G.1.3. Treatment with antidepressants for patients with
fibromyalgia.

0 of 3

0 of 3

9  5.89

13.33  15.1

10.48  6.45

1 of 3

0 of 3

64.33  15.09

13.33  15.1

46.90  11.19

B.4.1. Women on treatment for migraine with aura not simultaneously
using oral contraceptives.
B.5. Tension headache
B.5.1. Patients with tension headache who have analgesics
prescribed for acute attacks.
B.5.2. Patients with tension headache who have prophylactic
treatment prescribed.
C. Chronic pelvic pain
C.1. General
C.1.1. Patients attending consultation with chronic pelvic pain who
have appropriate treatment prescribed.
C.3. Chronic bladder pain
C.3.1. Patients with chronic bladder pain who have appropriate
treatment prescribed.
D. Non-specific low back pain
D.1.1. Educate patients with non-specific low back pain for a return to
normal activity.
D.1.2. Give patients with non-specific low back pain therapeutic
exercise treatment.
D.1.3. Cognitive behaviour programmes with non-specific low back
pain.
D.1.4. Patients with non-specific low back pain with appropriate
analgesic treatment.
E. Osteoarthritis
E.1.1. Therapeutic exercise treatment for patients with osteoarthritis.
E.1.2. Weight loss treatment in overweight patients with
osteoarthritis.
F. Rheumatoid arthritis

III.F.1.3. Appropriate treatment with disease-modifying anti-rheumatic
drugs (DMARDs) in patients with rheumatoid arthritis.
III.F.1.5. Analgesic treatment in patients with rheumatoid arthritis.
G. Fibromyalgia
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III.G.1.4. Pregabalin or cyclobenzaprine treatment for patients with
fibromyalgia.
H. Neuropathic pain
III.H.2.1. Analgesic treatment in patients with post-herpetic neuralgia.
H.3. Trigeminal neuralgia
III.H.3.1. Appropriate analgesic treatment in trigeminal neuralgia.

0 of 1

0 of 1

46.67  19.71

Non-evaluable

46.67  19.71

1 of 1

1 of 1

80  0.0

Non-evaluable

80  0.0

1 of 1

0 of 1

53.33  0.0

Non-evaluable

53.33  0.0

H.5. Chronic post-surgical pain
III.H.5.1. Appropriate analgesic treatment in chronic post-surgical
Non-evaluable
26.67  13.78
0 of 1
0 of 1
pain.
*: Sites compliant to LQAS 95/70 are also counted in those compliant to 75/40.
**: Estimated percentage  95% confidence interval, exact binomial and for non-proportional
stratified sampling.
***: Proportion obtained by dividing the total number of items for which there was evidence of
assessment by the total number of possible items that should be assessed in a full painoriented clinical assessment for the whole sample evaluated.

Interest in the indicators as assessed by experts in the various selfgoverning regions and relationship to feasibility of measurement
In the assessment by experts of the 46 indicators in this set, only 2 were rated
< 3, including one that proved unamenable to measurement. All the rest were
rated “High” (19 of them) or “Very High” (25) (Table 13).
Table 13
Interest in chronic non-malignant pain indicators as assessed by regional experts. Mean
score and relationship to feasibility of measurement in pilot tests
Mean Score*
Measurement Measurement
Total
Examples
Feasible
Not Feasible
(mean score)**
Very High (> 4)
19
6
25
Appropriate analgesic treatment
in trigeminal neuralgia (4.92)
High (3-4)
13
6
19
Patients attending consultation
for
chronic
pelvic
pain
prescribed
appropriate
treatment (3.75)
Medium/Low
1
1
2
Not prescribing ergotamine or
(< 3)
botulinum toxin in migraine
(2.75)
Total
33
13
46
*: Assessment scale: 1 = Of no interest; 2 = Not very interesting; 3 = Interesting; 4 = Very interesting;
5 = Extremely interesting.
**: Indicator with the highest mean score of those rated “Very High” (> 4); at the median for those rated
“High” (3-4); and with the lowest score of those rated “Medium/Low” (< 3).

26.67  13.78
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3.2. Data Collection Manuals
To make it easier for measurement to be replicated at any site that deals with
patients falling into any of the groups considered when constructing and pilot
testing these indicators, the corresponding data collection manuals have been
produced.
These manuals contain structured data collection forms stating the definition of
the indicators, the MBDS or ICPC codes with which to search for cases to be
assessed in the hospital setting and in primary care respectively, as the case
may be, together with any remarks or explanations needed to enable the
indicators to be collected easily and consistently.

3.3. Guidelines for Pilot Testing in Other Institutions
As pilot tests took place at a limited number of sites (intended to be
representative of all types of sites that might care for patients with any of the
three types of pain considered), three sets of guidelines have been produced for
pilot testing the indicators (one for each set or type of pain). These documents
contain details of methodology and practical information on how to prepare for
the evaluation to be performed, how to conduct the sampling and data collection,
and how to analyse the data and report the results.
These guidelines are accompanied by an Excel database to assist with
automatic calculation of kappa values, LQAS test results and estimated
indicator compliance with a 95% confidence interval.
The guidelines and manuals also come with a supplementary general reference
document containing a detailed description of the indicators, based on the
standard form used for constructing and discussing them, as shown in Figure 2.
All these documents are available on the websites of the Grünenthal
Foundation (http://www.fundaciongrunenthal.es), the Health Research
Foundation (http://www.fuinsa.org), and the University of Murcia Health
Services Quality Management Research Group (http://www.calidadsalud.com)
in the “Publications” (Publicaciones) section.
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APPENDICES
APPENDIX 1: SUMMARY LISTS OF ALL INDICATORS
CONSTRUCTED: DESCRIPTION OF RECOMMENDATIONS AND
INDICATORS, LEVEL OF EVIDENCE, STRENGTH OF
RECOMMENDATION, METHOD OF MEASUREMENT,
RELIABILITY AND ASSESSMENT OF INTEREST LEVEL
Appendix 1.1.: Indicators for Acute Pain Management
Appendix 1.2.: Indicators for Chronic Malignant Pain
Management
Appendix 1.3.: Indicators for Chronic Non-Malignant Pain
Management

APPENDIX 2: EASILY MEASURED HIGH-PRIORITY
INDICATORS (RATED OF VERY HIGH INTEREST)
Appendix 2.1.: Indicators for Acute Pain Management
Appendix 2.2.: Indicators for Chronic Malignant Pain
Management
Appendix 2.3.: Indicators for Chronic Non-Malignant Pain
Management
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Appendix 1.1.
INDICATORS FOR ACUTE PAIN MANAGEMENT
Evidence*
RECOMMENDATION
LE

Ref.**

Indicator

SR

Measured
by

Kappa

Audit

100%

4.69

0.63

4.69

0.81

4.69

Audit

100%

4.33

Review of
medical
records

0.82

3.45

Review of
medical
records

0.73

4.33

¶

Interest
#
value

POST-OPERATIVE ACUTE PAIN
General
There should be protocols for the
management of post-operative pain
according to surgery type (at least one
protocol per specialty).
A3

A

1,2

B1

B

1,2

Regular assessment of pain using valid
scales such as VAS or VNRS (every hour
while the patient is in recovery or by
shift in the hospital ward).

I.A.1.1 Existence of
protocols for the
management of postoperative pain according
to surgery type (protocols
for use in the hospital,
department of
anaesthesia and
resuscitation, and surgical
departments).
I.A.1.2 Percentage of
post-surgical patients
regularly asked about
pain levels, during the
post-operative period
(including recovery).
Composite indicator:
 In the recovery room.

Review of
medical
records

 In the ward.
There should be specific protocols for
epidural analgesia.

Use of intravenous PCA with opiates (if
PCA not available, intravenous
analgesia should at least be by
continuous infusion, and never just “if
in pain”).

Specific to particularly painful surgery
Use of multimodal analgesia for surgery
with severe post-operative pain
(VAS > 7).

A1

A

2,3,4,
5,6

A1

A

7

A

7, 8,
9-20,
21-23,
24-26

A1

I.A.1.3 Existence of
protocols for postoperative epidural
analgesia recommending
an appropriate
combination of drugs.
I.A.1.4 Percentage of
hospitalised post-surgical
patients given
intravenous analgesia
including PCA (patientcontrolled analgesia) with
opioids.
I.A.2.1 Percentage of
patients who have
undergone surgery
entailing severe postoperative pain given
multimodal analgesia.
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Administer steroids as adjuncts in
surgical procedures causing moderate
to severe pain (VAS > 4):
dexamethasone 8 to 15 mg or
methylprednisolone 125 mg, pre- or
intra-operative.

Specific to breast-cancer surgery
Pre-incisional paravertebral block in
breast-cancer surgery (with long-acting
local anaesthetics: bupivacaine,
levobupivacaine or ropivacaine).

Anaesthesia for mastectomy NOT given
using high-dose remifentanil +
sevoflurane because of post-operative
hyperalgesia.

A2

A

I.A.2.2 Percentage of
patients who have
undergone surgery
entailing moderate to
severe post-operative
pain (VAS ≥ 4) in whom
there is evidence of
adjunctive steroid
treatment.

Review of
medical
records

0.82

2.82

Review of
medical
records

1.00

2.91

Review of
medical
records

1.00

2.82

I.A.4.1 Percentage of
patients subjected to
craniotomy or
laparoscopic surgery who
have long-acting local
anaesthetics infiltrated
into the surgical wound to
supplement postoperative analgesia.

Review of
medical
records

1.00

3.00

40,
110

I.A.5.1 Percentage of
patients undergoing
surgery of the upper limb
under intravenous
regional anaesthesia who
have a glucocorticosteroid and NSAID in
addition to the local
anaesthetic.

Review of
medical
records

0.87

2.18

41, 42

I.A.6.1 Percentage of
patients undergoing
major orthopaedic
outpatient surgery
(excluding removal of
bone material) given
multimodal analgesia
with peripheral nerve or
plexus block.

Review of
medical
records

0.81

3.75

2, 27,
28-35

A3

A

36

A3

A

37

Specific to laparoscopic/hernia surgery and craniotomy
Infiltration of long-acting local
anaesthesia (bupivacaine,
levobupivacaine or ropivacaine) into
the surgical wound in craniotomy and
A3/
A/ 24-26,
trocar entry ports in laparoscopic
38, 39
B1
B
surgery.

I.A.3.1 Percentage of
mastectomy patients
given pre-incisional
paravertebral block, using
long-acting local
anaesthetics.
I.A.3.2 Percentage of
breast cancer surgery
(mastectomy) patients in
whom combination highdose remifentanil +
sevoflurane is NOT used.

