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FOREWORD

Giustino Varrassi
President EFIC

Dear Reader,
In May 2010, a high profile group of health
specialists and representatives from Europe’s
highest ranking health authorities gathered in
Brussels to discuss the "Societal Impact of Pain".
Pain is one of the most frequent reasons for
visits to health professionals. Recent data show
that many pain patients are not adequately
treated because pain is not fully recognised as important within national healthcare
systems around the world. This is despite welfare systems and national budgets
being overburdened by the high societal costs related to pain, including absenteeism,
disability allowances, assisted care and informal and family care. Awareness that
chronic pain represents a huge social burden is on the increase, but much more
needs to be done.
In Europe's five largest countries alone – France, Germany, Italy, Spain and the UK –
51.8 million people are estimated to have recently suffered pain. This is just part of
the picture painted by recent analysis of data from the National Health and Wellness
Survey 2008 (NHWS) where 53,524 patients and consumers 18 years and above
were interviewed. The results were weighted by age and gender to give a total population assessment of 247 million. In the UK alone eight million people suffer from
chronic pain accounting for about half of all primary care visits – about 4.6 million
appointments every year.
The societal impact of pain is profound. Looking at pain severity and frequency
together, an estimated 21.8 million experience pain daily and 8.5 million suffer severe
daily pain. This amounts to almost 9% of the population of Europe's biggest five
countries. The presence of severe daily pain has a significant impact on increased
absenteeism from work (over 8 times as high as those not experiencing pain) and
sufferers are almost a third less likely to be in the workforce. Chronic pain is a health
problem for people of all ages, but it is most frequent in those over 65 years of age.
Here its prevalence reaches 50%, which impacts negatively on the quality of life.
Data from literature on the social and economic impact of low back pain alone should
be enough to send alarm bells ringing for public policy makers. The frequency with
which it pulls people out of the workforce when they might otherwise have many
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productive years ahead of them is worrisome. It is also interesting to observe that
patients with chronic pain lose large amounts of working days just because of pain.
Notwithstanding all this, Healthcare Services as a whole do not recognise pain with
the dignity it deserves: they do not yet treat chronic pain as a disease in its own right.
When chronic pain is identified as a disease, it is often associated with specific
conditions that are spread out among healthcare treatment categories as identified
by national healthcare services, dispersing it all over the official charts and leaving
gaps where forms of chronic pain are not even contemplated. This lack of official
recognition makes it hard to follow chronic pain from an epidemiological point of
view. Even worse, it means that almost all pain-related syndromes are not adequately
represented in medical documentation systems like diagnosis-related groups. This
often leads to pain not being adequately represented in the reimbursement system.
But the scenario is not entirely negative. In many countries some very interesting
projects have been initiated to investigate economic factors related to the burden of
pain on patients and society. What's more, other experiments are underway in Europe
to try to greatly improve pain treatment and patient care. Unfortunately the knowledge
gained and management instruments developed locally are still sparsely shared
amongst healthcare authorities and stakeholders throughout Europe. EFIC® is therefore convinced of the importance to discuss the ‘Societal Impact of Pain’ with
authorities, insurance companies, budget holders and strategic decision makers
within national health care systems. It is time to increase our efforts to ensure that
pain receives wider consideration when system-wide healthcare decisions are made.
Since its very beginning, EFIC has supported important communication and educational
campaigns on pain with the goal of spreading best practices and improving the
quality of life of those who suffer from this disease. With this in mind, EFIC decided to
take the lead and organise a scientific symposium where policy-makers, administrators
and payers of the health systems could freely and fruitfully discuss this important
issue. Grünenthal kindly supported and sponsored the meeting without requesting
any restrictions or specific topics.
The first day of the symposium was structured to give each participant a common
platform of information, data and issues to work with. On the second day participants
took part in one of six specific workshops, in order to contribute with their personal
knowledge and working experiences and proposals. Reporters then summarised the
results from each workshop to the rest of the symposium attendees.
EFIC® is profoundly convinced that the issues related to the "Societal Impact of Pain"
must gain greater relevance, importance and attention in society. This symposium
should not be seen as a one-shot meeting. We are actively committed to many other
follow-up initiatives.
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Pain is a significant health problem that affects millions of people in Europe and it
must be addressed not only in terms of direct costs to national healthcare systems,
but also in terms of the wider societal costs, costs on welfare systems and the
negative impact on the economy.
When it comes to the treatment of pain, the European healthcare community still
lacks broad consensus and understanding, as well as common and effective appraisal
tools. But there is broad agreement on one issue: treated pain patients cost society
less than untreated patients.

Brussels, Summer 2010

Giustino Varrassi
President EFIC
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The following presentations have been
summarised by Albrecht Kloepfer, Julia
Bottomley, Andrew Littlejohn, Axel Sinner,
Norman Evans and Joshua John Lawrence.
The full presentations and background
material to SIP 2010 can be found at
www.SIP-Meetings.org
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FOREWORD

Laurette Onkelinx
Deputy Prime Minster and Minister of Social
Affairs and Public Health, Belgium

Pain is a real problem for public health. There
are many reasons why the problem is getting
worse: an increased number of chronic pathologies, an ageing population, new “society
illnesses” e.g. fibromyalgia. Pain also touches
people who do not suffer any pathology. For
example, 30% of the population suffer chronic
pain. Between 30% and 75% of older people are affected. 50% of 65 year olds
complain about pain, like arthrosis in the neck, back pain, pain in the knees or in the
hands.
Pain also has a big impact on work incapacity. The financial consequences can be
really serious. Pain increases health costs. It reduces productivity, pushes down tax
revenues and increases invalidity benefits. Moreover, chronic pain generates psychological pathologies like depression and anxiety. This in turn causes increased expenses
due to work incapacity and health care.
Pain must be taken seriously. Measures must be taken to prevent the chronic
evolution of acute pain. This must be done through follow-up treatments and a specific
formation of health professionals. All aspects of pain must be taken into account, like
well-being of patients and their quality of life.
Belgium has already made significant progress following this framework. Our healthcare system has been adapted step by step to the bio-psychological model agreed at
an international level and promoted by the Belgian Pain Society.
We launched several campaigns with the objective of achieving the “painless hospital”.
We know pain will never be totally eradicated, but we can manage nociceptive pain
(e.g. pain after surgery and pain due to cancer). Neurogenic and psychogenic pain is
much more difficult to control.
With this in mind, nine reference centres opened in 2005 to care for patients
suffering chronic pain. The budget was 3.4 millions Euros. This multidisciplinary
approach has set a precedent for taking care of patients. Once a diagnosis is
established, one therapeutic objective and one tailor-made treatment plan is mapped
out for each patient. The treatment includes medicines, different types of intervention,
physiotherapy and psychological support.
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These third-line centres have many advantages: a synergy between expertise and
experience; increased capacity to listen, to inform, to understand and to educate the
patient; easier access to new techniques like radiofrequency or neuromodulation.
Five years on, some reference centres are snowed under with a growing number of
patients. This is evidence of their added value. This also led us to evaluate those centres
and to think how to increase accessibility and quality of services. The growing importance
of dealing with pain led to 25 medical interventions being added to the nomenclatura of
health insurance in 2007. This represents 9.4 millions Euros in reimbursement annually.
In addition, some specific interventions for physiotherapy are also reimbursed for
some pathologies like algodystrophy, atrophy of Südek, some forms of polyneuritis
and fibromyalgia.
A “chronic pain” lump sum is awarded to day-care hospitals for dealing with some
symptoms of pain not included in the nomenclatura of the compulsory insurance
system. Depending on the type of action, the amount varies between 85, 109 and
196 Euros. Globally, 18.6 million Euros is paid through the compulsory health insurance
system each year.
In the framework of the programme “Priority to chronic diseases” launched in
September 2008, special attention was made to improving support for chronic pain.
New pilot projects were rolled out at the end of 2009 at a total cost of four million
Euros. 36 “multidisciplinary pain teams” now deal with patients suffering early stage
pain who need a biopsychosocial approach. These teams are complementary to the
nine existing reference centres. They include an algologist who makes the diagnosis
and supervises the therapy. A psychologist takes charge of psychological aspects. All
hospital services can be mobilised in the framework of the therapy. The biopsychosocial
approach has been chosen in close consultation with the Belgian Pain Society.
Seventy three «algological functions» were also established in hospitals in 2009 to
tackle pain at an early stage. Specialist nurses in algology are in charge. They are
responsible for identifying patients at risk and refer on to an algologist for the full
diagnosis. The hospital pharmacist is also included in the process in order to give the
appropriate medicines on the basis of standardised protocols. A research team,
including the majority of universities in Belgium, is supervising all these projects. An
evaluation is expected in 2011.
With all these actions and measures, we have one objective in mind: to reduce pain
in our society; to improve patient comfort; but also to reduce work incapacity and
health care expenses.

Lecture
delivered

Laurette Onkelinx

by Mrs

Deputy Prime Minster and Minister of Social Affairs and Public Health, Belgium

Celine Leto
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Can pain be helpful as a quality
indicator for health care systems?

Alberto Grua
Grünenthal, Germany

Abstract
The number of patients affected by pain is
very significant. The economic and social
burden of chronic severe pain is derived from
inherent direct and indirect costs. The global
cost of pain is probably largely under estimated. Looking at the available data we
find a very heterogeneous situation across Europe in the management of pain.
This indicates for the health care systems that best practice in prevention and
management of pain are sparsely shared over Europe. Due to its high prevalence
and impact on patients and society, pain should be recognised as a significant
healthcare quality indicator. Improved knowledge on the societal impact of pain
will help us define measures to improve the clinical and economical burden of
pain.The definition of clear healthcare indicators measuring pain in the population
will support the implementation of a best practice approach to improve care.

The need to understand pain
If society is to look at pain as a helpful quality indicator for healthcare systems, we
have to first try to establish why it is important to look at pain. Unlike many other
diseases, pain is independent of social status, sex or ethnic origin, which makes the
subject of pain complicated to address.
Pain is present in many disease states. This is another important factor, because in
most medical disciplines pain is more than merely a symptom. In many instances
pain should be considered a serious disease in its own right, able to influence the
outcome of medical and surgical treatment. The prevalence of pain is also very high.
It is the most common reason why patients seek medical attention and presents a
serious problem for a large proportion of the population.

High prevalence of pain
A recent European Commission study, Health in the European Union, revealed that
more than 25% of the European population suffer from muscle, back, neck or joint
pain lasting more than three months. Millions have to deal with pain on a regular
daily basis.
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The Belgian Health Care Knowledge Centre (KCE) estimated the global cost for lower
back pain is 83.8 million Euros. However, based on published information, this figure
is largely underestimated as it only reflects about 30% of the burden of lower back
pain on society. Missing from the study were costs related to social care, absenteeism
and disability claims, to mention just a few. The real global cost could rise to an
astounding 270 million Euros, at least. If we were to use the highest direct cost,
which has been estimated at almost 165 million Euros, and consider medical costs
as only representing 10% of the global burden of lower back pain the cost could be
as high as 1.6 billion Euros.
It is also important to note the remarkably high average number of pain patients
seen by general practitioners (GPs). A Grünenthal study, which monitored a total of
722 GPs in six European countries over a twelve month period, showed doctors
received an average total of 1500 pain patients each month. The most frequent
amount of visits was in Belgium where a group of 60 GPs saw on average 473 pain
patients monthly. Obviously, there is a large discrepancy in pain intensity. This study
referred to pain in general.

Average pain patients seen by general practitioners per month

473

305
251
192

BEL N=60

ES N=70

AUS=68

DE=104

130

120

FR N=300

UK N=120

Tracking Studies Pain Markets 2008 - 2009 conducted by GfK on behalf of Grünenthal; base: n=722 GPs
(Germany, France, Spain, UK, Belgium, Austria)

Pain intensity
As there is a large discrepancy in pain intensity a study was conducted last year with
more than 400 physicians to try to understand when they consider chronic pain to
be severe. On a 10-point numerical scale with zero being No Pain and 10 being
Worst Imaginable Pain the results proved to be inconclusive. Although almost 30%
of the cohort chose 7 on the 10-point scale, ratings varied extensively between
3 and 10, which leads one to believe there is no common understanding as to when
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physicians consider chronic pain to be severe. In addition to this, the opinion amongst
physicians as to where severe pain starts can only be loosely interpreted.
In 2008, 663 physicians from six EU nations, including France, Germany and Italy,
were asked where severe pain starts using a 100-point Visual-Analogue-Scale (VAS
Scale), the range of different pain grades. The results were again varied. On average
just over a third of French and Italian physicians considered severe pain to start at
around 40 on the VAS Scale. This was compared to a third of Germans who placed
severe pain at around 71. These results start to give a picture of the relationship
between physicians and their understanding of pain and the potential difficulties
faced in providing the most appropriate care.

Amongst physicians in different countries there is a big range
of interpretation where severe pain starts
40%
663 physicians where asked: Where
does severe pain start using a 100point Visual-Analogue-Scale (VAS Scale)
the range of different pain grades?