Specific to surgery of the upper limb with regional anaesthesia
Addition of a glucocorticosteroid and a
NSAID (ketorolac and dexamethasone)
to intravenous regional anaesthesia in
surgery of the upper limb.
A3

A

Specific to major orthopaedic outpatient surgery
Multimodal analgesia (with peripheral
nerve plexus block) in patients
undergoing major orthopaedic
outpatient surgery.
A3
A

Specific to arthroscopic knee surgery
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Intra-articular injection of
triamcinolone or methylprednisolone
to reduce pain after surgical
arthroscopy of the knee (with or
without long-acting local anaesthetic).
Insertion of an intra-articular catheter
for continuous infusion of local
anaesthetic is not recommended
because it is associated with the onset
of chondrolysis.
Specific to chest surgery
Use of pre-incisional thoracic epidural
analgesia in open chest surgery.

A3

B3

A1

Specific to inguinal hernia repair
Ilioinguinal or iliohypogastric block for
analgesia in inguinal hernia repair (or
infiltration of the surgical wound using
long-acting local anaesthetics).

A

D

A

43, 44

I.A.7.1 Percentage of
patients undergoing
arthroscopic surgery of
the knee given intraarticular
glucocorticosteroid.

Review of
medical
records

1.00

2.18

I.A.8.1 Percentage of
patients undergoing open
chest surgery in whom
epidural analgesia
commenced before the
surgical incision.

Review of
medical
records

0.74

3.50

Review of
medical
records

1.00

3.33

48

I.B.1.1 Percentage of
patients seen for acute
abdominal pain given
analgesia at the start of
the process (without
waiting for a diagnosis).

Review of
medical
records

0.79

3.08

49

I.B.2.1 Percentage of
patients seen for acute
pain due to renal colic
(except for allergies and
other contraindications)
given NSAIDs, opioids
and/or metamizole
intravenously.

Review of
medical
records

1.00

4.15

2IV/N

45-46,
47

I.A.9.1 Percentage of
patients undergoing
hernia repair given
ilioinguinal/hypogastric
38
B1
B
block for intra- and postoperative analgesia, or
infiltration of the surgical
wound, using long-acting
local anaesthetics.
NON-SURGICAL ACUTE PAIN

Specific to abdominal pain
Analgesia before diagnosis of
abdominal pain.
A1

Specific to renal colic
Administration of NSAIDs, opioids
(pethidine, morphine) or metamizole
intravenously in the treatment of acute
pain due to renal colic.

Specific to chest pain of ischaemic origin

A1

A

A

45

Administration of morphine in chest
pain of ischaemic origin (STEACS: STsegment elevation acute coronary
syndrome). Analgesic support in
ischaemic chest pain is adequate
restoration of myocardial oxygen,
including supplementary O2, glyceryl
trinitrate, beta-blockers and other
measures to improve coronary
perfusion.

B1

B

50

I.B.3.1 Percentage of
patients seen for acute
ischaemic chest pain due
to STEACS (excluding
other coronary
syndromes) in whom
there is evidence of
analgesic treatment with
morphine.

Review of
medical
records

0.84

4.58

Audit

100%

3.46

Review of
medical
records

ne

3.33

Review of
medical
records

ne

2.50

Audit

100%

4.67

OBSTETRIC PAIN
Pregnancy-specific
There should be protocols for
preventive education and backstrengthening exercises and
compliance in care plans for pregnant
women (should contain: education
about physical activities in daily life and
strengthening exercises).

Compliance with protocols for
preventive education and backstrengthening exercises in care plans
for pregnant women.

Non-selective NSAIDs during pregnancy
are associated with an increased risk of
miscarriage and persistent pulmonary
hypertension in the neonate.

Birth-specific
Presence of appropriate protocols for
epidural analgesia during labour,
including:
1. Adequate information (timing, form
and contents) for providing valid
consent.
2. No restrictions on minimum level of
cervical dilation for technique to be
applied.
3. Use of infusions combining lowstrength local anaesthetics (≤ 0.125%
for bupivacaine or levobupivacaine, or
≤ 0.2% for ropivacaine) with opiates
(fentanyl 2 g/ml).
4. Use of PCA devices.
5. Round-the-clock service coverage.

A1

A

2, 51,
52-/D

A1

A

2, 51,
52-/D

B1

D

53,
54, 55

A1

A

56-60

I.C.1.1 Existence of
protocols in care plans for
pregnant women at
regional health
departments, local health
authorities and health
centres caring for
pregnant women, about
preventive activities and
exercise.
I.C.1.2 Percentage of
pregnant women
educated about physical
activities in daily life to
prevent backache, and
about back-strengthening
exercises.
I.C.1.3 Percentage of
pregnant women
prescribed or
recommended nonselective NSAIDs during
pregnancy.

I.C.2.1 Existence of a
protocol on obstetric
epidural analgesia.
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Epidural analgesia offered during
labour.
A

A

Sub-optimal epidural analgesia has
been associated with an increased risk
of adverse delivery outcome.
B1

D

Post-hosp.
survey or
review of
medical
records

N/A

4.73

Post-hosp.
survey or
review of
medical
records

N/A

3.64

62

I.C.3.1 Existence of
protocols for postCaesarean regional
analgesia, covering
infiltration of the surgical
wound or infiltration of
abdominal wall nerves.

Audit

100%

3.67

62

I.C.3.2 Percentage of
patients undergoing
Caesarean section with
evidence of regional
analgesia (infiltration of
the surgical wound or
infiltration of abdominal
wall nerves) after
Caesarean section
irrespective of the chosen
method of analgesia.

Review of
medical
records

0.83

3.58

63

I.C.3.3 Existence of
protocols for education in
appropriate breastfeeding techniques, at
local health authorities,
health centres and
hospitals providing
obstetric care.

Audit

100%

3.58

63

I.C.3.4 Percentage of new
mothers educated about
appropriate breastfeeding techniques.

N/A

3.58

56-58

61

Specific to the post-partum period and breast-feeding
There should be protocols for regional
analgesia to treat post-Caesarean pain.
A1

Compliance with protocols for regional
analgesia.
Regional analgesia for post-operative
pain should be given irrespective of
whether anaesthesia for Caesarean
section was spinal or general.
Post-Caesarean epidural analgesia can
be regarded as regional analgesia when
the patient already has an epidural
catheter in place for analgesia during
the dilation period and anaesthesia for
Caesarean section.
Existence of protocols for education
about breast-feeding techniques.

A1

A1

Compliance with protocols for
education about breast-feeding
techniques.

A1

A

A

A

A

I.C.2.2 Percentage of
women in labour
(excluding planned
Caesareans) who were
offered epidural
analgesia.
I.C.2.3 Percentage of
women in labour with
epidural analgesia who
have sub-optimal
analgesia (VAS ≥ 3 thirty
minutes after analgesia is
given).

PROCEDURAL PAIN
Specific to burns patients

Survey or
review of
medical
records

47

There should be protocols for changing
dressings in burns patients that include
analgesia with short-acting opioids
(fentanyl). Administration may be by
intravenous PCA or transmucosal,
sublingual or intranasal fentanyl on
patient demand.
Use of patient-controlled on-demand
fentanyl analgesia (in PCA devices at
sites where these are available) for
dressing changes in burns patients.

A2

A2

Specific to patients in intensive care
There should be protocols for boosting
analgesia and sedation for conducting
potentially painful procedures in the
ICU or recovery room (e.g. regular
aspiration of endotracheal tube,
tending wounds, changing dressings or
bandages and changing patient’s
position).
Use of boosted analgesia and sedation
for conducting potentially painful
procedures in the ICU or recovery
room.

Endoscopy-specific
Use of propofol as the main substance
in sedation for gastrointestinal
endoscopy (greater post-procedure
satisfaction, reduced sedation time and
reduced recovery time).

B2

B2

B

B

A

A

64-67

I.D.1.1 Existence of
protocols for changing
dressings in burns
patients that include
analgesia with shortacting opioids (fentanyl).

Audit

100%

4.42

64-67

I.D.1.2 Percentage of
dressing-change
procedures in burns
patients employing
patient-controlled
fentanyl analgesia in PCA
devices (if available at the
site) or on-demand
transmucosal, sublingual
or intranasal fentanyl (if
PCA not available).

Review of
medical
records or
observ.

ne

4.64

68, 69

I.D.2.1 Existence of
protocols for boosting
analgesia and sedation
for conducting potentially
painful procedures at
sites with an ICU or
RECOVERY ROOM.

Audit

100%

4.45

68, 69

I.D.2.2 Percentage of
potentially painful
procedures in patients on
mechanical ventilation in
the ICU or RECOVERY
ROOM employing
boosted analgesia and
sedation.

Review of
medical
records or
observ.

N/A

4.55

Review of
medical
records

0.93

3.64

Review of
medical
records

1.00

2.45

A2

B

701+/-76

A1

B

701++/-,
77

Use of intravenous lidocaine prior to
propofol sedation in gastrointestinal
endoscopy.

I.D.3.1 Percentage of
sedated patients
undergoing
gastrointestinal
endoscopy in whom
propofol is used as the
main substance.
I.D.3.2 Percentage of
patients sedated with
propofol for
gastrointestinal
endoscopy in whom
lidocaine was used via
intravenous access during
venous stasis prior to
propofol use.
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Use of patient-selected music during
propofol sedation in gastrointestinal
endoscopy (enables a lower dose of
propofol to be administered).

Use of carbon dioxide during
gastrointestinal endoscopy
(significantly less pain).

Pain on needle insertion
There should be valid protocols for
preparation to lessen venepuncture
pain in children. Appropriate practices:
®
Use of creams such as EMLA ,
tetracaine or lidocaine 4% liposomal at
least 60 minutes before venepuncture
takes place;
- Lidocaine by iontophoresis at least
10 minutes before venepuncture takes
place;
- Lidocaine 1% in compressed-CO2
needle-free devices at least 3 minutes
before venepuncture takes place;
- Use of non-drug strategies such as
distraction, hypnosis and combined
cognitive behaviour interventions.
Venepuncture pain in children should
be prevented.

There should be a protocol for
®
preparation with EMLA cream to
lessen lumbar puncture pain in
children.