35%
30%

FR
DE
IT

25%
20%
251 PCP/GP
176 Pain Specialists
171 Orthopaedists
65 Oncologist

15%
10%
5%
0%
0

1-10

11-20

21-30

31-40

41-50

51-60

61-70

71-80

81-90

91-99

100

Pain Treatment Pattern Study 2008 conducted by GfK on behalf of Grünenthal; base: n=663
physicians (Germany, France, Spain, Italy, UK, Sweden, Denmark)

Pharmacological discrepancies
It is also important to note that the main pharmacological approach to treat severe,
chronic lower back pain has a wide spectrum. A study published in 2010 showed
93% of respondents treated severe lower back pain with a combination of 104
different therapies, varying between antidepressants and opioids. Only 7% claimed
to be using a monotherapy, but even here a huge variety of different drugs were prescribed. Variety can be good, but only if it is matched perfectly with the pain intensity
and the satisfaction of the patients. This is where there is still room for improvement.
Prescription behaviour also differs between nations. There are southern European
countries with a completely different prescribing behaviour to their counterparts in
the north. Some physicians still prescribe drugs that have been almost abandoned
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by other healthcare systems. It could be argued this shows a variety of options, but
equally there appears to be no common understanding.
This “lack of common understanding” is only reinforced when referring to guidelines.
The Grünenthal study, referred to earlier, revealed the impact of standards and
guidelines differs from country to country. Some countries follow guidelines, others
don’t. For example, just under half the physicians in the UK admitted to not using
guidelines, whereas more than half the German doctors claimed they always referred
to them. 48% of Spaniards said they referred to guidelines “in some cases”. These
discrepancies show again that for every nation the perception of pain management
is different. If Europe is to achieve a more common approach in treating pain, we
have to be clear we understand the complexity of the issue and how it can be best
managed.

Varying degrees of opioid use
Opioid use is another area with huge differences in Europe. A study last year showed
countries like Denmark, Norway, Germany, Austria and Switzerland were heavy users
of strong opioids, whereas Hungary, Italy, Greece and Lithuania hardly used any. The
UK uses a high amount of weak opioids. Interestingly, the countries where strong
opioids hardly featured also showed only small amounts of weak opioids being used.
It is hard to believe patients in countries like Italy or Hungary have a stronger
resistance to pain. It is simply a result of different perceptions to prescribing
medication and different rules.

The impact of guidelines differs from country to country
Do you use guidelines or standards to determine the pain treatment for patients suffering from?

Total

n=663

France

n=110

Germany

n=113

Italy

n=117

Spain

n=110

UK

n=110

Denmark

n=40

Sweden

n=63

Yes, always

Yes, in some cases

34,5%

30,2%

27,3%

26,4%

31,0%

38,5%

32,7%
30,0%
36,5%

34,8%
46,4%

53,1%

20,9%

No

26,5%

15,9%
35,0%

48,2%

30,0%

19,1%

48,2%

17,5%

52,5%
38,1%

22,2%

Pain Treatment Pattern Study 2008 conducted by GfK on behalf of Grünenthal; base: n=663
physicians (Germany, France, Spain, Italy, UK, Sweden, Denmark)
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Pain as a quality indicator
Finally, can pain be helpful as a quality indicator for healthcare systems? According
to the information gathered it is clear the number of patients affected by pain is very
significant – 25% of the European population. But how can we accurately measure
the economic and social burden of chronic severe pain when data is derived from
inherent direct and indirect costs, and when the global cost of pain is probably largely
underestimated?
Research shows the management of pain across Europe is very heterogeneous,
which indicates that best practice in prevention and management of pain can only be
“sparsely” shared. However, due to the high prevalence of pain and its impact on
patients and society, pain should be recognised as a significant healthcare quality
indicator.
Greater knowledge of the societal impact of pain will help define measures clearly to
improve the clinical and economical burden of pain. A clear definition of healthcare
indicators to measure pain will support the implementation of a best practice
approach to improve care.
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Chronic Pain;
a disease without a name

Serdar Erdine
Istanbul, Turkey

Abstract
Chronic unrelieved pain is a major unsolved healthcare
problem. It is universal, has enormous financial costs
and is a tremendous burden in terms of quality of life for
sufferers, their families and society. Unfortunately, due
to recent developments and improvements in pain
medicine, there is a difference between what can be
done, and what is done to combat pain. Pain relief as a
human right may be misinterpreted by the public and by
health professionals. Pain management is not a priority
with governments and health providers, thus the
resources are inadequate for treatments like analgesics
and dedicated pain management teams. Pharmaceutical
companies have limited interest in producing low cost
medication for the treatment of pain.

Pain – the unsolved problem
Life expectancy is increasing. Mortality from infectious
diseases is decreasing. Leisure time is also reportedly on
the increase. Life is good. So, what’s the problem? The problem is that chronic
unrelieved pain is a major unsolved healthcare problem worldwide. Rough estimates
place the costs of chronic pain alongside those in the very substantial clinical
categories of cardiovascular disease and cancer.
According to the World Health Organisation (WHO), "Health is a state of complete
physical, mental and social well-being …" and "The enjoyment of the highest attainable
standard of health is one of the fundamental rights of every human being …". Yet, in
September 2008, WHO estimated that approximately 80% of the global population
has either no, or insufficient access to, treatment of moderate to severe pain. A
2009 report by Human Rights Watch, a non-governmental organisation dedicated
to protecting the human rights of every individual, claimed tens of millions of people
around the world, including around four million cancer patients and nearly one million
HIV/AIDS patients were denied pain treatment at the end of their lives. According to
WHO, “pain can kill”.
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The invisible disease
Pain also has social consequences, as sufferers may be unable to work; be active;
and participate in the wider social world. Chronic pain is a major cause of suffering
and reduced quality of life. It is most commonly experienced after cancer treatment,
traumatic injuries, excessive exercise or nerve damage. Yet it is difficult to diagnose.
Chronic pain can best be described as “the invisible disease”. One problem is inadequate professional and public awareness. Rheumatologists study joints, orthopaedists
study bones, oncologists study cancer cells, yet pain is typically viewed as “just a
symptom”, not a disease. Even family’s of pain patients tend to think after a while the
suffering is psychological.

The expensive disease
There are many social and medical costs of pain: the cost of health care services, job
absenteeism, and disruption in the workplace. There is a financial burden on family,
friends and employers through loss of income, non-productivity in the economy and
in the home. Employee compensation costs and welfare payments are also a heavy
burden on society. Equally, there are physical and psychological costs: immobility and
wasting of muscles and joints, a dependence on medication, depression of the immune
system and susceptibility to disease, disturbed sleep, poor appetite and nutrition,
and underperformance at work.

Chronic pain – a disease in its own right
Chronic pain is not just a symptom of an ongoing disease. Alan Basbaum from the
International Association for the Study of Pain (IASP) said “chronic pain is a disease
of the nervous system that must be aggressively treated, independently of the ongoing
disease.” For example, with diabetic neuropathy, the diabetes is treated very carefully,
but for the pain the patient is simply prescribed a painkiller and sent home. This is
not right.
In the well-received study, “Survey of chronic pain in Europe (2006)”, Breivik et al
claimed chronic pain was an under-recognised epidemic. From the findings of more
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than 46,000 respondents over the age of 18, researchers found chronic pain of
moderate to severe intensity occurred in 19% of adult Europeans, seriously affecting
the quality of their social and working lives. Almost 20% of respondents had lost
their job and 13% had changed jobs, because of their pain. 60% had visited their
doctor about pain nearly 10 times within a six month period and only 2% were being
treated by a pain management specialist. The study also showed two-thirds of chronic
pain sufferers experienced moderate pain (rating of 5-7 on a 10-point scale), onethird experienced severe pain (rating of 8-10).

Two-thirds of chronic pain sufferers experience moderate pain (rating of 5-7
on a 10-point scale), one-third experience severe pain (rating of 8-10).

Ten
Nine 6%
7%

Five
25%

Eight
20%

Seven
19%

Six
23%

Chronic pain had a massive impact on working habits. 47% said they had changed
their job, or job responsibilities, or even lost their job due to chronic pain. Perhaps
most revealing, when researchers looked at a person’s mental state due to pain,
one in six claimed that on the days when the pain was particularly bad, they wanted
to die.
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Impact of chronic pain on work
Total population
Moderate pain

Less able or unable
to work outside home
n = 2120 (total);
1437 (moderate);
684 (severe)

62

Severe pain

58
68

Changed job
n = 2132 (total);
1458 (moderate);
674 (severe)

13
12

47% changed job,
or job-responsibilities,
or lost their job
due to chronic pain

14

Changed
responsibilities
n = 2180 (total);
1479 (moderate);
701 (severe)

15
16
13

Lost job
n = 2181 (total);
1485 (moderate);
696 (severe)

19
17
22
% of respondents
0

10

20

30

40

50

60

70

80

90

100

Doctor – patient attitudes
What about a patient’s attitude to doctors and a doctor’s perception of pain? Onethird of patients did not feel they had enough time to discuss their pain with their
doctor. 20% of severe sufferers reported their doctor never even asked them about
their pain. Two-thirds of pain sufferers reported using at least one non-drug treatment
for pain. The two most popular were massage and physical therapy.

Managing pain
In large parts of the world there is too little access to opioids for medical use. This
may be because of misconceptions that strict narcotic control prevents drug abuse.
It may also be due to lack of resources or lack of knowledge at government level.
An EFIC study in 2006, which focused on pain in the elderly, found that only 20% of
healthcare professionals spontaneously mentioned pain management when caring
for elderly patients with conditions such as diabetes and arthritis. Over a third of
patients felt there was nothing else available that could help them cope with their
pain and 70% were unaware of any new treatments available. Half the study group
had done no research into their condition themselves. The majority had a fatalistic
attitude, seeing pain as an inevitable part of the ageing process.
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The evidence from various studies shows pain is not “just a symptom”. It is a significant
biomedical problem that requires expertise, and merits study in its own right.
Unfortunately, there are still many barriers. Firstly, there is inadequate knowledge
and information about pain management. It is not a priority with governments and
health providers. Resources for treatments, including analgesics and dedicated pain
management teams, are limited. There is a fear of addiction to opioids and pharmaceutical companies show little interest in producing low cost medication.
The DOLOR study (Doctors Opinion on Legitimate Opioid use Reluctancy) in 2008,
which involved as many as 650 medical professionals, revealed a very high percentage
rate of physicians “agreed” or “definitely agreed” with critical statements about
opioids. That figure rose to 90% amongst GPs.

Looking ahead
There should be a legal framework advocating awareness raising programmes.
There are many ways to treat pain, but first it is necessary to improve education in
medical schools and amongst nurses. New and old information has to be disseminated
and there needs to be increased public awareness about chronic pain. And of course
financial support is vital.
When EFIC was established in 2001, it set out its “Europe against Pain” declaration
at the European Parliament in Brussels that same year, saying “While acute pain
may reasonably be considered a symptom of disease or injury, chronic and recurrent
pain is a specific healthcare problem, A DISEASE IN ITS OWN RIGHT.”
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Pain as a human right
This important campaign led to a WHO-IASP-EFIC Declaration, which called on nations
to improve all forms of pain as a human right and to permit optimal quality of life and
productivity of citizens. The declaration also called upon all nations to include a right
to pain relief as part of their consultations and to evaluate the current disease
burden of persistent chronic pain in terms of prevalence and impact on individuals.
However, promoting pain relief as a human right can be misleading and may be
misinterpreted by the public and by health professionals. The public may interpret a
“right to pain relief” as a legal right to demand any analgesic treatment they see fit.
The wording may also give the implied message that all pain can be treated satisfactorily. The “right to pain relief” is not the right to a pain-free life. There are fears
that such a misinterpretation could lead to an erroneous notion of total analgesia
and may lead to patient dissatisfaction, or worse, litigation.

Next steps
It is clear there is a need to educate healthcare providers and health policy makers
about the high prevalence of chronic pain, its burden on the patient and society, its
assessment and its treatment. Finally, chronic pain should be recognised as an
important health problem and should be treated with the same priority as any underlying disease.
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Pain: The need for a whole
systems perspective

Ceri Philips
School of Health Science
Swansea University,
UK

Abstract
Quantifying the burden and cost of pain is
challenging due to its multi-factorial nature
and wide-reaching effects. Although effective
pain management interventions and programmes exist, provision of these services is
inconsistent, and chronic pain is not given the
priority it requires in view of the extent of its
burden on individuals and society. It has been
strongly advocated that society has an
obligation to reduce levels of pain and restore
normal functioning, based upon both moral
principles and economic reality. Therefore, it
was argued that pain and its management
should be moved higher up in the political
agenda and feature more prominently in
government policies across all countries.

Prevalence of pain
Prevalence estimates for pain vary. Literature searches show the range is anywhere
between 8% and 60 %. The well-publicised Breivik study from 2006 claims 19% of
adults suffer from chronic pain. Interestingly, another study from the same year
suggested chronic pain in children and adolescents runs at around 25%. This statistic
should especially resonate with policy makers as it shows pain is not just a disease of
adulthood. The impact of pain hits at the individual level. Individuals interact with
various organisations and systems. It is essential to understand what is meant by a
whole-system perspective.
From the individual’s perspective, pain causes an inability to function properly. It
causes quality of life deterioration, ultimately leading to disability and dependency.
From the healthcare system perspective pain results in consultations with healthcare
professionals, prescribing of medicines and people being hospitalised. This takes up
resources that could otherwise be used for other purposes.
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From the workforce perspective, pain can lead to absenteeism. There’s also the
notion of presenteeism, where people are in work but are not fully functioning. We
also shouldn’t forget those who have to leave the labour market because of pain
issues and may have to be replaced. Their experience, their skills and their knowledge
have to be built up subsequently. The welfare and benefits system end up paying out
considerable sums of public money to keep people who are in a state of pain. One
wonders what else could be done with these resources.
Pain does not come alone. The Pain Ladder demonstrates how when a person’s pain
is not dealt with the level of co-morbidity increases and intensifies, eventually leading
to invalidity and incapacity. Ultimately, people become socially excluded because
chronic pain and pain itself has not been adequately dealt with by the agencies that
could do something about it.