I.D.3.3 Percentage of
patients sedated with
propofol for
1-/B
70 ,
A1
B
gastrointestinal
78
endoscopy in whom
patient-selected music
was used during sedation.
I.D.3.4 Gastrointestinal
endoscopy units should
79, 80
A2
A
use CO2 as insufflation
gas. (Audit)
PROCEDURAL PAIN IN CHILDREN

A1

A

A2

A

81-87

A2

A

87, 88

Pain caused by diagnostic lumbar
puncture in children should be
prevented.
A2

Pain on catheterisation

81-87

A

87, 88

I.E.1.1 Existence of
appropriate protocols for
preparation to lessen
venepuncture pain in
children.

I.E.1.2 Percentage of
venepunctures in children
done using one of the
measures specified in
indicator I.E.1.1.
I.E.1.3 Existence of a
protocol on preventing
lumbar puncture pain in
children, recommending
®
the use of EMLA cream
applied at least
60 minutes before the
needle is inserted.
I.E.1.4 Percentage of
lumbar punctures in
children in which pain is
prevented by applying
®
EMLA cream at least
60 minutes before the
needle is inserted.

Review of
medical
records

1.00

2.00

Audit

100%

1.91

Audit

100%

4.00

Review of
medical
records or
observ.

ne

4.00

Audit

100%

3.70

Review of
medical
records or
observ.

ne

4.40
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There should be an appropriate
protocol for preventing urethral
catheterisation pain in children.
A3

Urethral catheterisation pain in
children should be prevented with
anaesthetic lubricant at least
10 minutes before catheterisation.

Wound and laceration pain
There should be a protocol on wound
and laceration repair in children that
includes pain-reduction measures such
as:
 Using topical anaesthetic gels or
solutions instead of or prior to
transdermal infiltration of
anaesthetics;
 Using adhesive dressings instead of
sutures in simple lacerations
whenever possible;
 Inhalation of 50% N2O in O2 during
repair.
Pain in wound and laceration repair in
children should be prevented.

A3

A1

A3

Pain during closed reduction of fractures
There should be a protocol on closed
reduction of fractures in children that
includes pain-reduction measures by
using any of the following opiate drugs
in the triage section of A&E:
 Intranasal fentanyl;
A2
 Oral transmucosal fentanyl;
 Oral oxycodone;
 Intravenous (IV) or intramuscular (IM)
morphine.

A

A

A

A

B

87, 89

87, 90

I.E.2.1 Existence of a
protocol for preparing for
urethral catheterisation in
children that includes the
use of local anaesthetic
lubricant applied at least
10 minutes before
insertion takes place.
I.E.2.2 Percentage of
urethral catheterisations
done in children in which
anaesthetic lubricant is
applied at least
10 minutes before
catheterisation.

91-94

I.E.3.1 Existence of a
protocol on wound and
laceration repair in
children that includes one
or more of the painreduction measures
listed.

91-94

I.E.3.2 Percentage of
wound and laceration
repairs in children
employing one or more of
the protocol-adjustment
measures proposed
(indicator I.E.3.1).

95-98

I.E.4.1 Existence of a
protocol on closed
reduction of fractures in
children that includes
appropriate painreduction measures.

Audit

100%

3.91

Review of
medical
records or
observ.

ne

3.91

Audit

100%

4.09

Review of
medical
records or
observ.

ne

4.33

Audit

100%

4.27
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There should be appropriate pain
prevention in closed reduction of
fractures in children.

Procedural pain in neonates
There should be valid protocols for
preparation to lessen pain caused by
taking blood samples in neonates,
including the following measures:
 Venepuncture in preference to heel
lance;
®
 Using EMLA cream at least 60 minutes
before venepuncture takes place;
 Breast-feeding while venepuncture
takes place or oral sucrose solution
beforehand.
Pain caused by taking blood samples in
neonates should be prevented.

There should be a protocol for
®
preparation with EMLA cream to
lessen pain caused by diagnostic
lumbar puncture in neonates.

I.E.4.2 Percentage of
closed reductions of
fractures in children
employing any of the
following opiate drugs in
95-98 the triage section of A&E:
A3
A
 Intranasal fentanyl;
 Oral transmucosal
fentanyl;
 Oral oxycodone;
 IV or IM morphine.
PROCEDURAL PAIN IN NEONATES

A1

A

99102

A1

A

99102

A3

A

103,
104

A

103,
104

Pain caused by diagnostic lumbar
puncture in neonates should be
prevented.
A3

I.F.1.1 Existence of valid
protocols for preparation
to lessen pain caused by
taking blood samples in
neonates.

I.F.1.2 Percentage of
blood samplings in
neonates employing
appropriate pain
prevention (protocol
measures proposed in
indicator I.F.1.1.).
I.F.1.3 Existence of a
protocol on preventing
lumbar puncture pain in
neonates, recommending
®
the use of EMLA cream
applied at least
60 minutes before the
needle is inserted.
I.F.1.4 Percentage of
lumbar punctures in
neonates in which pain is
prevented by applying
®
EMLA cream at least
60 minutes before the
needle is inserted.

Review of
medical
records or
observ.

1.00

4.45

Audit

100%

3.64

Review of
medical
records or
observ.

ne

3.73

Audit

100%

3.36

Review of
medical
records or
observ.

ne

4.18
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There should be a protocol for
®
preparation with EMLA cream to
lessen pain caused by suprapubic
puncture for taking urine samples in
neonates and infants.

A3

A

104,
105

A

104,
105

Pain caused by suprapubic puncture for
taking urine samples in neonates and
infants should be prevented.
A3

Pain on retinopathy testing
There should be a valid protocol for
preventing pain caused by the
retinopathy test in premature
neonates, by combined use of:
 a dummy;
 oral sucrose;
 topical application of anaesthetic eye
drops.

A3

A

106109

A

106109

Pain caused by the retinopathy test in
premature neonates should be
prevented.
A2

I.F.1.5 Existence of a
protocol on preventing
pain caused by
suprapubic puncture in
neonates, recommending
®
the use of EMLA cream
applied at least
60 minutes before the
needle is inserted.
I.F.1.6 Percentage of
suprapubic punctures in
neonates and infants in
which pain is prevented
®
by applying EMLA cream
at least 60 minutes before
the needle is inserted.
I.F.2.1 Existence of a
protocol for preventing
pain caused by the
retinopathy test in
premature neonates that
includes the combined
use of a dummy, oral
sucrose and topical
application of anaesthetic
eye drops.
I.F.2.2 Percentage of
retinopathy tests in
premature neonates in
which pain is prevented
by the combined use of a
dummy, oral sucrose and
topical application of
anaesthetic eye drops.

Audit

100%

3.09

Review of
medical
records or
observ.

ne

4.09

Audit

100%

3.18

Review of
medical
records or
observ.

ne

3.27

*: Harmonised evidence and strength of recommendation (see Tables 1 and 2). **: Clinical practice
guidelines cited as references show the evidence level and strength of recommendation (by their own
scale) in superscript.
¶
: Indicators that give results in percentage form are shown in terms of general agreement rate rather than
kappa index like the rest. ne: Not evaluated (measurement not feasible). N/A: Not applicable. #: Mean
interest rating on a scale of 1 to 5, as assessed by experts in the various self-governing regions.
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Appendix 1.2.
INDICATORS FOR CHRONIC MALIGNANT PAIN MANAGEMENT
EVIDENCE*

RECOMMENDATION

LE

Inter-

Ref.**

Indicator

SR

Measured
¶
est
Kappa
#
by
value

PATIENT ASSESSMENT
Pain assessment
Use of validated tools: pain scales (visual,
verbal, analogue).

A2

A

The patient should be the main judge of
his/her pain.

B1

A

The results of pain treatment in cancer
patients should be evaluated regularly by
means of visual, numerical or verbal scales.

D

B

Percentage
of
11++/D, 2-/C, II.A.1.1
patients seen with chronic
3III/B,4
malignant pain whose pain
13/D, 2-/A,
intensity is measured by
III/B
3 ,4
any of the validated pain
scales (visual analogue
scale, numerical scale,
verbal
scale,
FACES Review
of
scale).
medical
records
Composite indicator:
11+/D, 2EO, 4  Admissions



Consultations



Home

4.77

1.00
1.00
1.00

Assessment of psychological suffering
Use of validated tools:
psychological suffering.

scales

for

Psychological suffering should be predicted
and evaluated (psychosocial evaluation).

A2

A2

A

A

Percentage
of
13/D, 2-/A, II.A.2.1
3III/C, 4, 5 patients seen with chronic Review
malignant
pain
whose
of
psychological
suffering
is
12++/B, 3III/B, evaluated by validated tools medical
records
4, 5
(e.g. the NCCN distress
thermometer).

1.00

4.46

0.76

3.62

DRUG TREATMENT
NSAIDs. Prevention of secondary risks
Concomitant gastric protectants should be
prescribed in patients on NSAIDs, with
misoprostol 800 µg/day, a standard dose of
proton pump inhibitor (PPI) or a double dose
of H2-receptor antagonists.
Usual PPI doses to prevent NSAID-induced
ulcers:
 Esomeprazole 20 mg every 24 h
 Lansoprazole 30 mg every 24 h
 Omeprazole 20 mg every 24 h
 Pantoprazole 20 mg every 24 h
 Rabeprazole
Opiates. Prevention of secondary risks

A1

A

II.B.1.1
Percentage
of
patients
with
chronic
Review
1,1++/A,2-/A, malignant pain treated with
of
NSAIDs in whom there is
6
medical
evidence
of
gastric
records
protectants
being
prescribed.

62

There should be equi-analgesic rotation
tables at all sites that see cancer patients, to
permit equivalence when switching opioids.

Opiates should be rotated if:
 Pain controlled but adverse effects
intolerable;
 Pain not controlled but dose cannot be
increased because of side effects;
 Pain not controlled despite rapid escalation
of analgesia.
If optimised dose fails to control pain and
adverse effects appear, switch opiate, DO
NOT increase dose.
Oral morphine treatment is indicated on rung
2 of the WHO ladder for elderly patients with
uncontrolled chronic malignant pain.
The initial dose of rapid-release oral
morphine in elderly patients is 2.5-5 mg every
4-6 h.
Prophylaxis against constipation should be
prescribed in patients treated with major
opiates, combining transit stimulants and
laxatives:
 Lactulose 15-45 ml orally every 6-8 h;
 Bisacodyl 5-10 mg every 12-24 h,
maximum dose 30 mg/day.
Antiemetics should be prescribed for opiatetreated patients:
 Metoclopramide 10-20 mg every 6-8 h;
 Haloperidol 1-2 mg per day;
 Prochlorperazine 5-10 mg every 8-12 h;
 Chlorpromazine 10-50 mg every 4-6 h.
In the event of persistence or tolerance,
alternatives to the oral route should be
considered (transdermal or subcutaneous).