The Pain Ladder
Weiser, 1997-1999, Main 2000

Invalidism
Sick leave
Avoidance

Chronic

Depression
Helplessness
Failed treatment
Anger & blame
Catastrophising
Uncertainty & fear

Acute

Pain costs
The most immediate pain costs to the individual are for analgesics, consultations
with osteopaths, chiropractors and physiotherapists. But what about loss of earnings,
loss of leisure time and loss of normal daily activities? Healthcare systems have to
cover the costs of medication and treatments, along with salaries of physicians and
healthcare professionals. And then there are days spent in hospital, out-patient
attendances, diagnostic tests, therapies, assessments and other treatments.
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Society bares the brunt in terms of production losses, having to pay welfare benefits
and having to deal with the losses which individuals face. Various studies over the
past eight years have reported on costs relating to healthcare systems. Chronic
pain accounted for 4.6 million appointments annually with GPs in the UK. In Australia,
chronic pain costs Aus$34.3 billion, around 24 billion Euros. And a recent study
from Canada showed the monthly average costs for patients on waiting lists for
multidisciplinary pain treatment stands at around Cdn$1,462, which is about 1,100
Euros.
However, it is productivity costs that bare the brunt and not just sickness absence. In
2006, a study from Australia suggested the difference between absenteeism and
presenteeism was nearly a factor of three. An American study suggested 77% of
lost productive time resulting from chronic pain was due to reduced performance at
work. A systematic review of studies in lower back pain suggested that productivity
losses and indirect costs represented more than 80% of the total costs. If we take
migraine as one specific disease, 19.37 workdays were reportedly lost per year.
More than half of that total was due to reduced effectiveness while at work. A UK
study published in 2000 especially highlighted the effect lost productivity had on
society. The cost to the healthcare system stood at 9%, but a massive 74% – nearly
three-quarters of the total cost – was due to work days lost. This is problematic
because healthcare policy makers then say chronic pain is therefore not their
problem.

Costs of Back Pain, UK, 1998
Maniadakis and Gray, 2000

9%
TOTAL COST
= £12.3 billion
~ equivalent
to 22% of UK
healthcare
expenditure and
1.5% of GDP

Informal care
13%

Private
services
5%

GP consults
Out-patient attendances
A+E attendances
Day care
In-patient episodes
NHS Radiology
Prescriptions

Work days lost
74%

NHS Physiotherapy
Community care

Private services

Maniadakis and
Gray, 2000
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Another UK report by Dame Carol Black looked at the costs of work-related absence
and ill-health. It suggested the total costs were over £100 billion a year, which is way
beyond what the UK spends on healthcare in any one year. At the time of publishing,
the findings equated with the entire Gross Domestic Productivity of Portugal.

Pain and the benefits system
Chronic pain and pain-related conditions also impact greatly on welfare payments
and benefits. 22% of incapacity benefits are paid out for musculoskeletal conditions.
This figure has been overtaken at the top by stress and other minor mental illnesses,
but stress is regarded by some policy makers as an off-set of chronic pain anyway. In
2001, an editorial on rheumatology showed 3,000 people went on incapacity benefit
each week, but only 300 of those ever returned to work. And a spokesperson at the
Department of Work and Pensions said 80% of those on incapacity benefit with back
pain after six months were likely to still be in the same position five years later.
A further study, which showed the impact of rheumatoid arthritis on the ability to
remain in work, claimed that within 12 months 30% of sufferers had to give up work.
After 8 years that figure had gone up to 50% and at 15 and 20 years post-diagnosis,
as many as 80% of people suffering rheumatoid arthritis had given up work.
However, these statistics do not show the people who had to change working patterns,
change working practices and the carers who gave up work to look after people
suffering from rheumatoid arthritis. The statistics underestimate the full extent of
the problem.

Pain and quality of life
A literature review which was published in 2010 showed the impact of pain on quality
of life is massive. Taking zero as the worst possible health state and one as the best,
neuropathic pain conditions have a range between 0.15 and 0.61. A study, which the
Department of Health has been working on, shows the prevalence and quality of life
burden in a series of health conditions. Virtually all of the conditions show that
prevalence has a greater morbidity burden than the quality of life. There are two
main exceptions: mental illness and musculoskeletal conditions, where the morbidity
burden on quality of life is three times greater than the prevalence.
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PAIN: impact on quality of life
Sprangers, 2000
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Researchers at Swansea University recently looked at work loss and utility gain
associated with pain relief and found if you secured over 50% pain relief from base
line, irrespective of where you start, utility gain is quite significant. While physicians
believe patients are well managed, 27% of patients out of the 6,000 surveyed do not
actually seek medical help because they do not believe it has any effect. And those
that did seek help reported major flaws in treatment and management. In another
two studies, 40% of chronic pain patients were not satisfied with the treatment
offered. It is becoming clear there is little joined-up thinking and joined-up management.

The need for a multi-disciplinary approach
The psychosocial flags framework is a useful tool to identify obstacles in tackling
musculoskeletal problems. This framework has adopted a whole system perspective
to identify the obstacles to recovery. It looks at the person, the workplace and the
context in a way which begins to join up the pieces. Unless Individuals find themselves
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on a remote island, they are constantly interacting with other parts of society: with
work, social organisations, healthcare systems, economic systems and with society
as a whole. The patient however tends to go in the opposite direction, because in
many countries the patient only interacts with the healthcare system, which could
be seen as an analogy to that desert island. Many years of research has shown an
individual’s health is influenced by an array of factors, which includes lifestyle, where
they live, with whom they mix, and their general socioeconomic, cultural and
environmental conditions. To try and deal with pain, looking only at the individual and
the context within the healthcare system fails to do justice to anything.

The complexity of the healthcare system
Systems themselves are complex and often lead to unintended consequences. Multiagency and multi-sectorial perspectives can result in conflict in terms of targets. The
targets for the healthcare system are very different to the targets for the welfare
system and they are very different from the exchequer and the finance departments
of governments. It is important that legislation and policy perspectives are in place to
help develop this multi-sectorial and multi-agency approach. Public health campaigns
need to address and target the problems and people need to be incentivised across
all aspects of society.
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A study recently completed in Wales took a whole system perspective to evaluate an
early and targeted intervention in pain management and treatment. The evaluation
sought to assess clinical effectiveness, as well as investigate the quality and satisfaction
of the service provided from all stakeholders. It also explored the economic effects.
It was government financed and was a collaborative project between employers,
healthcare providers, academics, planners within the healthcare system and
government. The key findings from this relatively brief intervention revealed significant
reductions in sickness absence and measurable improvements in work-related
performance. There was also a significant reduction in healthcare resource utilisation
and it showed improvements in the conditions of employees with musculoskeletal
problems and in their quality of life. Most importantly, it was highly cost effective
from a societal and healthcare perspective.

Looking to the future
It’s not going to get any easier and burying heads in the sand is not going to work.
The demand for chronic pain services is going to increase. The population is ageing
and the elderly is a significant group within the chronic pain population. The supply of
resources is likely to decrease, but those that remain have to be channelled into
interventions that work. For too long interventions and measures have not worked,
or it was not known whether they worked. The health care dilemma confronts virtually
all healthcare systems. It is a microcosm of the basic economic problem of reconciling
infinite wants, needs and demands with finite resources available. Healthcare
professionals need to insist measures are effective and work. Pain has at least
reached the agenda of politicians and policy makers. It has to stay at the forefront of
people’s thinking.
In conclusion, it is vital that pain and its management move higher up the political
agenda and feature more prominently in government policies. It is also essential to
adopt a joined-up, cross-agency approach involving all those who have an interest in
preventing ill-health, treating ill-health and rehabilitating those who have suffered
from pain.
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The impact of pain according to
consumers and patients: Results of
a survey in the big 5 EU countries
Paul C Langley
Adjunct Professor,
University of Minnesota,
USA

Abstract
The societal impact of pain in Europe is profound. The results of a recent analysis of the
2008 National Health and Wellness Survey
for the five big EU countries (France, Germany,
UK, Italy and Spain) point to the negative
impact of pain on health related quality of life (HrQoL), employment status and
productivity and health care resource utilisation.
Overall, 20% of the population of the 5 EU countries reported pain in the last month
– an estimated 51.8 million persons. Severe pain was reported by 21.8%. Combining
pain severity and frequency, an estimated 21.8 million reported daily pain with 8.5
million reporting severe daily pain, almost 9% of the big 5 EU population.
This analysis provides for the first time a comprehensive and consistent
quantitative assessment of the various dimensions of the societal burden of pain.
It points to the fact that the burden of pain is a function of both the severity and
frequency of pain experience.

National Health Wellness Survey
The National Health and Wellness Survey 2008 (NHWS) on the impact of pain in five
of the largest EU countries was probably one of the most comprehensive consumer
health studies undertaken. It was an internet-based survey and was conducted in
the UK, France, Spain, Germany and Italy. A total of 53,524 persons 18 years of age
and over were interviewed. All results were weighted by age and gender to give a
total population assessment of 247.3 million. Of the 53,000 a total of 11,891
respondents reported experiencing pain in the last month, which gave an estimated
51.8 million people in the five EU countries, or 1 in 5 of the population. This is
consistent with previous multinational and national surveys.

Reference category
One of the great advantages of this survey is the reference category; people who did
not report pain in the previous 30 days. So if looking at the impact of pain on quality
of life, there is a reference reporting their quality of life but not experiencing pain.
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As the survey covers some 140 disease states, it is also possible on further analysis
to dig down to look at the comparative effect disease by disease, not only where pain
is not experienced, but where pain is experienced. One disease state being looked at
currently is the impact of pain on rheumatoid arthritis on reported quality of life for
people adherent to biologic therapies. So there is a range of aspects of pain.

Profile of the pain population
Respondents were people who had experienced mild, moderate or severe pain in the
last month. The survey also asked how frequently respondents experienced pain:
daily to weekly or less. Interestingly, the frequency of severe pain was found to be
more important than the severity of pain when determining the impact on productivity,
quality of life and health care resource utilisation.
Participants were also asked what conditions were associated with the pain
experienced (e.g., back pain, joint pain, neck pain) and what medical co-morbidities
were experienced in the past year. This allowed the identification of the process of
co-morbidities in a multi-variant model to try and isolate out the effect of pain itself.
Very detailed data were obtained on prescription and OTC (over the counter) pain
medication utilization, both in terms of the duration and adherence of utilization.
Respondents were excluded if they only reported dental or menstrual pain, headache
or migraine.
Results from some of the broader categories show 20.27% of respondents reported
pain in the previous 30 days, the prevalence of severe pain was 4.61%, or 2.5 million
people, 12% experienced moderate pain and 3.6% mild pain. But it is the frequency that
is so striking. Over 70% of respondents with severe pain reported it on a daily basis.
The typical pain patient according to this survey is 48 years of age, female, low
income and low educational attainment. These seem to be a composite of factors
when defining the typical pain patient. Females are reportedly twice as likely to report
pain as males. And the population prevalence of pain declines with higher educational
attainment and household income

Facts and figures
Back and joint pain were the most frequently reported conditions at 65% and 51%
respectively. The survey confirmed the high prevalence of a range of psychiatric and
other co-morbidities in the big 5 EU pain population. Headache and sleep difficulties
dominated with a reported prevalence of 63.35% and 46.55% respectively. The
prevalence of co-morbidities increased with pain severity as did psychiatric conditions.
In severe pain, almost 45% reported anxiety and about 35% depression. These
figures showed an upward trend with increasing pain severity.
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Opioid use was a particular focus of the study and showed use is strongly related to
increasing pain severity. Almost 40% of the severe pain population in the cohort and
over 12% of those suffering moderate pain used opioids. This use declined relative to
non-opioid prescription drug use with decreasing pain severity. And importantly,
prescription medication use declined relative to OTC utilization with decreasing pain
severity.

Opioid use is strongly related to increasing pain severity
Medication
Utilization

Mild pain
(%)

Moderate pain
(%)

Severe pain
(%)

Only prescription
pain medications

9.89
Strong opioids

25.79
Strong opioids

53.89
Strong opioids

0.47
Weak opioids

1.11
Weak opioids

10.96
Weak opioids

2.69
Other 6.73

10.97
Other 13.70

27.57
Other 15.36

Prescription and
OTC medications

5.48

11.97

17.48

Only OTC
pain medications

48.55

39.86

17.31

No pain
medication

36.09

22.38

11.31

Total

100.0

100.0

100.0

The Morisky compliance scale
What about compliance with medications? The survey used the (Donald E.) Morisky
Compliance Scale. It is a validated four question scale, which has been around now
for about 25 years. The four questions asked were:
1. Do you ever forget to take your medicine?
2. Are you sometimes careless about taking your medicine?
3. When you feel better do you ever stop taking your medicine?
4. If you feel worse when you take the medicine, would you stop taking it?
Compliance is measured in terms of a 0-to-4 scale, which comprises the number of
“yes” responses to these four questions. ‘0’ score indicates high compliance. ‘4’
score indicates low compliance.
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Compliance is highest with opioid use in severe pain
Low

2

Strong opioids

1,81

Weak opioids

1,8
1,66

1,62
1,6

Other prescription
medications

1,56

1,5

1,4

1,32

Strong opioids and
OTC medications

1,3

1,06
1

1,07

0,98

0,96

0,92

0,8
0,6

Weak opioids and
OTC medications

1,19

1,2

0,69
0,5

0,4
0,2
High

0
Mild pain

Moderate pain

Severe pain

The Morisky scores indicated a high level of compliance for all medication regimens
involving strong or weak opioids in the big 5 EU countries. Compliance was greatest
for those experiencing severe pain, notably for regimens involving strong opioids and
tended to decline with decreasing pain severity. The overwhelming majority of
respondents claimed they were satisfied with prescription medications, but satisfaction
declined with severity of pain experienced.

Survey outcomes (HrQoL)
What about the outcomes between the interactions between pain experience, comorbidities and health risk factors like gender, age etc looking at quality of life, workplace, employment and productivity, and health care resource utilisation?
The survey used the SF-12 measurement for health-related quality of life (HrQoL).
This instrument included questions on physical functioning, role limitations due to
physical health problems, bodily pain, general health, vitality, social functioning, and
role limitations due to emotional problems and mental health.
In short, severe and moderate daily pain had a major deficit impact on SF-12 PCS
and utility scores. The multivariate results were particularly interesting and confirmed
HrQoL deficits were greatest with severe daily pain. Age, gender, household income,
educational attainment, employment status, body mass index (BMI), alcohol
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consumption and smoking were all taken into account. These are all of the standard
factors which would be expected to impact on differential quality of life experience.
A series of variables were added capturing the combinations of severity and frequency
of pain experience.
In summary, the more frequent and more severe the pain experienced, the greater
the deficit in HrQoL. The greatest burden of pain deficit in the big 5 EU nations was
experienced by those with severe daily pain. A figure estimated between three to
four million people. Another important fact to stress is the deficit was substantially
greater than that due to health risk behaviours, the presence of co-morbid disease
states or socio-demographic characteristics – for example, it was five times greater
than being morbidly obese.

Survey outcomes (employment and productivity)
There were also interesting results estimating employment and productivity deficits.
The NHWS identified respondents by current workforce status: employed, looking
for work, not in the labour force. This allowed an assessment of the impact of pain on
employment status and job seeking in both descriptive and multivariate terms (multinomial logit model).
For the aspect of absenteeism and presenteeism, the NHWS used the Work
Productivity and Activity Impairment Scale (WPAI). Absenteeism was measured by
the percentage of work time missed. Presenteeism was the percentage of hours
with reduced workplace effectiveness.
Of the people not experiencing pain, 64.46% were in the labour force. That is they
were either employed or looking for work. Considering those suffering from severe
pain the percentage dropped considerably to 44.67%, almost a 20% drop. This is a
substantial deficit in productivity and output in any community. Similar results were
also evident in those suffering both moderate and mild pain.
Multivariate results confirmed the negative impact of severe pain on labour force
participation. This shows severe and moderate pain had a negative impact on
employment status, absenteeism and presenteeism. The presence of severe pain
increased the likelihood of absenteeism by a factor of almost six. It is also worth
noting the deficit experience of daily severe and moderate pain was substantially
greater than that for severe and moderate pain alone. There was no doubt productivity
deficits related to pain severity.
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Productivity deficits are positively related to pain severity
40

% work time
missed in the
past 7 days

37,49

35

% hours with
reduced
productivity in
past 7 days

30

%

25

24,88
22,97
18,71

20

13,76

15
10

7,77
4,76

5

4,09

0
Severe pain

Moderate pain

Mild pain

No pain experienced

Similar results were found when looking at the impact of pain on healthcare resource
utilisation i.e. the number of traditional healthcare provider visits, emergency room
visits and hospitalisations.

Conclusion
It is evident severe and frequent pain imposes a substantial burden on individuals
and society. The major conclusions showed pain is widespread with 1 in 5 of the big
5 EU population experiencing pain in the last month. Almost 50% of those experiencing
pain did so on a daily basis and pain experience had a systematic negative impact on
HrQoL. Equally, the disutility associated with pain far outweighed utility deficits
associated with the presence of chronic disease or critical health risk behaviours.
Pain is associated with reduced likelihood of being employed, increased workplace
absenteeism and presenteeism and increased healthcare resource utilisation.
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Health and pain
in the European Union

Isabel De La Mata
Principal Adviser for Public Health,
Directorate General for Health and
Consumer Affairs (DG Sanco), Luxembourg

Abstract
Each Member State (MS) of the European
Commission (EC) is free to determine the
health policies best suited to national circumstances, culture and traditions. Thus, each
MS is responsible for the finance and organisation of its own healthcare systems as well as, the provision, finance and
reimbursement of specific treatments, the definition of benefits available to the
population and other disease-specific responsibilities.
Yet MSs also share many common values (e.g. the right of all patients to the
same quality standards of public health and equity in access to quality healthcare).
And so it makes sense to collaborate on common challenges, such as those
evident in the management of chronic pain.

The importance of health for all European citizens
While the Lisbon Treaty does not allow harmonisation of healthcare systems within
the EU, the needs and rights of the citizen are recognised throughout all health programmes developed in the EC. In contrast to the activities at a national level, DG
Sanco (Directorate General for Health and Consumer Affairs) efforts take a broader
'horizontal' approach. This allows the EC to develop information systems and to focus
on health determinants, prevention of ill health, threats to health – issues which
worry EU citizens.
Exciting collaborative pan-European initiatives are underway which embrace these
objectives. The first EC work plan ran from 2002 through 2008 and the second
(ongoing) work plan covers 2008 to 2013. Projects relating to pain or pain
management will help to inform the evidence base in chronic pain. Their approach is
to foster coordination and cooperation across the MSs and stakeholders.
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Ongoing Initiatives
Public Health Programmes (attracting modest funding) are important since they
support and enable the creation of scientific EU networks. The work programme
related to pain management was introduced in the so called Health Information
Activities and has two dimensions related to information collection:
1. definition of indicators of neurodegenerative, neurodevelopment, non-psychiatric
brain disorders relating to the prevalence, treatment, risk factors, risk reduction
strategies, cost of illness and social support for headache, disorders and chronic
pain
2. best practice on palliative care in EC

In 2006 two projects were selected for funding. The first looked at defining best
palliative care in the EU (Netherlands project lead) and the second wanted to highlight
the impact of headache (Luxembourg project lead). Reports are anticipated by end
2010 or early 2011. In 2007 the work plan chose to focus on chronic pain and
specifically to evaluate chronic fatigue syndrome and fibromyalgia in order to reach
consensus on definitions, treatments, and develop tools to assist healthcare
professionals.
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The Eurobarometer Survey on muscular skeletal pain was performed in 2006 and
included a module related to activity restriction due to health problems and in
particular muscular skeletal pain. Results were published in 2007. Almost one third
of respondents experienced muscular skeletal pain, primarily back pain, which affected
activity of daily living. The survey also revealed demographic factors affecting general
health in relation to pain; older patients, those with lower educational attainment,
and women were more likely to experience pain, indicating that we are witnessing
health inequalities and how they impact upon pain.
Complementary activities include: the Budapest Initiative, which is a framework to
enable the design of a health survey module on pain and discomfort to be used at
international level for comparable information on the perception of pain; EC has
contacts to cooperate with the Pain Society if needed, on a new wave of the pain
survey (first implemented in 2003). There is also support for the European Week
Against Pain initiative launched by European Parliament first in 2001.
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Proposals for New Initiatives
Under the current 2008 to 2013 Community Health Programme proposals can be
submitted to EC for consideration in relation to chronic pain. Proposals of particular
interest are:
1. The burden of chronic pain imposed on the healthcare systems
2. Refine case definition
3. Evaluate the cost of clinical pain
4. Explore options to conduct longitudinal survey of chronic pain in the general
population
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Interventional therapeutic strategies
for the treatment of pain
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Valencia University School of Medicine,
Spain

Abstract
In clinical practice, and according to the WHO
pain ladder, interventional techniques remain
end-stage options and are only an option to a
minority of patients. Interventional and
surgical techniques are considered once
conventional drug therapies and physical
exercise techniques have failed to produce
pain relief or are associated with unacceptable side effects and when cognitive rehabilitation programs are unsuccessful. The choice of sophisticated interventional
techniques is large. However, there are huge challenges in generating robust
evidence to inform on the costs and benefits of these technologies.
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Managing chronic pain
Many interventional techniques are available for the management of chronic pain,
offering good technologies and many possibilities. These include neural blockade,
minimally invasive surgical procedures such as peripheral nerve blocks, trigger-point
injections, epidural injections, facet joint injections, sympathetic blocks, neuroablation
techniques, intradiscal thermal therapy, disc decompression, vertebral reinforcement
techniques like kyphoplasty, morphine pump implantation and spinal cord stimulation.
Epidural administration of corticosteroids, radiofrequency (RF) techniques and pulsed
radiofrequency (PRF) have also been introduced in clinical practice. Improvements in
the understanding of intrathecal drug delivery (IDD) and the drive for higher standards
in implantation procedures, combined with advances in technology coupled with use
of novel new drug combinations have contributed to successful outcomes with IDD.
Progress means that nowadays the new standard in intrathecal pain therapy is
patient controlled analgesia within physician set limits.
Spinal cord stimulation (SCS) has been applied successfully in a number of indications
but is used mainly to treat postoperative neuropathic back and leg pain, most
commonly called failed back surgery syndrome (FBSS), and complex regional pain
syndromes (CRPS). These successes have also led to SCS being used in other pain
states, such as diabetic neuropathy, post-traumatic neuralgia and postherpetic
neuralgia.
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What is the evidence?
Evidence from the late 1990s (placebo-controlled trials) support the use of epidural
steroid injections. Preliminary research suggests the evidence for RF and PRF
techniques is encouraging in cervicogenic pain. However, there are few studies and
research is ongoing.
In the last 30 years technological advances and improvement in patient selection
have transformed SCS into an effective and cost effective therapy, providing a real
alternative management option in two main pathologies (FBSS and CRPS). Health
Technology Assessment (HTA) has confirmed the clinical and cost-effectiveness of
SCS in chronic neuropathic pain and leg pain/FBSS (supported by good quality
evidence (Level 1+ [Recommendation B]) and CRPS (CRPS type 1: supported by
good quality evidence (Level 1+ [Recommendation A] and CRPS type 2: supported by
good quality evidence (Level 3 [Recommendation D]). SCS value in the management
of angina pectoris and chronic critical limb ischemia in peripheral vascular disease
has also been reported.
The CRPS types 1 and 2 experience serve to demonstrate the importance of accurate
diagnosis and the benefit of SPS; thus SPS appears, based on current evidence to be
a real therapeutic alternative in patients with FBSS and CRPS type 1 and indicates
the importance of matching the right patient to the intervention.

Challenges in generation of evidence
Pain research in general is challenging. It is also the case in interventional pain
research that the numbers of double-blind randomised controlled trials (or active
controlled trials) are very few and, in the absence of such studies the guidance is
reliant on case studies. This, together with the differences which occur even within
one technology in terms of application of the technique (as for example with PRF
techniques changing from one machine to the next, or in the case of IDD how and
where the catheter is placed) further complicate an already extremely heterogeneous
landscape. Too many factors potentially influence outcomes and there needs to be
an improvement in study methodology to collect good data to inform the evidence
base.

Is earlier intervention the way forward?
Currently around 2% of chronic pain suffers are referred to pain clinics. At this point
in time these patients will have high co-morbidity and will have incurred considerable
healthcare costs along the way. At this end stage these patients are potential
candidates for these more costly, more invasive, technical offerings. The present
stepped approach is that such interventions are perceived as an additional cost at
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the end of the WHO pain ladder. However, referring (appropriate) candidates as
soon as possible for interventional procedures may be i) more beneficial to the
patient in terms of outcomes and ii) less costly in the longer term.
Thus, rather than adopt the WHO ladder stepped approach of progression through
the treatment options, that with accurate diagnosis, appropriate patients could
become candidates earlier for specific interventional techniques. In this way their
journey could be shorter and more positive in outcome. Of course, in healthcare
markets working within an economic downturn, the healthcare system will want to
see the evidence for this before making changes in their healthcare system to
accommodate this paradigm shift.
A possible bias in the treatment guideline process was voiced. To date treatment
guidelines in pain have typically addressed pharmacological treatments separately
from interventional procedures and even behavioural therapies. Addressing all options
in one guideline (perhaps in WHO guidelines?) might afford an opportunity to explore
this earlier intervention approach, since evidence for certain interventions is already
considered sufficient to recommend their application in certain patients.
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Innovation; pain or value

Meindert Boysen
National Institute for Health and
Clinical Excellence, England

Abstract
NICE act on behalf of the NHS and try to
optimise treatments or innovations rather
than "say no". To date over half of advice
decisions have optimised the use of new treatments and the majority of these decisions
were based upon the patients' capacity to
benefit. Innovations chosen for evaluation
undergo a scoping exercise where key stakeholders agree the key questions which need
to be addressed. It is on the basis of these questions that the innovation is
evaluated. Pain may not be at the forefront of political thinking, because to date
there have not been many evaluations specifically on pain. Some politicians need
to be more aware of the impact of pain in society, to enable more innovations to
be assessed.