B3

B

A2

B

A2

D

B1

B

B1

B

13/D, 7

3III/B

3II/B

A

3II/B, 6

A2

A

3II/B, 6

5HT3 receptor antagonists are NOT indicated.

General

D

100%

4.62

ne

4.54

II.B.2.3
Percentage
of
elderly patients (> 65 years)
Review
with chronic malignant pain
of
starting
oral
morphine
medical
treatment
given
rapidrecords
release oral morphine at an
age-adjusted dose.

ne

4.38

II.B.2.4
Percentage
of
Review
patients treated with major
of
opiates
prescribed
medical
prophylaxis
against
records
secondary constipation.

1.00

4.62

II.B.2.5
Percentage
of Review
patients on opiate treatment
of
prescribed
preventive medical
treatment with antiemetics. records

0.93

4.00

Audit

14/D., 2EO, II.B.2.2
Percentage
of
3II/B, 7, 8, 9 patients in whom opiate Review
rotation is indicated who
of
have this done correctly medical
following
equi-analgesic records
conversion tables.
EO
II/B
1 , 3 , 7,
8, 9

A2

B1

II.B.2.1 Existence of equianalgesic
equivalence
tables for opiate rotation at
sites treating patients with
chronic malignant pain.

3II/B, 6

63

Medication should be prescribed according to
the WHO analgesic scale:
 Score 1-4, mild pain: WHO rung 1;
 Score 5-6, moderate pain: WHO rung 2;
 Score 7-10, intense pain: WHO rung 3.
Moderate to intense pain (WHO rung 3): firstline oral morphine treatment.

II.B.3.1
Percentage
of
patients seen for chronic
1 ,2 ,
malignant pain who have
3II/A, 10
their
pain
intensity
measured using a validated
scale and start analgesic
14/D,3III/C, 10 treatment based on the
score
obtained
in
accordance with the WHO
Review
analgesic scale.
of
medical
Composite indicator:
records
 Treatment in
4/B.

B1

B

A2

B

A2

B

Paracetamol and/or NSAIDs should be
prescribed at all stages on the WHO
analgesic ladder.

-/B

accordance with WHO
scale?

11++/A,2I/A,
10



Rescue analgesia should be prescribed for
“breakthrough pain” with oral transmucosal
fentanyl (OTF).

A2

B

Rescue
doses
of
immediate-release
morphine should be prescribed.

A2

B

D

B

The appropriate dose for each patient is
determined
on
an
individual
basis,
recommended as follows:
Morphine: immediate-release morphine (15%
of the daily dose, i.e. 1/6);
OTF: dose range 200-1600 g.
Background treatment should be adjusted
if:
 Needing more than three rescue doses of
morphine a day means that the dose of
delayed-release morphine must be
increased (25-50% of the daily dose);
 If more than 4 dose units (maximum dose)
of oral transmucosal fentanyl are needed:
adjust background treatment.

A2

A

Use IV or SC morphine for initial control of
intense pain:
 Intravenous 1-2 mg;

 Subcutaneous at a dose of 2.5-5 mg.

Specific complementary treatments

A1

B

Paracetamol and
NSAIDs at appropriate
doses?

1.00
3.92
0.64

11

II.B.3.2
Percentage
of
patients
with
chronic
malignant pain on opioid
12, 13 treatment in whom there is
prior
evidence
of
appropriate
“rescue”
medication
being
prescribed
with
rapid4/D
-/D
1 , 2 , release opioids in case of Review
3III/C, 4 the onset of breakthrough
of
medical
pain.
records
Composite indicator:

1EO, 3III/B, 4

3I/A



Is there a rescue
prescription?

0.85

4.31



Appropriate drug and
dose?

0.65

4.31

ne

4.31

II.B.3.3
Percentage
of
patients
with
intense
Review
chronic
malignant
pain
of
(VAS ≥ 7) given initial pain
medical
control with an appropriate
records
dose of intravenous or
subcutaneous morphine.

64

In patients with chronic malignant pain due to
bone metastasis, analgesic treatment should
be supplemented by prescribing an
intravenous
bisphosphonate
such
as
pamidronate or zoledronic acid (pamidronate
60-90 mg IV every 4 weeks or zoledronic acid
4 mg IV every 3-4 weeks).

A2

B

II.B.4.1
Percentage
of
patients
with
chronic
malignant pain due to bone
metastasis prescribed a
bisphosphonate as part of
Review
analgesic treatment.
11++/B, 2EO,
of
3I/A
medical
Composite indicator:
 On bisphosphonates? records

0.80

3.62

0.86

3.77

II.B.4.2
Percentage
of
patients
with
chronic
Review
pain
and
11++/A, 2-/A, malignant
of
neuropathic pain put on
3I/B
medical
treatment
with
optimal
records
doses of anticonvulsants or
tricyclic antidepressants.

ne

3.92

II.B.4.3
Percentage
of
11+/B, 3II/A patients with uncontrolled Review
chronic malignant pain and
of
pancreatic cancer given medical
coeliac plexus nerve block records
or spinal opiates.

ne

3.75


Patients with chronic malignant pain and
neuropathic pain should be given optimal
doses of:
Tricyclic antidepressants
 Amitriptyline 150 mg/day
 Imipramine 150 mg/day
 Venlafaxine at a dose of not less than
75 mg/day
 Duloxetine 60 mg/day
Anticonvulsants
 Gabapentin, initial dose 300 mg/day
gradually escalated to a maximum of
2400 mg/day
 Carbamazepine 100-200 mg/day,
maximum 1600 mg/day.
Any patient with uncontrolled chronic
malignant pain and pancreatic cancer should
be assessed for interventional therapy by
means of:

A2

A3

A

A

 coeliac plexus nerve block;

 use of spinal opiates.

B1

B

Appropriate dose and
regimen?

11+/B, 3II/B

PSYCHOLOGICAL TREATMENT
Treatment of psychological suffering
II.C.1.1
Percentage
of
patients seen with chronic
malignant pain treated for
psychological suffering.

Psychological interventions are necessary
and should be considered in patients with
malignant pain and psychological disorders.

A1

A

3

I/A

Composite indicator:



Is psychological
suffering assessed?



Is psychological
suffering treated?

Review
of
medical
records

1.00

97.7%

4.62
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HEALTH EDUCATION
Attention to treatment education needs
Sites should possess educational materials
about drug treatment in patients with chronic
malignant pain including:
 Fear of opiate addiction;
 Fear of developing tolerance;
 Fear of adverse effects;
 Fatalism about adequate pain control.
There should be protocols on educating
patients with chronic malignant pain about
their drug treatment including:
 Fear of opiate addiction;
 Fear of developing tolerance;
 Fear of adverse effects;
 Fatalism about adequate pain control.

A1

B

3II/B

A1

B

3II/B

A2

A

11+/A

Patients should be given personalised
education about their treatment and
malignant pain status.

II.D.1.1
Existence
of
educational material (e.g.
leaflets) for educating the
patient and his/her family
about the essential aspects
of treating malignant pain.

Audit

II.D.1.2
Existence
of
protocols with a systematic
approach
to
detecting
patients
with
chronic
Audit
malignant
pain
and
providing them with health
education activities about
their treatment.
II.D.1.3
Patients
with
chronic malignant pain who
undertake
personalised
health education activities
about their treatment.
Composite indicator:
Review
 Fear of opiate
of
medical
addiction;
records
 Fear of developing




tolerance;
Fear of adverse effects;
Fatalism about
adequate pain control.

100%

3.62

100%

3.85

1.00

4.46

1.00
1.00
1.00

GENERAL COMPLEMENTARY TREATMENTS
Physiotherapy
Physiotherapy
and
complementary
treatments can be used as adjunctive therapy
for patients with malignant pain:
 Exercise, acupuncture and TENS;

 Massage and aromatherapy.

A3

II.E.1.1
Percentage
of
patients
with
chronic Review
malignant
pain
whose
of
medical
records
show medical
evidence of complementary records
physiotherapy programmes.

1.00

3.23

II.E.2.1
Percentage
of
patients
with
chronic
Review
malignant pain in whom
of
there is NO evidence of
medical
cannabinoids
being
21++/A,3EO,
records
prescribed as the first
14
choice.

1.00

2.54

B
3I/A

A2

B

A2

B

Use of cannabinoids
Tetrahydrocannabinol/cannabidiol
oromucosal spray may be indicated in
multiple-sclerosis spasticity and adjunctive
analgesic treatment in advanced cancer.
According to the latest studies and reliable
clinical trials, the use of cannabinoids to treat
chronic malignant pain would only be a
treatment option in some cases of refractory
pain or neuropathic pain in which other
options have failed, but never as the first
choice.

A2

D

21++/A,3EO,
14

66

PERCEIVED QUALITY/REPORT
Perceived quality
Information should be collected about patientperceived quality of the healthcare provided,
staff behaviour, and information received
about pain treatment.

B1

A

II.F.1.1 Existence of a
validated
survey
about
perceived quality to be
given to patients seen with
chronic malignant pain who
15, 16, 17, attend a consultation, are
18
admitted to hospital or
receive domiciliary care,
asking about their pain
management by staff.

Audit

100%

4.23

Audit

100%

4.23

Health education
The patient should be asked about his/her
understanding of the therapy to be received.

D

B

3III/C, 19

I.F.2.1 Existence of a
survey or structured model
interview about what the
patient should know about
his/her treatment.

*: Harmonised evidence and strength of recommendation (see Tables 1 and 2). **: Clinical practice
guidelines cited as references show the evidence level and strength of recommendation (by their own
scale) in superscript. EO: Expert opinion.
¶
: Indicators that give results in percentage form are shown in terms of general agreement rate rather than
kappa index like the rest. ne: Not evaluated (measurement not feasible).
#: Mean interest rating on a scale of 1 to 5, as assessed by experts in the various self-governing regions.
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Appendix 1.3.
INDICATORS FOR CHRONIC NON-MALIGNANT PAIN
MANAGEMENT
EVIDENCE*

Recommendations

LE

SR

Ref. **

Indicator

1B2/-, 2, 3,
4

III.A.1.1 Percentage of
patients with chronic pain
seen at a primary-care,
specialist or palliative-care
consultation
whose
medical records show
evidence of a full painoriented
clinical
assessment.

Measured
by

Kappa

¶

Interest
#
value

GENERAL
Management of chronic pain in general
Definition
Chronic pain is defined as pain lasting more than 3 months.
All patients with chronic pain should have a
documented clinical history, including:
 Onset, quality, intensity, distribution,
course, sensory type and affective
burden;
 Aggravation and relief;

 Review of previous diagnostic tests,
results of previous treatment, and current
treatment;

B2

A

 Surgical history, social history, substance
abuse, family history, allergies, current
medication;

All patients on drug treatment should be
monitored and checked for side effects.

0.89

2. Timing.

0.84

4. Course.
5. Accompanying symptoms.
6. Neurological exam.

B2

A

1B2/-, 3

All patients with chronic pain should have a
psychological assessment, including:
Anxiety, depression;
Sleep.

1. Pain intensity (scale).
3. Distribution.

 Physical, occupational and social effects
of the pain.
All patients with chronic pain should have a
physical examination, including:
Neurological
and
musculoskeletal
examinations.

Composite indicator:
Separate assessment of:

B2

A

1

B2/-

,3

Review
of
medical
records

D

B

1 ,3

All patients with chronic pain should have
drug treatment, as part of a multimodal
strategy.
A2

B

1

A2/-

,3

0.56
0.82

4.77

0.82

7. Musculoskeletal exam.

0.74

8. Anxiety/depression.

0.71

9. Sleep.

0.83

10. Allergies.

0.85

11. Drug abuse.

0.59

12. Social/family status.

1.00

13. Occupational status and

0.84

history.
D/-

0.86

98.7%

14. Diagnosis.

III.A.1.2 Percentage of
patients with chronic pain
(except headaches, pelvic
pain and fibromyalgia)
prescribed a medication
regimen adjusted to their
pain
assessment
according to the WHO
analgesic scale and their
individual circumstances.

Review
of
medical
records

0.84

4.25
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Multimodal interventions and regular
reviews should form part of a treatment
strategy.
The Individualised Treatment Plan should
contain a risk/benefit assessment, should
be designed from lower to higher
aggressiveness and, if possible, should
take into account the opinion of other
professionals concerned.
Anticonvulsants are indicated in all patients
with chronic pain:
-2-delta antagonists and membranestabilising drugs.
Tricyclic antidepressants are indicated in all
patients with chronic pain.

A2

A1

A1

A

A

A

1A2/-, 3

1

A1/-

,3

1A1/-, 3

NMDA antagonists may be indicated in
patients with chronic pain.

C2

B

1C2/-, 3

Physiotherapy is indicated in the treatment
of patients with chronic pain.

A2

A

1A2/-, 3

B2

B

1B2/-, 3

All
patients
with
chronic pain should
undergo
an
appropriate
diagnostic procedure
as part of their
assessment.
The
choice
of
procedure
should
depend
on
their
history,
physical
examination
and
course of treatment.
The
procedure
should be guided by
imaging techniques.

Invasive diagnostic
procedures:
 Diagnostic
cervical medial
branch block;
 Diagnostic facet
joint block;
 Diagnostic
sacroiliac joint
block;
 Diagnostic nerve
block;
 Provocative
discography.

Risk of discitis,
epidural
abscess
and
nucleus
pulposus
embolisation
in
provocative
discography.
Chronic non-malignant pain in the elderly

III.A.1.3 Percentage of
patients seen with chronic
pain who are given
multimodal
treatment
appropriate
to
their
condition.

Composite indicator:

Multimodal treatment.

0.71

4.54



0.77

4.42

ne

4.08

Appropriateness.

III.A.1.4 Percentage of
patients with chronic pain
subjected to an invasive
diagnostic procedure in
whom this was performed
appropriately.

B3

C

1B3/-, 3

Review
of
medical
records

Review
of
medical
records
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Definition
The elderly population is defined as people over 65 years old.
The first-line analgesic
paracetamol
500-650 mg 4 times daily
except at night.
Max./day = 2.6 g, 8 doses
or 5 doses of 500 mg.
Absolute contraindication =
alcohol abuse.

of

choice

is

or 500 mg/4 h,
of 350 mg/day,

A2

A

3, 5H/S, 6H/S,
7

D

D

3, 5, 6H/S, 7

A1

D

3, 5M/S, 6M/S,
8

liver failure and

Drugs
unsuitable
for
the
elderly:
dextropropoxyphene,
indometacin,
ketorolac, high-dose NSAIDs (> 2 weeks),
pentazocine and pethidine.
Relative
contraindication
in:
arterial
hypertension, Helicobacter, history of
ulcers, combined use of corticosteroids or
serotonin
or
serotonin/noradrenaline
reuptake inhibitors (SSRI/SNRIs).
Non-selective
Active ulcer
NSAIDs and COX-2
selective
inhibitors
Kidney disease
are contraindicated
in:
Congestive heart
failure

C2

D

5L/S, 3L/S

A2

D

5M/S, 6M/S

A1

D

5M/W, 6M/W

Consider topical NSAIDs in joint and
muscle pain.

A2

B

3, 5M/W, 6, 8

Lidocaine in postherpetic
neuropathic pain.

A1

B

5M/S, 6, 7

Capsaicin in
neuropathic pain.

A1

B

5M/W, 6, 7

The use of corticosteroids for pain
treatment in the elderly should be reserved.

B1

B

3, 5M/S, 6, 7

In elderly chronic pain sufferers, analgesic
treatment for breakthrough pain should be
anticipated if long-acting opioids are
administered.

C2

B

5M/S, 6, 7

A2

B

3, 5M/S, 7

C2

B

3, 5M/S, 7

Lidocaine
or
capsaicin
patches
are indicated in postherpetic or diabetic
neuropathic pain.

In elderly fibromyalgia sufferers, analgesics
should be combined with adjuncts except
for tricyclic antidepressants.
Adjuncts should be introduced gradually
until the therapeutic dose is reached, and
withdrawn when the appropriate effect is
not achieved.

III.A.2.1 Percentage of
chronic pain sufferers
> 65 years old on ageadjusted treatment.

Review
of
medical
records

0.91

4.15
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NSAID treatment should Proton
pump
be combined with a inhibitor
proton pump inhibitor or
Misoprostol
misoprostol.
A COX-2 inhibitor can be used with aspirin
if combined with a proton pump inhibitor or
misoprostol.

A2

B

A2

A

A2

A

3, 5H/S, 6, 7,
8

3, 5H/S, 6H/S

Elderly patients taking NSAIDs/COX-2
inhibitors should be monitored for the onset
of gastric or renal toxicity, systolic
hypertension, heart failure and interactions.

D

B

3, 5L/S, 6L/S,
8

All elderly patients on treatment should be
monitored for adverse drug effects.

C2

A

3, 5M/S, 6, 7,
8, 9C/-

The use of tricyclic antidepressants should
be avoided in the elderly.

A1

D

3, 5M/S, 6, 7

B1

B

102+/D, 12

III.A.2.2 Percentage of
chronic pain sufferers
> 65 years
old
on
analgesic
therapy
prescribed concomitant
treatment to prevent the
side
effects
of
analgesics.

Review
of
medical
records

0.73

4.31

0.71

4.08

1.00

4.17

HEADACHES
Dealing with drug abuse
Applicable to all headaches.
Rule out abuse in headaches on
> 15 days/month for > 3 months, and in
patients on opioids or triptans.
If dependence exists, start gradual
detoxification, and add prophylaxis.

B1

B

102+/D, 12

III.B.1.1 Percentage of
patients with headache
of any aetiology treated
with opioids or triptans
for more than 3 months
whose medical records
show
evidence
of
assessment
for
treatment abuse.

Review
of
medical
records

Composite indicator:

Assessment of abuse.



Detoxification regimen.

Migraine
Definition
A one-sided, pulsatile headache, lasting minutes or hours, of medium to severe intensity, that is associated with nausea and/or
vomiting, sensitive to light or noise, and aggravated by routine physical activity. (SIGN)
Valproate is recommended in episodic
migraine.

A1

A

101++/A, 3,
12, 14

Opioids are not routine analgesics.

B1

B

102+/D, 3,
12

A

101++/A, 3,
12, 13

Aspirin and ibuprofen are recommended in
all cases of migraine.

A2

moderate

A3

A

101++/B, 3,
12

Triptans are recommended in migraine with
intense pain.

A2

A

101++/A, 3,
12

If no response to one triptan, switch to
another.

A3

A

101++/B, 3,
12

Paracetamol
migraine.

is

indicated

in

III.B.2.1 Percentage of
patients > 12 years old
seen for migraine attack
without
aura
given
treatment appropriate to
its intensity level.

Review
of
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96.6%

4.25
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Combined aspirin and metoclopramide can
be useful.

A2

A

Amitriptyline
venlafaxine
recommended
prophylaxis.

A2

B

A3

B

A2

B

A2

A

and Amitriptyline
are
as Venlafaxine

Daily propranolol and Propranolol
topiramate are useful
Topiramate
as prophylaxis.
Stress treatment and the use
acupuncture should be considered.

101+/B,3,12
III.B.2.2 Percentage of
101+/B, 3, patients with migraine
11, 12, 14 (except
menstrual
migraine
and
cluster
headache)
prescribed
101++/A, 3, appropriate
prophylactic
11, 12, 14 treatment.

Review
of
medical
records

0.93

4.17

III.B.2.3 Percentage of
migraine patients whose
medical records show
evidence of them having
been
offered
complementary non-drug
treatments.

Review
of
medical
records

1.00

3.42

III.B.2.4 Percentage of
migraine patients whose
medical records show NO
evidence of treatment with
ergotamine or botulinum
toxin.

Review
of
medical
records

0.63

2.75

III.B.2.5 Percentage of
patients diagnosed with
migraine
whose
neurological examination
is normal who do NOT
have neuroimaging tests.

Review
of
medical
records

0.57

3.33

of
A1

B

10

1+/B

, 12

Neither ergotamine nor botulinum toxin A is
recommended.
A3

Neuroimaging techniques are not indicated
in obvious migraine with a normal
neurological examination.