Insight into NICE and its guidance programmes
The NICE website (www.nice.org.uk) offers a Google-like search service (in NHS
Evidence) where references to pain (and other conditions) may be accessed and
references to NICE work undertaken, ongoing or planned in specific indications can
also be retrieved.
The Centre for Technology Evaluation issues guidance on technology appraisals (TAs),
interventional procedures (IPs), medical technologies and diagnostic technologies.
The Centre for Clinical Practice issues Service Delivery Guidelines and Clinical Practice
Guidelines. The Centre for Public Health Excellence issues advice on Public Health
interventions and programmes.
In the case of IPs, NICE acts as a regulator of new surgical procedures and evaluates
the techniques based on efficacy and safety criteria. All other programmes assess
both the clinical and cost-effectiveness of the innovation. It is mandatory for the NHS
to implement and fund TAs. In the case of CGs (which relate to a treatment pathway),
mandatory funding cannot be enforced in relation to the pathway.
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Topic selection
Ministerial referral is needed in selection of technologies. To date there have not
been many evaluations in pain, which could stem from the fact that pain is not high
on the political agenda (and hence has not attracted Ministerial attention to refer
technologies to NICE). Typically, criteria to prioritize selection of TAs fall into four
categories with 5 levels of importance. These include:
1. Population 1-5 The larger the population, the more important a technology is for
evaluation.
2. Disease severity 1-5 Severity of condition impacts on importance of evaluation;
takes into account: life expectancy; how far the individual is away from perfect
health and health states that incur social stigma.
3. Resource impact 1-5 Potential resource impact of guidance including cost of
implementing guidance, including any additional service, facilities or staff
requirements.
4. Claimed Therapeutic benefit 1-5 Extent to which a new technology claims
measurable therapeutic benefit over currently available NHS treatments.

Pain may not be at the forefront of political thinking, because it does not seem to
score across all reference points. Some politicians need to be more aware of the
impact of pain in society, to enable more innovations to be assessed.
Innovations chosen for evaluation undergo a scoping exercise where key stakeholders
agree the key questions which need to be addressed. It is on the basis of these
questions that the innovation is evaluated.

Assessment and Appraisal
NICE makes decisions on behalf of the population and what society thinks of a
particular health state (such as pain). An objective assessment of all the evidence (in
relation to the scope of the appraisal) is made. Evidence may be found 'wanting' if the
nature of the evidence does not match the scope of the TA (e.g. trial designs for drug
licence do not generally match needs of the healthcare system, so the trial design or
evidence may be deemed unsatisfactory. This can subsequently lead to uncertainty.
The appraisal stage is decision-making based on the evidence. Patient groups, healthcare professional groups, clinical experts have input into the final decision.
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Assessment and appraisal
Assessment

PUBLISHED
EVIDENCE

Appraisal

PATIENT
GROUPS

REVIEW OF
EVIDENCE

UNPUBLISHED
EVIDENCE?

HEALTHCARE PROFESSIONAL GROUPS

POLICY
MAKING

HEALTH
SERVICE

CLINICAL
EXPERTS

NICE act on behalf of the NHS and try to optimise treatments or innovations rather
than "say no". To date over half of advice decisions have optimised the use of new
treatments and the majority of these decisions were based upon the patients' capacity
to benefit. Rather than a so called "4th Hurdle", NICE and
HTA aims to apply resources
o
n

in the right way.
NICE methods do allow the representation of costs beyond the NHS. For example
carer benefits have been included (Alzheimer Disease) and impact on the judicial
system (methadone to treat opioid addiction) but productivity costs have not been
included in NICE appraisals to date (inclusion of the latter is very complex). In appraising
cost effectiveness, there is a need to compare and look at what resource is displaced.
NICE uses the quality adjusted life year (QALY) as the benefit measure. There is
evidence to suggest that a £20,000 to £30,000 per QALY gained may be the right
threshold to use, although NICE is willing to change the threshold (as occurred in
relation to the end of life treatments) if the case can be made to justify this.
NICE is not simply a QALY maximiser. NICE care about other criteria. Decisions need
to account for a number of factors, such as level of uncertainty surrounding the
evidence, issues of equity, social value judgements and, from the industry perspective,
the innovation of the technology.
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Valuing innovation and NICE
NICE was asked by Sir Ian Kennedy, chairman of the Independent Parliamentary
Standards Authority, to look specifically at the issue of innovation and how this could
be reflected in an appraisal. It is important to realise how innovation is captured and,
if the tools available for use do not capture innovation adequately, to provide the
evidence to make the case that the technology still represents an innovation. Thus,
where innovation is considered to be a specific and identifiable benefit of the
technology, scoping process to explore the characteristics and the data sources are
crucial. When identified, the Appraisal Committee investigates: potential to make a
significant and substantial impact on health-related benefits, how it might improve
the way that a current need is met, and whether it can be regarded as a ‘stepchange’.

Pain at NICE
Using the NICE search engine, a number of assessments which have completed or
are in development in relation to pain were identified. There are technology appraisals
for spinal cord stimulation in chronic neuropathic or ischaemic pain. Clinical guidelines
have been drawn up for low back pain, neuropathic pain – pharmacological
management and pain and bleeding in early pregnancy. Guidelines for interventional
procedures include: percutaneous intradiscal radiofrequency thermocoagulation for
lower back pain, laparoscopic uterine nerve ablation (LUNA) for chronic pelvic pain,
non-rigid stabilisation techniques for the treatment of low back pain, and deep brain
stimulation for refractory chronic pain syndromes – in development.
Most efforts have focused on clinical guidelines and a number of interventional
procedure guidelines. However, this list underestimates the scope of work since pain
is a huge issue in relation to technology appraisals in rheumatoid arthritis, pain and
probably other conditions.
The currency of benefit in NICE assessments (i.e. the QALY gain) is a function of both
quantity and quality of life. Pain relieving innovations do not present a length of life
benefit, and so the benefit must be reflected in quality of life.
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Issue date: March 2010

Neuropathic pain
The pharmacological management
of neuropathic pain in adults in
non-specialist settings

NICE clinical guideline 96

Developed by the Centre for Clinical Practice at NICE
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Clinical guideline (CG) on neuropathic pain
The scope of this CG (96) was the pharmacological management of neuropathic
pain (NP) in adults in non-specialist settings. This CG highlighted a number of issues
in relation to non-pain appraisals. It also generated a lot of discussion. The scope was
to evaluate NP as ‘blanket condition’ – the challenge was that most of the evidence
pertained to post-herpetic neuralgia (PHN) and proximal diabetic neuropathy (PDN).
Some other issues pertain to many appraisals, which generate uncertainty and will
inform research activity: dosing in practice/ dosing per SPC, titration, expert opinion
for resource use and adverse events, real practice / inclusion limited to RCTs, no
inclusion of combination therapy, cross-over effects in trials, no accounting for comorbidities, extrapolation to different disease severities, and indirect comparison of
technologies in the absence of evidence is very difficult.

Research recommendations
As a result, a range of research recommendations were outlined in the CG and
scrutiny of these must in future govern the design of the right clinical studies collecting
the right outcomes to address questions of relevance in NP. For all research recommendations, trials on the efficacy of drugs in relieving NP should have a sufficiently
long follow-up to assess the long-term effects of the drugs. Minor and major adverse
events should be reported separately for all trial arms, and data on failure to respond
to other analgesics should be collected. Definitions of primary and secondary
outcomes and data collection methods must be consistent for all NP research, while
data on pain reduction should be reported not only as a dichotomous outcome of
pain reduction at a threshold of 30% or 50%, but also as a more clinically representative measure that better captures the degree of pain reduction with a greater
number of categories.
There is evidence suggesting that people with NP experience poorer physical and
mental health than people with other forms of pain, even when adjusted for pain
intensity. The discrepancy between pain intensity and quality of life implies that other,
unrecognised factors are important for people with NP and these factors may
influence daily activities and participation. An observational or qualitative study should
be carried out to identify the key factors that may influence the daily activities and
participation of people with NP. The study population should be adults (aged 18 or
over) with NP. The primary outcome of interest is the improvement in overall quality
of life.
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The informational gap between
physicians and their patients

Lise Rochaix
Haute Autorité de Santé,
France

Abstract
The measurement and management of pain
has received increased attention among
researchers,

healthcare

professionals,

patients and public decision-makers. Prevention in the workplace and at home is also
increasingly developed, using ergonomics. A
number of measures have been taken in
France to ensure a more adequate clinical
response in terms of better assessment of
pain levels. These are based on the patient’s
experience, faster access to specialised care
and targeted therapeutic strategies, including
non drug prescription.

The challenge to find answers
The societal impact of pain needs to be
addressed as it raises a number of new and
challenging issues at different levels. On an organisational level, how should the supply
of services be structured to ensure adequate system response to patients’ needs?
Measuring costs, what is the financial burden of pain in society, when taking into
consideration the added individual and societal value of pain relief? Looking at pricing
and reimbursement, how should innovations in pain relief be valued by society, and
how should patients be reimbursed?

Background on pain management in France and the role of Haute
Autorité de Santé
The French health insurance comprises the National Health Insurance (NHI), supplementary health insurance and universal medical cover. Healthcare is very well reimbursed in France. Reimbursement is also very high for pain-related expenditure. In
the last 20 years, pain management has become a priority. The 2002 Law on
patients’ rights and healthcare system quality made pain management a fundamental

52

SIP
Societal Impact of Pain

right for each citizen. National priority programmes were defined by the Ministry of
Health with substantial funding (27 billion Euros of the current third 2006-2010
programme). Initiatives have been put in place, including: specialised care centres
for pain management (288 in 2007); patient information upon admission on health
care organisation (HCO) strategy for managing pain; professionals’ training for pain
management; and pain management as an indicator in HCO's accreditation process.
The National Programme for the Improvement of Pain Management (2006-10)
identified four priorities: target populations (children, adolescents, frail elderly); improve
training of healthcare professionals; improve drug and non-drug prescribing behaviour;
structure access (in particular to specialised care centres). 25 actions have been
defined in collaboration with a large number of stakeholders (scientific societies,
independent agencies, patients’ representatives) with Haute Autorité de Santé (HAS)
in charge of the assessment of some of the measures.
HAS is an independent agency set up in 2005. Its broad remit include: Health
Technology Assessment (HTA), clinical guidelines, public health guidance, HCO
accreditation, continuous professional development and labelling of patient information
websites. HAS also addresses issues of efficiency, and therefore sustainability, at
societal level. Using an integrated approach of assessment, recommendations, and
programmes to improve healthcare quality they ‘ensure high-quality healthcare for
all’ [http://www.has-sante.fr ]
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Some HAS programmes in pain management
A number of top priority indicators (called PEP – Pratique Exigible Prioritaire) must
be collected by hospitals. Pain is one among these in the new accreditation manual,
which monitor the efforts of HCOs to measure pain adequately during hospital stays
and although additional indicators are needed to measure effective management at
individual patient level.

HAS: towards an integrated approach

1 2 3
Assess Medical
Technologies
What does HAS
assess?
•Medicinal products
•Medical devices
•Health technologies
and medical
procedures

Recommend Healthcare Strategies
What type of
recommendations
does HAS provide?
•Clinical Practice
Guidelines
•Public health
recommendations
•Healthcare safety
guidelines

Integrate medical,
organisational
and economic
factors

Act to improve
healthcare quality
What does HAS do?
•Accredit HCOs
•Certify medical
practice evaluations
•Chronic diseases
management
•Provide information
and mediation on
adverse events
•Certify medical
information
provision

Define quality
evaluation
criteria for
action

HAS ensures high-quality healthcare for all
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A report on patients’ daily suffering in French HCOs: la maltraitance ‘ordinaire’ is an
analysis of patients’ perceptions of their case management and covers both
complaints related to lack of management of patients’ pain and suffering induced by
HCOs poor treatment or lack of respect. The aim is to enhance knowledge of daily
living conditions in HCOs (including long-term care), thereby reducing information
asymmetry between provider and patient. This will support the introduction of PEP
indicators into a new accreditation process to measure effective efforts to enhance
patients’ respect and adequate control of pain.
The clinical and organisational guidelines on fibromyalgia is a report assessing recent
scientific evidence on fibromyalgia and its prevalence in France, including international
comparisons. The report is contributing towards clarifying societal implications of
acknowledging fibromyalgia as an illness, as part of a process toward the possible
production of clinical guidelines and/or patient information document.
As part of the national plan for pain, clinical and organisational guidelines for pain
management (2009) were introduced to inform primary care physicians on how to
measure pain and adequately refer patients to specialised pain centres and an
organisational study was carried out to measure adequacy of patients’ use, misuse
or lack of use of such facilities. Results show that waiting time for a consultation is
less than one month for half of the cases, and three months for 21%. 70% of cancer
patients have a consultation within a week. The study also found that patients are in
most cases adequately referred to the centres by doctors (crucial in terms of
efficiency point of view).
A report on shared decision making and the patient’s role at HAS (2009) addresses
patients’ perspectives on safety issues and pain management. Results on shared
decision making showed that cancer patients and doctors do not value expected
treatment impacts in the same way. Implications for clinical guidelines production
were drawn (importance of allowing choice at various stages and having patients’
representatives in the guidelines production committees).

Moving toward a societal perspective for HTA at HAS
There is a need to assess the clinical and community benefit of a technology (close to
the EUnetHTA approach, the Joint Action). This favours a full HTA looking at real life
medical effectiveness, health economics, the impact on organisation of care, social
choice and ethical issues. Hence, a new committee (CEESP) was set up with a multidisciplinary approach to innovate and look at the appraisal process. On the basis of
evidence, the committee looks at the different dimensions. It is in charge of multitechnology appraisals (MTAs), it is not for the moment economic analysis, and the
multidisciplinary approach does not apply for the first time listing of a new drug but
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rather applies when MTAs are produced (e.g. when a class of drugs come back for
re-examination). Then CEESP will take part in scoping, validation and define the
methods relevant for HAS to adopt a societal perspective.
If we accept and define economics broadly as beyond cost containment then the
contribution of economics is how to reconcile the individual assessment, the clinical
assessment and the collective societies interest through the appraisal process.
Patients’ perspective is different to that of providers and regulators and they have
the entire care pathway perspective. The role of patients and citizens will be important
and their preference is also of relevance in this debate.
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Conclusion
With three priority National Pain Programmes to date, France is one of the more
advanced countries in pain in EU. Experiences within these programmes should
provide valuable insights for CEESP committee with its remit to adopt a societal
approach in economics and HTA.
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Therapeutic strategies
for the treatment of pain

Paolo Daniele Siviero
AIFA,
Italian Medicines Agency, Italy

Abstract
The prevalence of chronic pain in Italy is 27%,
the third highest in Europe. Yet, in Italy the
consumption of opioid medicines for the
treatment of pain is much less than other EU
countries (ranking 7th). There is the will to
align Italy to the rest of the world. In EU the trend in morphine consumption has
increased significantly only in the UK, but has remained stable in other EU markets.