A1

D

D

10

1++/A

104/D, 12

Headaches in women
Migraine: A one-sided, pulsatile headache, lasting minutes or hours, of medium to severe intensity, that is associated with
nausea and/or vomiting, sensitive to light or noise, and aggravated by routine physical activity. (SIGN)
Migraine with aura: Migraine accompanied by focal neurological symptoms that appear just before (93%) or simultaneously
with (5%) the onset of pain and usually last less than 60 minutes. Present in 20% of migraines. The most common aura
symptoms are visual (95%): blurred vision, flickering bright spots, loss of vision in part of the visual field. The second most
common are sensory (40%): characterised by a mixture of tingling and numbness, affecting from one side of the face or hand
to the whole of one side of the body. Paralysis or loss of strength in one half of the body sometimes occurs.
Treat menstrual migraine with
A. Mefenamic acid, or
B. Aspirin + paracetamol + caffeine.
Triptans are useful in menstrual migraine.
Frovatriptan
and
naratriptan
are
recommended a few days before the cycle,
as prophylaxis.

A woman who suffers from migraine with
aura should not use oral contraceptives.

A1

A1

A1

B1

A

A

A

B

101++/A, 12 III.B.3.1 Percentage of
women seen for menstrual
migraine
prescribed
101++/A, 3, appropriate treatment.
12

Review
of
medical
records

ne

4.00

III.B.3.2 Percentage of
women with menstrual
migraine
prescribed
appropriate
prophylactic
treatment.

Review
of
medical
records

ne

4.00

III.B.4.1 Percentage of
, 12 women being treated for
migraine with aura whose
medical records show NO

Review
of
medical
records

1.00

3.67

101++/A, 3,
12

10

2++/B

73

evidence
of
oral
contraceptive treatment.
Tension headache
Definition
A bilateral, pressing headache of medium/moderate intensity that does not interfere with routine activity. (SIGN)

A

101++/A, 3,
12

III.B.5.1 Percentage of
patients seen for tension
headache whose medical
records show evidence of
treatment prescribed for
acute attacks.

Review
of
medical
records

0.86

3.83

A

101+/A, 3,
11, 12

III.B.5.2 Percentage of
patients seen for tension
headache
prescribed
prophylactic treatment.

Review
of
medical
records

0.67

3.58

Aspirin and paracetamol are recommended
for acute attacks.
A1

Amitriptyline
prophylaxis.

is

recommended

as
A1

Cluster headache
Definition
Attacks of severe, unilateral, periorbital and/or temporal headache, lasting 15-180 minutes and occurring up to 8 times a day,
accompanied by lacrimation, rhinorrhoea, miosis, ptosis and/or eyelid oedema. (SIGN)
Subcutaneous sumatriptan
acute treatment.

as

first-line

Intranasal sumatriptan or zolmitriptan as an
alternative to the subcutaneous route.

A1

A1

A

A

101++/A

101++/A

Verapamil is recommended as prophylaxis.
A1

A

10

1+/B

III.B.6.1 Percentage of
patients seen for cluster
headache whose medical
records show evidence of
them
having
been
prescribed
appropriate
analgesic treatment.

Review
of
medical
records

ne

4.17

III.B.6.2 Percentage of
patients seen for cluster
headache whose medical
records show evidence of
them
having
been
prescribed
appropriate
prophylactic treatment.

Review
of
medical
records

ne

4.00

CHRONIC PELVIC PAIN
Chronic pelvic pain
Chronic non-malignant pelvic pain is continuous or intermittent pain located in the lower abdomen, pelvis or structures within
the pelvis, persisting for at least 6 months.
(J. Moore. Causes of chronic pelvic pain. Bailliere’s Clinical Obstetrics and Gynaecology 2000 Vol. 14, No. 3, 398-402)
Chronic pelvic pain of visceral origin
requires multidisciplinary management.

A2

B

151a/A, 16,
17

Relaxation techniques are indicated in the
treatment of chronic pelvic pain.

B3

B

152a/B, 16,
17

The drug treatment indicated for chronic
pelvic pain involves paracetamol and/or
COX-2 anti-inflammatories.

A2

B

Gabapentin is indicated in the relief of
chronic pelvic pain of neuropathic origin.

A2

B

III.C.1.1 Percentage of
15 , 16, patients seen with chronic
pelvic pain whose medical
17
records show evidence of
appropriate treatment.
1a/A
15 , 16,
17

Opioids are indicated in the drug treatment
of chronic pelvic pain.

A2

B

151a/A, 16,
17

1b/A

Review
of
medical
records

0.67

3.75
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Non-steroidal anti-inflammatory drugs are
indicated
in
the
treatment
of
dysmenorrhoea.

A1

A

151a/B, 16,
17

Chronic prostate pain
Persistent or recurrent prostate pain, of inflammatory or non-inflammatory origin, associated with
urinary symptoms or sexual dysfunction.
Eur Urol 2010; 57 (1): 35-48
Non-steroidal
antiinflammatory drugs,
5--reductase
inhibitors
and/or
herbal medicines are
indicated in chronic
prostate pain.

NSAIDs

A3

B

151b/B, 16

5--reductase
inhibitors

A2

B

151b/B, 16

Herbal medicines

Massage and/or acupuncture treatment is
indicated in chronic prostate pain.

A2

B

151b/B, 16

B3

B

152a/B, 16

III.C.2.1 Percentage of
patients seen with chronic
prostate
pain
whose
medical records show
evidence of appropriate
treatment.

Review
of
medical
records

ne

3.75

Chronic bladder pain
Bladder-related suprapubic pain, accompanied by symptoms affecting urination, in the absence of urinary infection or obvious
disease.
Eur Urol 2010; 57 (1): 35-48
Hydroxyzine,
Hydroxyzine
amitriptyline and/or
ciclosporin
are
indicated
in
the Amitriptyline
treatment of chronic
Ciclosporin
bladder pain.
Treatment with pentosan polysulfate
sodium (PPS) is indicated in chronic
bladder pain.
Intravesical treatment
with PPS or dimethyl PPS
sulfoxide is indicated
in chronic bladder
Dimethyl sulfoxide
pain.

A3

B

A2

A

A3

B

A2

A

A3

151b/A

151a/A

B
15

B1

B

B3

B

1b/A

III.C.3.1 Percentage of
patients seen with chronic
bladder
pain
whose
medical records show
evidence of appropriate
treatment.

Review
of
medical
records

1.00

3.75

Intravesical treatment with hyaluronic acid
and/or chondroitin sulfate is indicated in
chronic bladder pain.
152b/B

NON-SPECIFIC LOW BACK PAIN
Non-specific low back pain
Tension, soreness and/or stiffness in the lower back region for which it is not possible to identify a specific cause of the pain.
Several structures in the back, including the joints, discs and connective tissues, may contribute to symptoms. (NICE Clinical
Guideline 88)
CHRONIC NON-SPECIFIC LOW BACK PAIN: Common or simple non-specific low back pain between the lower margin of the
ribs and the lower buttocks, which may or may not involve the legs, with negative signs in manoeuvres to detect radiculopathy

75

and no neurological impairment, lasting more than 3 months or with 3 recurrent episodes per year. (Valencian Society for
Family and Community Medicine: http://www.svmfyc.org/fichas/f058/ficha058.pdf)
Patient education to: encourage selfmanagement of his/her low back pain and a
return to normal activities. Educational
programmes include:
 Causes and mechanisms of pain;

 Recommendations about treating pain
and how to cope with it in daily life;

A1

A

181++/-,
19A/-,
20M/S, 21

III.D.1.1 Percentage of
patients seen with nonspecific low back pain with
evidence of inclusion in an
educational
programme
for a return to normal
activity.

Review
of
medical
records

1.00

4.62

181+/-,
19A/-,
20M/S, 21,
22

III.D.1.2 Percentage of
patients seen with nonspecific low back pain with
evidence of inclusion in a
therapeutic
exercise
programme.

Review
of
medical
records

1.00

4.50

Review
of
medical
records

1.00

3.67

Review
of
medical
records

0.7

4.25

Review
of
medical
records

ne

4.00

 Ergonomics applied to daily life (home,
work and leisure);
 Prevention of relapses.
Supervised
therapeutic
exercise
treatment.
Therapeutic
exercise
programmes include:
 Aerobic activity;
 Instructions about movement;
 Strengthening muscles;
 Posture control;
 Stretching.
Cognitive
behaviour
treatment
programmes.
- Programmes to help patients learn coping,
adjustment and pain management skills,
increase physical activity and control stress.

Appropriate drug treatment:
 Paracetamol: 650-1000 mg every
6 hours;
 Non-steroidal anti-inflammatory drugs:
less than 3 months;
 Anti-inflammatories plus muscle
relaxants: less than 1 week.

A1

A

1+/-

A2

A1

A

A

18 ,
19A/-,
20M/W, 21

1++/

18 ,
19A/-

Surgical treatment.
A3

A

18

1+/-

III.D.1.3 Percentage of
patients seen with nonspecific low back pain with
evidence of inclusion in a
cognitive
behaviour
programme.

III.D.1.4 Percentage of
patients with non-specific
low
back
pain
with
evidence of appropriate
drug treatment.
III.D.1.5 Percentage of
patients with non-specific
low back pain and intense
pain for more than a year
who have been referred
for surgery.

OSTEOARTHRITIS
Osteoarthritis
Variously known as osteoarthritis (OA), osteoarthrosis or even degenerative joint disease, this is a degenerative condition of
the joints characterised by a process of cartilage loss, with a proliferative reaction in the subchondral bone and inflammation of
the synovial membrane.
(Jordan KM, Arden NK, Doherty M, et al. Standing Committee for International Clinical Studies Including Therapeutic Trials
ESCISIT. EULAR Recommendations 2003: an evidence based approach to the management of knee osteoarthritis. Report of
a Task Force of the Standing Committee for International Clinical Studies Including Therapeutic Trials (ESCISIT). Ann Rheum
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Dis 2003 Dec; 62(12):1145-55.)
Supervised
therapeutic
exercise treatment.
Knee
 Gentle exercises adjusted to
the patient’s varying
conditions as a further
indication for treatment.
 Prevent joint overload,
avoiding repeated, hard
Hip
knocks to damaged joints, in
order to preserve them
against possible further wear
due to overuse.

A1

B1

A

A

23Ia/-,
241B/A, 25,
26
III.E.1.1 Percentage of
patients being treated for
osteoarthritis included in a
23Ib/-,
supervised
therapeutic
241B/A, 25, exercise programme.
26

Assessment of excess weight.
A1

A

23Ia/-,
241B/B, 26

III.E.1.2 Percentage of
overweight patients being
treated for osteoarthritis
included in a weight-loss
programme.
Composite indicator:

Assessment of excess
weight.

Weight-reduction programmes.
A1

Assess the need for walking aids:
 Sticks;
 Crutches;
 Walkers;
 Orthopaedic appliances;
 Knee bracing;
 Elastic knee bandages.
Appropriate
analgesic
treatment:
 Paracetamol (over
2.4 g/day) and/or NSAIDs;
Knee
 Topically applied capsaicin
should be considered
before oral NSAIDs, COX-2
inhibitors or opioids;
 For long-term paracetamol
treatments gastrointestinal
and renal toxicity should be Hip
assessed, although this is
lower than with other
NSAIDs.
Treatment with intra-articular
Knee
injections.
Hip

A

23Ia/-,
241B/B, 26 

B1

B

23IV,
241B/B, 26

A1

A

23Ia/-,
241B/A

D

B

23IV/-, 24

A1

B

23Ia/-,
241B/B, 26

B

23Ib/-,
241B/B, 26

A1

Review
of
medical
records

Review
of
medical
records

Included in weight-loss
programme.

0.75

4.38

1.00

4.15

87.7%

4.08

III.E.1.3 Percentage of
patients with osteoarthritis
experiencing
difficulties
with walking and daily life
activities for more than
3 months advised to use a
walking aid.

Review
of
medical
records

ne

4.08

III.E.1.4 Percentage of
osteoarthritis patients with
mild or moderate pain with
evidence of appropriate
analgesic treatment.

Review
of
medical
records

ne

4.08

III.E.1.5 Percentage of
osteoarthritis patients with
moderate or intense pain
who fail to respond to oral
analgesic
medication
prescribed intra-articular

Review
of
medical
records

ne

2.83
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injections
corticosteroids
hyaluronic acid.

of
or

RHEUMATOID ARTHRITIS
Rheumatoid arthritis
Rheumatic pain, present for at least 2 months, involving at least 5 of the following criteria: morning stiffness, swelling of 3 or
more symmetrical joints, affecting the hands, typical radiological changes, rheumatoid nodules and serum rheumatoid factor.
(Pinals RS et al. Preliminary criteria for clinical remission in rheumatoid arthritis. Arthritis Rheum 1981; 24: 1308-1315)
Assessment of disease activity.

A1

B

271++/B,
305/D

III.F.1.1 Percentage of
patients
seen
with
rheumatoid arthritis whose
disease
activity
is
measured regularly using
standardised
measurement
systems
such as DAS or DAS28.
Composite indicator:

First visit assessment.

Supervised
treatment.

therapeutic

exercise

Treatment with anti-rheumatic drugs.
DMARDs: ciclosporin, hydroxychloroquine
(HCQ), methotrexate (MTX), intramuscular
gold, penicillamine and sulfasalazine
(SASP).

Combination drug treatment with antirheumatics
or
anti-rheumatics
with
corticosteroids.
Combination treatment may consist of more
than one DMARD (most combinations use
MTX) or one DMARD and low doses (not
exceeding 15 mg of prednisolone daily) of
oral corticosteroids.
Appropriate analgesic treatment:
 First choice: paracetamol or codeine;
 Second choice: NSAIDs or COX-2
inhibitors. Should be avoided in patients
with ischaemic heart disease,
cerebrovascular disease, peripheral artery
disease or moderate/severe heart failure.

A1

A1

A1

A1

A

A

A

A



Last visit assessment.



Monthly assessment.

27
,
281++/-,
301a/A

III.F.1.2 Percentage of
patients with rheumatoid
arthritis included in a
supervised
low-intensity
exercise programme.

Review
of
medical
records

4.27
1.00
1.00
1.00

Review
of
medical
records

0.78

4.00

271++/B,
281+/-, 29

III.F.1.3 Percentage of
patients diagnosed with
rheumatoid arthritis with
evidence of treatment with
disease-modifying
antirheumatic
drugs
(DMARDs).

Review
of
medical
records

0.58

4.00

271++/A,
281+/-

III.F.1.4 Percentage of
patients with rheumatoid
arthritis in whom DMARD
monotherapy fails with
evidence of having been
prescribed
appropriate
combination treatment.

Review
of
medical
records

ne

3.82

III.F.1.5 Percentage of
patients with rheumatoid
arthritis and pain with
evidence of appropriate
analgesic treatment.

Review
of
medical
records

0.73

4.33

1++/B

1++/B

27
,
281+/-
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 Patients with peptic ulcers taking NSAIDs
should be given gastric protectants.
FIBROMYALGIA
Fibromyalgia
Generalised pain, in all 4 quadrants of the body, elicited on digital palpation, in at least 11 of 18 tender points, and that lasts for
at least 3 months.
(Spanish Society of Rheumatology: http://www.ser.es/wiki/index.php/Fibromialgia)
Assessment of disease impact.
A1

A

III.G.1.1 Percentage of
patients
seen
with
fibromyalgia
given
a
validated questionnaire to
assess disease impact.

Review
of
medical
records

1.00

3.82

31
,
32-/A, 34

III.G.1.2 Percentage of
patients with fibromyalgia
included in a supervised
aerobic
exercise
programme.

Review
of
medical
records

0.78

4.17

31Good/A,
32-/B, 33,
34

III.G.1.3 Percentage of
patients being treated for
fibromyalgia
prescribed
antidepressant treatment.

Review
of
medical
records

0.73

4.00

III.G.1.4 Percentage of
31Fair/B, 32- patients with fibromyalgia,
/B
antidepressant
, 33, 34 on
treatment (for at least
12 weeks) without any
improvement in FIQ score,
evidence
of
31Good/B, with
or
32-/B, 33, pregabalin
cyclobenzaprine
34
treatment.

Review
of
medical
records

0.86

3.64

31

Good/A

Aerobic exercise treatment.
 Exercise types: walking, cycling, floor
exercises, dance, aquarobics, exercise
bike, treadmill, etc.;
 Intensity: 60% to 75% maximum heart
rate;
 Frequency: 2 to 3 times a week;
 Duration: 20 to 60 minutes for
12-24 weeks.
Drug treatment with antidepressants.

Drug treatment
pregabalin
cyclobenzaprine.

with Pregabalin
or

A1

A

A1

A

B1

B

Cyclobenzaprine
A1

B

Good/A

NEUROPATHIC PAIN
Diabetic neuropathy
A set of symptoms and signs related to involvement of the autonomic peripheral or cranial nerves in a diabetic patient in whom
other causes of neuropathy have been ruled out.

 Antidepressants:
Amitriptyline: 25-100 mg/day; imipramine
25-300 mg/day. Avoid as far as possible in
patients > 65 years old, bearing in mind the
lower tolerability in elderly patients, who
should be prescribed lower doses in any
case: 5 to 10 mg in a single bedtime dose,
slowly increased to 25-50 mg (by 12.5 mg

A1

A

35, 36,
37,
38, 39

III.H.1.1 Percentage of
diabetic
patients
with
neuropathic
pain
prescribed
tricyclic
antidepressants,
anticonvulsants or SNRIs
at appropriate doses as
analgesic treatment.

Review
of
medical
records

ne

4.62
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the first day and increased to 100 mg/day in
one week).
 Anticonvulsants:
Gabapentin 300-600 mg 3 times daily.
Pregabalin 150-600 mg/day.

 Serotonin reuptake inhibitors (SNRI):
Duloxetine 60-120 mg/day, venlafaxine
50-100 mg/day every 6-8 hours daily.
Post-herpetic neuralgia
Presence of stabbing or burning pain located in the dermatome affected by rash, at least one month after the appearance of
vesicles.

 Antidepressants:
Amitriptyline: 65-100 mg/day; nortriptyline:
65-73 mg/day. Imipramine 25-300 mg/day.
Avoid as far as possible in patients
> 65 years old, bearing in mind the lower
tolerability in elderly patients.
 Anticonvulsants:
Gabapentin 800-3600 mg/day. Pregabalin
75-600 mg/day.
 Serotonin reuptake inhibitors (SNRI):
Duloxetine 60-120 mg/day, venlafaxine
50-100 mg/day.
Topical lidocaine.

A1

A

36, 37,
40, 41

III.H.2.1 Percentage of
patients with post-herpetic
neuralgia pain prescribed
tricyclic antidepressants,
anticonvulsants,
SNRIs
and/or topical lidocaine at
appropriate
doses
as
analgesic treatment.

Review
of
medical
records

0.67

4.77

Trigeminal neuralgia
A syndrome characterised by intense lancinating or stabbing facial pain of sudden onset and short duration (1 second to
2 minutes), generally unilateral and recurrent, located in the territory of one or more branches of the trigeminal nerve (cranial
nerve V).
Carbamazepine 200-1200 mg/day.
Surgery indicated if known to be caused by
nerve compression amenable to surgery.

A1

A

40

III.H.3.1 Percentage of
patients with trigeminal
neuralgia
prescribed
appropriate
doses
of
carbamazepine
as
analgesic treatment or
surgery if indicated.

Review
of
medical
records

1.00

4.92

Post-amputation neuropathic pain
A type of chronic post-surgical pain that appears following limb amputation surgery, mastectomy or other procedures, involving
pain of a neuropathic nature. A conscious perceived sensation of a missing body part, distinct from scar pain.
(Vaquerizo A. Dolor postamputación. Rev Soc Esp Dolor 2000; 7 (Suppl II): 60-77)
Analgesic
treatment
with
(transcutaneous
electrical
stimulation).

TENS
nerve
A1

A

42

III.H.4.1 Percentage of
patients
with
postamputation
pain
prescribed
analgesic
treatment
with
TENS
(transcutaneous electrical
nerve stimulation).

Review
of
medical
records

ne

4.77

Chronic post-surgical pain
A pain syndrome arising from a surgical intervention, that lasts at least 2 months and cannot be explained by other causes.
(Macrae WA. Chronic pain after surgery. Br J Anaesth 2001; 87: 88-98)

80

Oral venlafaxine: 37.5-75 mg/24 hours.
Topical capsaicin: 0.0075%.
A1

A

40

III.H.5.1 Percentage of
patients with chronic postsurgical
pain
with
evidence of treatment with
venlafaxine and/or topical
capsaicin
at
an
appropriate dose and by
an appropriate route as
analgesic treatment.