Laws for pain therapy in Italy
In recent years, a series of rules were approved to make the use of analgesic opioid
medicines easier in pain therapy. A first step was the law 12/2001 where the main
points were: new prescription pad for opioid medicine in triplicate; possibility to
prescribe 2 opioid medicines or 2 different dosage of the same medicine for a
therapy (maximum of 30 days); and home delivery of medicines included in the Annex
III bis (opioids and cannabinoids).
A number of simplifications to the 12/2001 law and additional Ministerial Decrees
continued to improve the situation (including reimbursement by NHS of all medicines
for pain without limitation from October 2009), culminating in a new very important
law for pain therapy, which was adopted in March 2010. This law explicitly takes into
account the respect, the dignity and integrity "of the person”. Importantly, the new
law also included the creation of a network for treatment of pain and palliative care
on a regional basis, and simplification of prescription for opioid medicines using
National Service prescription pad (rather than a special pad for opioids).

The impact of morphine and new analgesics on the EU market
Total consumption and expenditure for pain therapy in Italy has remained unchanged
from 2006 to 2009 and it will be interesting to see whether the new laws in October
2009 and March 2010 will affect these data. Oral morphine remains the drug of
choice for moderate or severe cancer pain and an important indicator of progress
in cancer pain management, according to international guidelines. The trend in
morphine and other strong opioids consumption in Europe was analysed by reporting
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the impact of the launch of newer agents such as oxicodone, buprenorphine and
fentanyl. These analyses indicated that in all EU countries there was an increase in
consumption, especially for oxicodone, although the consumption and increase in
consumption tended to be lower in Italy. These findings would appear to indicate that
prescribing is not in accordance with international guidelines.

Morphine prescription in Europe
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Oxicodone prescription in Europe
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Buprenorphine prescription in Europe
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Fentanyl prescription in Europe
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The societal impact of pain
Absenteeism from work due to pain causes a loss of 34 billion Euros per year to the
European economy. The peer-reviewed literature showed that chronic pain (e.g. as
arthritis) had a significant impact on occupational performance in the workplace and
contributed to decreases in productivity, reduced rates of employment, personal and
societal economic cost.
Despite the extensive utilisation of narcotic analgesics, pain is often uncontrolled.
Inappropriate use of narcotic analgesics leads to uncontrolled pain management,
dependence, and may result in patient deaths, creating a tremendous cost burden
on the healthcare system. The impact of opioid dependence on employers, managed
care, and society is significant.
In Italy, pain therapy pharmaceutical expenditure is estimated to cost more than
200 million Euros. Annual pharmaceutical expenditure for opioid medicine is over
50 million Euros of which over 30 million is hospital expenditure. Cost-benefit analysis
comparing the cost data resulting from absence from work and the need for medical
care suggests that treated patients cost much less to society than untreated patients.
Italian NHS has begun a process for the simplification of procedures to facilitate the
access to medicines for the treatment of pain. Italy recognises the difference between
acute and chronic pain and Medicine Agency AIFA may reassess the distinction
between acute and chronic pain and the class of reimbursement of such medicines.
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Are we adequately equipped
to assess pain therapies?

Ken Paterson
Scottish Medicines Consortium,
Edinburgh,
Scotland

Abstract
Assessment of the comparative effectiveness
and cost-effectiveness of healthcare inter ventions is increasingly being undertaken as
funds available to provide healthcare are
increasingly stretched. New therapies in the
Lecture field of pain are subject to such assessment and frequently fail to demonstrate
presented by that the clinical benefits they bring justify the required expenditure. More than
telephone ever, the Scottish Medicines Consortium (SMC) face challenges when a decision
is to be made, whether to recommend (or not) new treatments for chronic pain
in Scotland. This begs the question, “Is pain a special case in terms of health
technology assessment… and if so, why and what can we do differently?”

Increasing pressures on all health-care budgets
Managing escalating healthcare costs remains a key priority for all healthcare
systems. There are a number of reasons for the relentless rise in costs, for example,
population demographics (an aging and increasingly sedentary population with associated common, chronic and costly comorbidities). Costs are also increasing because
there is a widespread expectation that every symptom or complaint can and should
be dealt with; "a pill for every ill".
In terms of new medicines, there are those which offer:
1. extended choice in existing crowded areas (medicines are available for the great
majority of pain patients)
2. new options in niche areas of unmet need (often orphan drugs for rare conditions)

Governments or payers are looking to manage increasingly stretched healthcare
budgets yet make decisions about which new treatments to fund for their populations,
be this for pain, diabetes, asthma or cancer care. Generally new treatments come
at a higher price and therefore decision makers need to be convinced that the added
benefits of a new treatment relative to existing treatments justify added costs. Health
Technology Assessment (HTA) provides a logical and objective framework to make
decisions across different disease areas, interventions and patient groups.
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Since 2001 the SMC has undertaken rapid assessment of all new drugs on behalf of
the National Health Service in Scotland and issued some 600 recommendations
across a broad range of disease areas. With such decisions there are winners and
there are losers.

Health Technology Assessment and new pain therapies
The SMC has assessed a number of new pain therapies using this HTA framework
but in pain there seem to be more losers than winners. Why is that? SMC need to
be convinced about the level of health gain provided by the new treatment compared
with existing treatments (and at what cost). To date the clinical or quality of life
benefits of many chronic pain therapies have been judged too small to justify the
added cost over existing therapies already paid for by the NHS. Pain is a feared, even
dreaded, symptom with many negative impacts on quality of life (QOL). There is clear
evidence of huge unmet need and it is surprising that pain therapies have failed to
show acceptable cost-effectiveness or value for money. So why are many new pain
therapies 'failing' the HTA processes? It is possible new chronic pain treatments are
just not very good (compared to what is currently used) and/ or the HTA methodology
itself is biased against pain therapies.

New chronic pain therapies 'fail' in HTA process
This may be a consequence of the underlying evidence base, the analysis thereof, or
a combination of the two. From the HTA (or decision-maker) perspective, the studies
need to address the questions we need answers to. This largely means tackling the
issue of the difference between efficacy (clinical trial, ideal world, ideal subjects)
versus effectiveness (real world setting, patients with co-morbidity). The question is
not does the drug work in an ideal situation but does it add value in clinical practice
locally? This means that study designs need to reflect reality more closely, they need
to reflect how patients are managed in clinical practice. With attention to a number
of factors this challenge can be addressed.
Thus, while a placebo-controlled study demonstrates efficacy in an ideal world
(compared to using nothing) it does not show comparative effectiveness, it does not
inform on the 'place in therapy' and it does not demonstrate 'value to the payer (or
patient)' in terms of health gain. Active-controlled studies are better. The actual
comparator is not crucial. However, once evidence for at least one standard
comparator is available it allows HTA to perform statistically driven indirect
comparisons which then allow the 'value' or health gain to be shown to all concerned.
It should be the duty of HTA organisations to work closely with the European Medicines
Agency (EMEA) to ensure more studies are active comparator trials.
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The patient population under study also matters. The peer-reviewed literature in
chronic pain commonly describes study participants as either treatment-naïve or
treatment-experienced patients. Alternatively, eligible patients could have previously
responded to a treatment (so-called responder-enriched population) or be treatment
failures. While each study design and population has its merits, from an HTA
perspective, studies of treatment naïve or responder-enriched populations probably
overstate the efficacy and do not reflect clinical practice (since any new therapy
would be used in patients who have failed existing therapies). On the other hand,
studies in treatment experienced or treatment failure, probably show reduced
absolute efficacy. These patients more closely reflect real-world use of the new pain
therapy, and as such are better able to show its true clinical value to all concerned.
Another key issue pertinent to the efficacy versus 'real-world' effectiveness debate is
the reality that any pain medicine cannot be seen in isolation. It is not simply the drug.
It is part of a package, a process of care. Chronic pain management is a multidisciplinary approach so the HTA assessment needs to reflect this too.
Issues such as adherence, tolerability and persistence are also crucial and need to
be accounted for in translating clinical trial data to effectiveness in practice. Many of
the older (cheaper) pain therapies require complex titration regimes which are
probably poorly done in clinical practice but well done in clinical trials, which may
falsely favour the older therapies in any analysis. Finally, post-marketing real-world
clinical effectiveness data are important in chronic pain to demonstrate the real
benefits, and to accurately assess the health gain in patients in clinical practice.

HTA Analysis Tools – can they measure health gain in chronic pain?
Health gain comprises two domains, quantity of life (or survival benefit) and QOL.
Typically pain therapies affect only QOL and therefore there is only an opportunity to
show health gain in one domain. QOL measures are therefore pivotal to assessing
health gain in pain. There are three types of measures and each has its pros and
cons.
1. Generic (e.g. EQ-5D, SF-36...)
2. Pain-specific (e.g. WOMAC, RMQ...)
3. Preference-based (Time-trade-off, Standard gamble)
The remit of an HTA body means that generic and preference-based measures are
preferred. While these measures have advantages (e.g. well validated, allowing
decision-making across disease areas), they may be poor in assessing a single
symptom (i.e. pain) and may lack granularity to assess change (e.g. EQ-5D has
3 levels, SF-36 has 5 levels). They focus on physical function and not on patient
feelings. These tools may therefore miss subtle psychological benefits (e.g. fear) and
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as a consequence not describe the full QOL benefit a new pain therapy might have.
So can pain-specific measures help? While useful in pain studies themselves, from
an HTA perspective based on current knowledge – probably not. There are many
pain-specific scales of varying quality and validity. Typically very pain-specific (e.g. low
back pain, osteoarthritis, cancer pain), they may not even generalise within the pain
field. Some measures also have the potential to 'double-count' both the impact of
pain and of therapy. And currently with little research 'mapping' or linking to other
QOL measures, it remains impossible to compare to other therapies.
While the collection of QOL data is most useful within the trial, in practice compared
to the rigor of completeness of efficacy data (typically 96% patients), QOL data is
often less well recorded (50-70% patients). QOL data can be sensitive to change
and so it is important to define the time-frame of the assessment (a point estimate
or an average over time?). Chronic pain studies may therefore underestimate the
true benefits of a new pain therapy and without attention to collection and analysis of
data this may also represent a missed opportunity to capture some of the benefits
of pain relief.
The longer term benefits of chronic pain relief may continue well beyond the period
of the trial but if not captured may be another factor in underestimating the true
value of the therapy. HTA for a chronic condition typically requires a time horizon
much longer than the trial duration and requires assumptions to be made about
long-term benefits as well as persistence with therapy, both of which are often
uncertain.
Acute pain is a situation where it is probably even harder to detect benefits. For example, migraine has very severe symptoms of an interim and short-term nature, the
impact of a treatment with a rapid effect may be lost over a longer-term. As a
consequence, acute pain may actually be deserving of a 'special case' status in HTA
assessments.
In the UK, the HTA perspective is typically the healthcare system with pain relief
buying health gain in terms of QOL benefit (which may translate into reduced
consumption of healthcare resources). It makes sense to take a broader societal
perspective for chronic pain therapies (namely return to the workplace, benefits for
families, reduction in social benefits etc) but where these benefits are real and can
be realised in the current financial climate. This issue of 'which perspective?' is an
active debate in HTA circles. The SMC would be willing to factor such potential
benefits into their assessment process if they felt a new pain therapy could impact
on them.
While this may seem a negative assessment of HTA in chronic pain, HTA has identified
real value in the case of anti-TNF drugs for rheumatic disease. New expensive (and
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risky) therapies have demonstrated acceptable cost effectiveness due to large health
gain. QOL benefits over existing therapies were readily detected by various rating
scales (leading to a corresponding lowish cost per quality adjusted life year). To date
this degree of health gain seen in rheumatoid arthritis has not been seen in chronic
pain therapies undergoing HTA assessment.

Conclusion
Pain therapies pose a challenge to HTA bodies. Clinical studies need to improve,
focussing on what everyone really needs to know: that clinical effectiveness data is
needed; that while HTA methodologies are imperfect at present they can show
benefits but should be developed to better capture QOL change and then 'map' this
to other health gain. HTA bodies need to hear the specialist issues (and vice versa)
since everyone wants to see more effective therapies for chronic pain.

HTA and Pain Therapies
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▶

Clinical studies need to be better
…to focus on what everyone really wants to know

▶

Real-world effectiveness data needed too

▶

HTA methodologies imperfect
… but can show benefits
… could be developed to better capture QoL
change and map this to other healthgain

▶

HTA bodies need to hear the specialist issues
… and vice versa!