Review
of
medical
records

*: Harmonised evidence and strength of recommendation (see Tables 1 and 2). **: Clinical practice
guidelines cited as references show the evidence level and strength of recommendation (by their own
scale) in superscript. EO: Expert opinion. H: High; M: Moderate; L: Low; S: Strong; W: weak.
¶
: Indicators that give results in percentage form are shown in terms of general agreement rate rather than
kappa index like the rest. ne: Not evaluated (measurement not feasible). #: Mean interest rating on a scale
of 1 to 5, as assessed by experts in the various self-governing regions.
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APPENDIX 2: EASILY MEASURED HIGH-PRIORITY
INDICATORS (RATED OF VERY HIGH INTEREST)
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Appendix 2.1.: Indicators for Acute Pain Management
INDICATOR. Description of indicator
POST-OPERATIVE ACUTE PAIN
General
I.A.1.1 Existence of protocols for the management of post-operative
pain according to surgery type (protocols for use in the hospital,
department of anaesthesia and resuscitation, and surgical
departments).
I.A.1.2 Percentage of post-surgical patients regularly asked about pain
levels, during the post-operative period (including recovery).
Composite indicator:
 In the recovery room.
 In the ward.
I.A.1.3 Existence of protocols for post-operative epidural analgesia
recommending an appropriate combination of drugs.
Specific to particularly painful surgery
I.A.2.1 Percentage of patients who have undergone surgery entailing
severe post-operative pain given multimodal analgesia.
NON-SURGICAL ACUTE PAIN
Specific to renal colic
I.B.2.1 Percentage of patients seen for acute pain due to renal colic
(except for allergies and other contraindications) given NSAIDs,
opioids and/or metamizole intravenously.
Specific to chest pain of ischaemic origin
I.B.3.1 Percentage of patients seen for acute ischaemic chest pain due
to STEACS (excluding other coronary syndromes) in whom there is
evidence of analgesic treatment with morphine.
OBSTETRIC PAIN
Birth-specific
I.C.2.1 Existence of a protocol on obstetric epidural analgesia.
I.C.2.2 Percentage of women in labour (excluding planned
Caesareans) who were offered epidural analgesia.
PROCEDURAL PAIN
Specific to burns patients
I.D.1.1 Existence of protocols for changing dressings in burns patients
that include analgesia with short-acting opioids (fentanyl).
Specific to patients in intensive care
I.D.2.1 Existence of protocols for boosting analgesia and sedation for
conducting potentially painful procedures at sites with an ICU or
RECOVERY ROOM.
I.D.2.2 Percentage of potentially painful procedures in patients on
mechanical ventilation in the ICU or RECOVERY ROOM employing
boosted analgesia and sedation.
PROCEDURAL PAIN IN CHILDREN
Wound and laceration pain
I.E.3.1 Existence of a protocol on wound and laceration repair in
children that includes one or more of the pain-reduction measures
listed.

Interest Score

Compliance*

4.69

2 of 3

4.69

62.66  2.41
2.01  3.5

4.33

2 of 3

4.33

49.95  11.51

4.15

75.84  13.98

4.58

25.74  16.12

4.67
4.73

97.05  3.39

4.42

0 of 1

4.64

0 of 3

4.55

0.00  0.00

4.09

1 of 2
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Pain during closed reduction of fractures
I.E.4.1 Existence of a protocol on closed reduction of fractures in
4.27
0 of 2
children that includes appropriate pain-reduction measures.
I.E.4.2 Percentage of closed reductions of fractures in children
employing any of the following opiate drugs in the triage section of
A&E:
 Intranasal fentanyl;
4.45
0.00  0.00
 Oral transmucosal fentanyl;
 Oral oxycodone;
 IV or IM morphine.
*: For indicators measured as a percentage: Estimate  95% confidence interval, exact binomial for nonproportional stratified sampling.
For indicators based on existence of protocols: Shown as number of sites with appropriate protocols as
a proportion of those offering the service to be evaluated. Non-existence of protocol counts as noncompliance, not as an exception.
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Appendix 2.2.: Indicators for Chronic Malignant Pain
Management
Interest Score

INDICATOR. Description of indicator

Estimated Total
Compliance*

PATIENT ASSESSMENT
Pain assessment
II.A.1.1 Percentage of patients seen with chronic malignant pain
whose pain intensity is measured by any of the validated pain scales
(visual analogue scale, numerical scale, verbal scale, FACES scale).
Assessment of psychological suffering
II.A.2.1 Percentage of patients seen with chronic malignant pain
whose psychological suffering is evaluated by validated tools (e.g. the
NCCN distress thermometer).

4.77

0.09  0.11

4.46

00

4.62

0 of 2

4.62

33.33  19.95

4.31

11.89  14.15

4.62

0.09  0.11

4.46

00

DRUG TREATMENT
Opiates. Prevention of secondary risks
II.B.2.1 Existence of equi-analgesic equivalence tables for opiate
rotation at sites treating patients with chronic malignant pain.
I.B.2.4 Percentage of patients treated with major opiates prescribed
prophylaxis against secondary constipation.
General
I.B.3.2 Percentage of patients with chronic malignant pain on opioid
treatment in whom there is prior evidence of appropriate “rescue”
medication being prescribed with rapid-release opioids in case of the
onset of breakthrough pain.
Composite indicator:
 Is there a rescue prescription?



Appropriate drug and dose?

PSYCHOLOGICAL TREATMENT
Treatment of psychological suffering
II.C.1.1 Percentage of patients seen with chronic malignant pain
treated for psychological suffering.

HEALTH EDUCATION
Attention to treatment education needs
II.D.1.3 Patients with chronic malignant pain who undertake
personalised health education activities about their treatment.

PERCEIVED QUALITY/REPORT
Perceived quality
II.F.1.1 Existence of a validated survey about perceived quality to be
given to patients seen with chronic malignant pain who attend a
4.23
0 of 2
consultation, are admitted to hospital or receive domiciliary care,
asking about their pain management by staff.
Health education
II.F.2.1 Existence of a survey or structured model interview about
4.23
0 of 2
what the patient should know about his/her treatment.
*: For indicators measured as a percentage: Estimate  95% confidence interval, exact binomial for nonproportional stratified sampling.
For indicators based on existence of protocols: Shown as number of sites with appropriate protocols as
a proportion of those offering the service to be evaluated. Non-existence of protocol counts as noncompliance, not as an exception.
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Appendix 2.3.: Indicators for Chronic Non-Malignant Pain
Management
INDICATOR. Description of indicator

Interest Score

Compliance*

4.77

40.38%**

4.25

5.08  4.25

GENERAL
Management of chronic pain in general
III.A.1.1 Percentage of patients with chronic pain seen at a
primary-care, specialist or palliative-care consultation whose
medical records show evidence of a full pain-oriented clinical
assessment.
Composite indicator:

Separate assessment of: Pain intensity (scale), Timing,
Distribution, Course, Accompanying symptoms, Neurological
exam., Musculoskeletal exam., Anxiety/depression, Sleep,
Allergies, Drug abuse, Social/family status, Occupational status
and history, Diagnosis.
III.A.1.2 Percentage of patients with chronic pain (except
headaches, pelvic pain and fibromyalgia) prescribed a
medication regimen adjusted to their pain assessment according
to the WHO analgesic scale and their individual circumstances.
III.A.1.3 Percentage of patients seen with chronic pain who are
given multimodal treatment appropriate to their condition.
Composite indicator:




Multimodal treatment.
Appropriateness.

Chronic non-malignant pain in the elderly
III.A.2.1 Percentage of chronic pain sufferers > 65 years old on
age-adjusted treatment.
III.A.2.2 Percentage of chronic pain sufferers > 65 years old on
analgesic therapy prescribed concomitant treatment to prevent
the side effects of analgesics.
HEADACHES
Dealing with drug abuse

4.54
4.42

4.15

37.93  16.18

4.31

44.59  16.76

III.B.1.1 Percentage of patients with headache of any aetiology
treated with opioids or triptans for more than 3 months whose
medical records show evidence of assessment for treatment
abuse.
Composite indicator:




Assessment of abuse.
Detoxification regimen.

Migraine
III.B.2.1 Percentage of patients > 12 years old seen for migraine
attack without aura given treatment appropriate to its intensity
level.
III.B.2.2 Percentage of patients with migraine (except menstrual
migraine and cluster headache) prescribed appropriate
prophylactic treatment.
NON-SPECIFIC LOW BACK PAIN
Non-specific low back pain
III.D.1.1 Percentage of patients seen with non-specific low back
pain with evidence of inclusion in an educational programme for

69.72  14.23

3.49  2.93
4.08
4.17

4.25

3.18  2.01

4.17

67.29  6.18

4.62

00
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a return to normal activity.
III.D.1.2 Percentage of patients seen with non-specific low back
pain with evidence of inclusion in a therapeutic exercise
programme.
III.D.1.4 Percentage of patients with non-specific low back pain
with evidence of appropriate drug treatment.
OSTEOARTHRITIS
Osteoarthritis
III.E.1.1 Percentage of patients being treated for osteoarthritis
included in a supervised therapeutic exercise programme.

4.50

6.67  12.24

4.25

66.67  23.13

4.38

14.33  9.4

III.E.1.2 Percentage of overweight patients being treated for
osteoarthritis included in a weight-loss programme.
Composite indicator:




Assessment of excess weight.
Included in weight-loss programme.

RHEUMATOID ARTHRITIS
Rheumatoid arthritis
III.F.1.1 Percentage of patients seen with rheumatoid arthritis
whose disease activity is measured regularly using standardised
measurement systems such as DAS or DAS28.
III.F.1.5 Percentage of patients with rheumatoid arthritis and pain
with evidence of appropriate analgesic treatment.
FIBROMYALGIA
Fibromyalgia
III.G.1.2 Percentage of patients with fibromyalgia included in a
supervised aerobic exercise programme.
NEUROPATHIC PAIN
Post-herpetic neuralgia
III.H.2.1 Percentage of patients with post-herpetic neuralgia pain
prescribed tricyclic antidepressants, anticonvulsants, SNRIs
and/or topical lidocaine at appropriate doses as analgesic
treatment.
Post-amputation neuropathic pain
II.H.3.1 Percentage of patients with trigeminal neuralgia
prescribed appropriate doses of carbamazepine as analgesic
treatment or surgery if indicated.
Chronic post-surgical pain
III.H.5.1 Percentage of patients with chronic post-surgical pain
with evidence of treatment with venlafaxine and/or topical
capsaicin at an appropriate dose and by an appropriate route as
analgesic treatment.

4.15

7.61  9.45

4.08

4.27

00

4.33

46.67  0

4.17

10.48  6.45

4.77

80  0

4.92

53.33  0

4.85

26.67  13.78

*: Estimate  95% confidence interval, exact binomial and for non-proportional stratified
sampling.
**: Proportion obtained by dividing the total number of items for which there was evidence of
assessment by the total number of items eligible for assessment, for the whole sample
evaluated.