▶

We all need to see more effective therapies!
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Developing a national model for
chronic pain services in Scotland

Pete MacKenzie
Scottish Government Lead Clinician
for Chronic Pain
Edinburgh, Scotland

Abstract
Developing a National Service Framework for
chronic pain explained how NHS Scotland
health planners were persuaded to support
improvement plans for chronic pain, updated
about agreed plans, considered risks to
progress and described next steps. The
Scottish Government appointed a lead
clinician for chronic pain because of strong
stakeholder support for the priority actions
Lecture of the Getting Relevant Information on Chronic Pain Services (GRIPS) report
delivered published by the healthcare watchdog, NHS Quality Improvement Scotland (NHS
by Blair H QIS) at the end of 2007. The net result has been enhanced recognition of chronic
Smith on pain within Long Term Conditions work streams, Scottish Government Health
behalf Directorates (SGHD) and NHS Scotland generally.
of Pete
MacKenzie

The Scottish perspective
Scotland is a country by itself but also part of the wider country of the United Kingdom.
It has two parliaments; one based in Westminster, which is responsible for some of
the government and one in Edinburgh, which most notably is responsible for health
and the National Health Service (NHS) in Scotland.
Scotland has a population of five million, so in comparison with many countries in
Europe it is a small nation. But communities are spread over a very wide area and
that makes the application of health policy logistically very difficult, particularly in the
north of Scotland.
A lot has been said about prevalence and epidemiology of chronic pain. The one that
seems to be attracting the greatest credence is the figure of 20%. If one-fifth of the
Scottish population had chronic pain that would be nearly a million people – perhaps
a quarter of a million with neuropathic pain, although that’s very difficult to define,
and 800,000 with a musculoskeletal condition. It is difficult to measure the cost to
the economy, but estimates are that back pain and healthcare costs per year are
£100 million. If we take all the musculoskeletal conditions and the care associated
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with that and include the healthcare benefits and other associated benefits the
amount doubles to £2 billion a year, a significant dent in any country’s budget, but
particularly a small country the size of Scotland.
In 1999, a study in the Grampian region (north-east Scotland) showed the prevalence
of chronic pain almost at half the population – 46%. The most severe end of that –
intense, highly disabling, severely limiting chronic pain – was 5.6% of the Scottish
population, equivalent to diabetes or cardiovascular disease. Looking at pain with
neuropathic features, rather than specifically neuropathic pain a population survey
found 8% had neuropathic features associated with chronic pain.

The Scottish health system
The NHS in Scotland is entirely the responsibility of the Scottish parliament in
Edinburgh. It is publicly funded from taxation and is organised in 14 geographically
aligned health boards. There are five other special health boards responsible for
other aspects of health provision. One of these is NHS Quality Improvement, another
is NHS Education Scotland. The NHS boards are responsible for both commissioning
and providing the services for their own regions. There are also three regional
planning areas; north of Scotland, south and east of Scotland and west of Scotland
which provide more specialist tertiary care services. Social care is not part of the
NHS budget, which can lead to significant difficulties when it comes to aligning the
needs of chronic patients beyond the medical provision.
NHS Scotland operates a multi-tiered system where patients present themselves
initially to primary care. General practitioners (GPs) manage the bulk of illnesses and
only they can refer patients on to secondary care – the hospitals. If more specialist
care is needed, patients move into the regional tertiary care centres. This multidisciplinary approach is an example of where all the different agencies and stakeholders are at the stage of having a model agreed, which can be put into practice.
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The importance of Scotland’s research findings
The first major report in Scotland to make an impact was by James McEwen, the socalled McEwen report, published in 2004. It described chronic pain services available
at that time in Scotland and made some recommendations about how to move forward.
First, it recommended chronic pain should be recognised as an entity in its own right,
a sentiment widely held today. But it was McEwen who first voiced this sentiment. He
also recommended a strategic approach by the NHS, linked to the voluntary sector
to provide these services. McEwen pointed out there was potential, in fact need, for
the community sector and the primary, secondary and tertiary care sectors to link
seamlessly between each other. This meant there would be potential for what was
called a “managed clinical network”.
A consensus meeting was held to formulate a response to the McEwen report,
which although far from reaching a consensus did generate a lot of activity. A crossparty parliamentary group, composed of patients, professionals from all sectors and
politicians wanted to get the momentum going and along with the Royal College of
Anaesthetists and the North British Pain Association approached the NHS through
the Quality Improvement Scotland board to try and catalyse the changes recommended by the McEwen Report.
This resulted in two further reports, “The Management of Chronic Pain in Adults –
the Best Practice Statement”, which recommended the standard which we should
all be meeting in managing chronic pain. The GRIPS Report 2007, re-published the
following year, was the report that really recommended the way forward providing a
partnered or collaborative approach to managing chronic pain.
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The GRIPS report
A series of key points were recommended. Firstly, the Scottish government was to
designate chronic pain as a condition in its own right and to encourage chronic pain
managed clinical networks (MCNs). Secondly, NHS boards should develop referral
pathways from primary care to tertiary care – both ways there and back. They
should also develop a core dataset for audit into quality assurance to be provided by
all pain service providers. Education and training also featured strongly. NHS Education
for Scotland was to develop a competency framework for chronic pain staff in both
primary and secondary care, in combination with Quality Improvement Scotland, to
develop clinical standards within secondary care.
This was probably the defining moment for Scotland and put it a little further on from
many other European nations. In 2008, Nicola Sturgeon, the Deputy First Minister
and Cabinet Secretary for Health and Wellbeing, was unequivocal in telling Pain
Association Scotland that chronic pain was a long-term condition in its own right.
That was the starting point for a lot of subsequent endeavours and has continued to
be the driving force behind further initiatives.

Chronic pain – a long-term condition
Not only did the Scottish government recognise chronic pain as a long-term condition,
there is now a Long Term Conditions Action Plan, which includes a number of other
conditions but has chronic pain firmly and squarely embedded in the action plan. The
government also provided funding to develop a pilot Managed Clinical Network (MCN),
which is now successfully up and running in the greater Glasgow and Clyde NHS
Board – the largest board, serving about a fifth of the total population.
A chronic pain steering group – a collaborative partnership group – has been set
up, which includes patients; representatives from the voluntary sector and primary,
secondary and tertiary care; health service managers; and people from the chief
medical officer representing government. They all meet regularly to work out how to
implement recommendations from the GRIPS report.
A service model has been developed, which has been linked to the model for musculoskeletal conditions. All three regional groups have accepted the proposals, so will be
implemented across the whole of Scotland, in conjunction with a Learning Needs
Assessment in primary care.
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The Scottish government has a very active Quality Strategy and that applies to all
aspects of the health service, particularly now to chronic pain, where there is a shift
away from hospitals into primary care and the community.
Cost-effectiveness is of course something every government is interested in. It has
been difficult to find evidence for money saved, but it is clear it costs less to treat
chronic pain than to leave it. A cost-effectiveness report by Thomson et al in 2002
reported a 30% reduction in healthcare costs and a 60% reduction in social costs
– findings which have merited the Scottish government to continue investing in new
innovations and research.
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The future of co-operations
in pain therapy

Norbert Klusen
CEO of Techniker Krankenkasse,
Germany

Abstract
Pain and pain therapy is a topic of increasing
relevance in European societies partly due to
increasing workload and stress. Research by
the Techniker Krankenkasse (TK), a large
German insurance fund, revealed one in ten
sick leave days by German employees are caused by serious back pain. Two-thirds
of the German population is reported to suffer at least temporarily from
headaches. The data showed that even a worrisome number of children are
affected: one in two pupils at primary school suffers from tension headache or
migraine. For optimal results in pain therapy, broad access to efficient medication
has to be accompanied by interdisciplinary and coordinated structures of managed
care. Various managed care plans of TK combine these requirements for interdisciplinary pain treatment successfully. Limited financial resources continue to
be a central challenge for healthcare supply in almost every country. This has
become an even larger challenge in Germany since the introduction in January
2009 of a central health fund which gives insurance companies even less financial
room for making investments in innovative managed care concepts and health
care research. Future concepts and research in pain therapy will largely rely on
the ability of the cooperating partners to find ways of generating the necessary
resources.

Pain: a high price to pay
Millions of people in Germany have long-lasting or frequently recurring pain. Painrelated disabilities cost the country about 40 billion Euros each year. 50% of pupils
at primary school suffer from headaches or migraines caused by tension. As an
insurance fund, the Techniker Krankenkasse (TK) took the initiative to do something
about it. In Germany, insurance providers are in a position to work together with
doctors. Initially this was on a very small level to enhance funding programmes, but
now it includes the wider general public.
Diseases of the back are particularly common. Most absent days are caused by
diseases of the musculoskeletal system. Among all employees in Germany more
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than 15 million absent days are due to back pain. 3.4 million absent days – that’s 10
% of all sick days – of TK-insured are due to diseases of the spine and back. In other
words, every 19th absent day of TK-insured is due to back pain.

Germany’s sick funds
The sick funds in Germany talk about clients. These could be patients or employers.
At TK patients are a priority, but it is also important to consider the interests of the
employer and the economy. Germany by law offers people the standard elements for
an effective pain therapy. However, many consider this treatment to be lacking. On
the other hand, there are some who believe the problem is over treatment with too
many operations and too much surgery – in some cases by 80%. TK tries to implement integrated care models together with doctors, hospitals and outpatient care
facilities to improve the treatment of pain. The focus is on secondary and tertiary
prevention. Different healthcare programmes or integrated models for the major
types of pain (back pain and headache) are available. Treatment is offered in networks
and there is an integrated care contract for back pain ("Integrierte Versorgung
Rückenschmerz"). There are programmes to strengthen patient participation in the
form of a TK-patient’s dialogue and there are options for a second opinion prior to
back surgery. There are also prevention programmes for children, especially for
those suffering from headaches ("Stopp den Kopfschmerz"), as well as TK-Health
Coaches.

Patient profile
60% of TK’s pain patients suffer less than one week. 30% have pain up to six weeks.
This leaves 10% suffering longer than six weeks. These are the people who are put
on special programmes, as it is estimated one-fifth of this group may need care for
the rest of their lives.
In July 2005, TK started its integrated care programme for back problems in 32
locations in 15 of Germany’s 16 federal states. By April 2010 there were almost
3,000 participants, which isn’t a particularly large number for a project, especially
when TK has a total membership of 7.3 million. But this is just one of a number of
programmes.
Co-operation partners are the German Society for Pain Therapy (Deutsche
Gesellschaft für Schmerztherapie e. V.) and Integrative Managed Care GmbH. Access
to the programme is exclusively managed by TK and TK case managers are the
gatekeepers to the project. Treatment is multi-modal, so doctors, psychiatrists and
physiotherapists all work together and re-numeration comprises of financial incentives
to achieve sustainable treatment.
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A step-by-step approach
The programme starts with TK case managers or rehabilitation specialists contacting
the patient to ask whether he wants specialist treatment or a diagnostic screening,
which takes place within five days. The team of specialists then meet to decide
whether the candidate is appropriate for the TK-programme. The objective is to
make the patient healthy again and fit for work with the minimum amount of pain
relief. This is good for the patient and good for the fund as TK has to pay sick leave
after six weeks and take over the person’s salary.
The client then begins a four-week out-patient programme. Just over half of those on
the programme have been shown to be fit for work again after the four weeks, which
is remarkable, especially as the majority had already been suffering for more than
six weeks. If they are not ready to return to work they are sent on an extended
therapy programme for five to eight weeks. By this point about 34% are fit for work.
If patients are fit for work after four weeks and remain like this for six months without
any interruptions, their doctor receives a financial bonus. If a patient is still not fit for
work after eight weeks on the programme doctors are penalised 7% of their renumeration. Interestingly, this is one programme that is very successful and profitable
for all concerned.

TK Integrated Care Contract for Back Pain
Patient Pathways
diagnostic screening

inappropriate

alternative therapy
proposal

appropriate

51%
4 weeks therapy

fit for work

bonus

5 to 8 weeks therapy

34%

after 4 weeks therapy
over 6 months
permanently fit for work

fit for work

85%

malus
not fit for work
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Measuring patient benefits
Patient-related benefits can also be measured. Patient conditions like: pain intensity,
pain disability, fear of work, and physical activity are improving and on average
participants return to work 72 days earlier than before. This saves on sick pay,
hospital stays and drugs. The success of a therapy can be improved if patients are
well-informed and can participate in decision-making. Therefore, TK offers different
information tools, e.g. a web-based patient dialogue, medical competence centres
(24/7) and a personalised drug utilisation report. The patient dialogue was set up by
the University of Freiburg. It ensures anonymity and has become a popular, selflearning instrument. It is based on existing evidence-based guidelines.

Patient empowerment
Around 230,000 back surgeries are carried out in Germany each year. Up to 80%
of the symptoms could be treated by conservative therapy. The objective of TK
programmes is to strengthen the patient's sovereignty and give him the tools to
become more informed about his condition. What are the advantages of such a
programme? Patients are more compliant, they know more and can make informed
decisions. There is a better and more equal doctor-patient relationship and patients
have a better quality of life because they avoid unnecessary and strenuous operations.
There is also the possibility to reduce unnecessary hospital expenses.

Prevention
Pain can have both organic and psychological causes. Stress and lack of physical
activity are frequent causes. Interactive and individual coaching is available on the
internet on topics such as stress, smoking and physical exercise for TK-insured.
Another prevention programme is aimed at children aged between 8 and 14 who
suffer from chronic tension headaches and migraines. These courses are popular
and are under the guidance of experienced instructors and course leaders. This
programme is aimed at children who are already ill. The training focuses on promoting
a child’s competences to encourage them to help themselves (e.g. explanation of
their pain, practical tips on what to do in case of a headache attack). An evaluation of
the programme shows that the course programme can be an alternative to a purely
medical treatment. The number of headache days can be significantly reduced by
this treatment and less medication is taken. These effects have shown to be longterm.
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Better Co-operations Required
Even though there is no doubt about the need of coordinated care concepts in pain
therapy, the concrete benefit and cost-effectiveness-relation of managed care plans
have to be evaluated by supporting healthcare research. Future progress by pain cooperations will depend on the disposition of the partners to co-ordinate their varying
ideas on methodical issues like data design and evaluation parameters. TK is in the
process of evaluating existing programmes, but the incentives for broad studies are
missing. Following the introduction last year of the central health fund in Germany,
insurance companies have less financial room to invest in innovative managed care
concepts and health care research. Future concepts and research in pain therapy
will rely largely on the ability of the cooperating partners to find ways to generate the
necessary resources.

Challenges for the Future
There is a need for multi-modal pain therapy in co-ordinated, interdisciplinary network
structures. The experiences of TK with existing interdisciplinary pain programmes
have been very positive, but several conditions will be essential for future success.
Pain therapy needs to play a more significant role in education programmes. Better
financial resources and more investment is necessary for innovative care concepts
and there needs to be expanded co-operations of the partners, especially in research.
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Workshop 1:
Prevalence and epidemiology

Narinder Rawal
Workshop rapporteur

Chairman: Per Hansson
Secretary: Alain Serrie
Moderator: Isabelle Durand Zaleski
Workshop rapporteur: Narinder Rawal
Summary: Axel Sinner

Introduction
The workshop looked at the challenges still existing in methodology to differentiate
between indications of pain and specific patient groups faced with the challenges
of chronic pain. In order to manage the issue of chronic pain all stakeholders in
the healthcare system need to have better insight and reliable data to work with.
The workshop offered delegates a better understanding of how the topic of prevalence and epidemiology is handled in different expert groups.

Chronic pain in Austria
Wilfried Ilias, President of the Austrian Pain Society
Wilfried Ilias opened the workshop reporting on his experience of pain therapy at the St
John of God Teaching Hospital in Vienna. According to an evaluation of 565 chronic pain
patients in 2010, musculoskeletal problems were the most common cause (80%) of
chronic pain. Musculoskeletal issues also resulted in almost one third of disability-related
retirements in Austria and 160 out of 1000 work-related absences. Outpatient data
showed 58% of pain sources were musculoskeletal. Studies also showed young people
were not immune to back pain. A study of spine problems from 1991 showed that 3% of
10-year-old pupils had a reversible wrong posture. The percentage doubled by the time
pupils had turned 18, but the spinal deformities were now irreversible. At a military health
check-up, half of the 8% of young conscripts who were medically not suited for service
suffered from manifest spinal problems. A picture of a 6-year-old pupil weighed down
with a huge school bag filled with papers was shown to demonstrate how back problems
could develop. Ilias is convinced prevention would be the most effective driver to avoid
chronic pain, but he pointed out that as long as no recent statistics were available, prevention issues would not be taken seriously. A re-thinking in many behavioural aspects in
society would be needed to make people understand the benefits of pain prevention.

82

SIP
Societal Impact of Pain

Distribution of Pain Sources
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Ilias also reported on several positive initiatives that have led to a better understanding
of pain. The “Rheumabus 2000” used an interdisciplinary approach, bringing rheumatologists, anaesthesiologists and neurologists together to advise patients. More than
70% of patients who accessed this scheme reported having pain, but surprisingly
43% of them never talked about their pain to a doctor, despite regular visits. Therefore,
the incidence of pain might be even higher than reported in statistics.
In 2009, the “Pain Diploma” was adapted to 200 hours of training offering an equal
share of theory and skills. A further qualification is the Master of Science in Pain Medicine,
which has 580 training hours – 80% of which is theory. In the same year, a “Taskforce on
Chronic Pain” established a three step screening programme, which went from individual
support to hospitalisation in pain centres with interdisciplinary teams.
Concluding, Ilias stated the main priority was to unify the political departments
responsible for health care and social affairs while pushing ahead with prophylaxis
through educating parents and teachers.

Prevalence of neuropathic pain in Poland
Jan Dobrogowski, President of the Polish Pain Society and Head of the Pain Research
and Therapy at Jagiellonian University Krakow
Jan Dobrogowski gave an insight into the prevalence of neuropathic pain in Poland.
He also looked at whether diagnosis and statistical evidence gave an accurate picture.
The range of prevalence for chronic pain in Europe falls between 30% in Norway and

83

WORKSHOP REPORTS 1 - 6

Workshop 1: Prevalence and epidemiology

11% in Spain. A comparison of data on the cause of neuropathic pain between a
clinic in Glasgow, Scotland and Krakow in Poland also differed greatly. Taking the
often cited 1.5% of the population affected by neuropathic pain, the UK-based study
found a prevalence rate of 8.2%. This indicates the difficulty of diagnosing and estimating precisely the prevalence of neuropathic pain. As this could hamper epidemiological studies, a grading system for neuropathic pain was proposed using the categories “definite”, “probable” and “possible”.
In a further study, the Polish Health Fund was asked by the Polish Pain Society to provide data concerning the diagnosis of neuropathic pain syndromes among out-patients
using the diagnostic coding system ICD-10. The aim was to determine the occurrence
of selected kinds of neuropathic pain in the general population. The data showed that
0.3% of Poles had been diagnosed and treated for neuropathic pain, which was
1.46% of all chronic pain patients, a figure significantly lower than expected.

III. Profile of Pain
Locations and Causes of Chronic Pain
Most Common Body Locations of Pain
Reported by Chronic Pain Sufferers
– Poland –
(n=300)

Most Common Causes of Pain
Reported by Chronic Pain Sufferers (Unaided + Aided)
– Poland –
(n=253)
Arthritis/
osteoarthritis

37

Lower back

34

26

Head
Leg

14

Knee

13

Cluster Headache

20

Herniated/
deteriorating discs

16* ?

9

Joints (unspecified)

16

Traumatic injury
Abdomen

6

Hip

6

Hand

6

Back (unspecified)

5

Upper back

5

Neck

3

% 0
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Rheumatoid
arthritis

8

Migraine
headaches

8

Nerve damage

5* ?

Surgery

4* ?

% 0

100
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Results of a literature review on the epidemiology of chronic pain
in the EU
Jos Kleijnen, Director of Kleijnen Systematic Reviews Ltd.,
Jos Kleijnen described findings from a recently published literature review aimed at
better understanding chronic pain on a Pan-European level. An interesting aspect of
the review looked at the different ways to measure the cost of chronic pain. Pricing
fell into two categories, direct and indirect costs, depending on whether the focus
was on the patient, society or the health care system. The direct cost per annum of
chronic pain patients in Europe ranged typically in the several thousand Euros. From
a societal perspective the costs were approximately 5 times higher. The cost of
treating chronic pain varied considerably across Europe. Equally, the review revealed
a variety of different approaches in the treatment process.

Epidemiology flow per country – questions

What are the population and
demographics of each country?

What is the prevalence of chronic pain
conditions and underlying disease?

What are the severity and duration
of chronic pain conditions?
What are the demographics
of pain sufferers?

What is the incidence of chronic pain
conditions and underlying disease?

What are the underlying diseases
of pain sufferers?

How many chronic pain patients
present themselves for treatment?

What percentage of chronic pain patients
are untreated or inadequately treated?

How many chronic pain patients get
treated broken down by treatment?

What is the compliance of treated
chronic pain conditions?

How many sufferers
have inadequate pain control?
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Pain in oncology
Ana Casas, Head Area Medical Oncology, University Hospital, Virgen del Rocio
Sevilla, Spain
Pain is one of the most feared and burdensome symptoms for cancer patients. It
affects their lives sometimes more than the cancer itself. Many patients fear pain
more than possibly dying from their cancer. Depending on the cancer, the prevalence
of pain falls in the upper ranges between 60% - 88%. Nevertheless, cancer pain can
be controlled in 95 % of the patients.

Pain in Oncology: Prevalence
Incidence of pain due to cancer type
100

Breivik H et al.
Ann Oncol 2009;
20:1420-1433
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Cancer type

Pain is subjective and has an impact on the physical, psychological, social and spiritual
perception of patients. Casas stressed the importance of focusing on a patient’s
“Quality of Life”. Pain is often a forgotten element of a consultation. Many patients
claimed they had not been asked about the severity of their pain, nor had a pain scale
been used during their consultation. Casas recommended healthcare professionals
should be more sensitive to cancer pain and use the Wong-Baker Facial Grimace
Scale to identify a patient’s level of pain.
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In a follow-up discussion panel member, Wilfried Ilias, pointed out pain scales could
be misleading. He described how levels 9-10 on the pain scale were often ticked by
patients walking into his ambulatory consultations. But the medical description for
level 9-10 placed patients on such a high pain level they would not have been able to
walk anymore.

Prevalence and socio-economic impact of pain in Portugal
José M. Castro-Lopes, University of Porto, Portugal and President of the National
Observatory for Pain
José M. Castro-Lopes reported on a prevalence and socio-economic impact survey
of chronic pain in Portugal. Although chronic pain has been proposed as a disease in
its own right, there was no data available in Portugal on its prevalence and socioeconomic impact. A Computer Assisted Telephone Interview survey was conducted
with more than 5000 participants. The prevalence of chronic pain lasting more than
six months, with moderate to severe pain being present several times a month, was
estimated to be 14-30%. The median pain duration was found to be 10 years, averaging 5 on the pain scale. The main location of pain was in the lower back, followed by
the lower limbs and neck.
More than 60% of those questioned had visited their family doctor for a consultation,
22% went to a specialist. Only 1% consulted a pain specialist. Most patients (85%)
were treated for pain, but one in five reported they were unhappy with the treatment,
attributing it to lack of efficacy. Non-steroidal anti-inflammatory drugs were used by
41% of the patients, 26% used analgesics and antipyretics. Only 2% took opioids.
The socio-economic impact of pain revealed that pain had affected the working habits
of 45% of the respondents. 9% had lost their job and 18% had taken early retirement.
The direct and indirect cost per patient averaged at 72 Euros per month.
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Analyses of types and costs of pain – based on 6 million insured
persons
Cornelius Erbe, Member of the Extended Board of DAK (Deutsche Angestellten
Krankenkasse)
Cornelius Erbe presented an analysis of types and costs of pain based on the
information of 6 million insured citizens. The analysis was done in collaboration with
the IGES Institute and Grünenthal. Only early results were available. The analysis
intends to identify subgroups of patients that generate the highest cost and try to
develop a pain management model for these patients. Co-morbidities were excluded
to identify the real cost of pain. The annual pain-related cost for patients with specific
back problems was 848 Euros, for spinal disc disorders it amounted to 915 Euros
and for non-specific back pain 759 Euros. These figures seem accurate when considering the 72 Euros per month estimated in the Portuguese survey, presented
earlier in the workshop. Data were also gathered from each patient group to identify
the average hospitalisation times and the amount of imaging techniques used for
diagnosis. The next step is to identify indicators for those that become chronic pain
patients, as these costs can escalate by a factor of up to five.

Starting point for a payer: The stronger the indicators
of chronic manifestations, the higher the direct costs

Costs in (EUR)

Indicators for chronification (percentage of insurants)
and total costs (mean) in [EUR], 2006
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Introduction
There are huge differences in global consumption of morphine. Access to morphine
is limited in many developing countries. WHO guidelines have an important function
across the developing and developed world. Even in countries where analgesics
are more accessible, pain under-treatment remains common. In countries replete
with clinical guidelines, this represents a travesty in any society.
Costs of healthcare are spiralling, new pharmaceuticals coming onto the market
are increasing in cost above other healthcare sectors. In Holland, the costs of pain
medicines are double those of diabetes. Budget increases will increase scrutiny on
the benefits new drugs bring for the added cost. Increased requirements to demonstrate benefits which matter to patients and payers will be needed. This will require
a 'step-change' in how we assess pain relief at the population level.
The quality of pain research to date has been poor in part due to the broad
spectrum that is pain and the huge variability in study designs. The workshop
described encouraging research initiatives from Italy and Germany which, in
conjunction could help progress the field to deliver outcomes that matter.

Pain under-treatment in oncological patients
Giovanni Apolone, Istituto di Ricerche Farmacologiche Mario Negri, Italy
Most cancer patients suffer with pain. Compelling statistics showing endemic undertreatment of cancer patients were presented – nearly one in two patients with
cancer pain were under treated. The Pain Management Index (PMI) is one way of
measuring adequacy of pain control. Research indicated almost half of cancer patients
are under-treated but huge variation was seen (from 7% in UK to 82% in Italy).
While there were many reasons for the scale of the problem, one consistent theme
was the incorrect or insufficient use of opioids.
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Opioid consumption rates in Italy are among the lowest in Europe. These observations
led to a series of research initiatives to better understand the problem and to
improve quality of care in Italy. The starting point was to obtain a picture of current
care for patients with cancer pain in Italy. A range of outcome measures were
employed in a major outcomes research study on epidemiology, pattern and quality
(or appropriateness) of care, including the PMI, which provides an overview of how
pain is treated in a population.
In more than 1800 eligible patients with advanced or metastatic cancer the headline
findings showed 1 in 4 patients were under-treated (across all cases) and this rose
to almost one in two of new cases. Additional quality measures to assess the appropriateness of analgesic care also confirmed that patients are not receiving therapies
for cancer-related pain (e.g. < 1 in 4 patients with breakthrough cancer pain received
rescue therapies).
This and other Italian studies are ongoing and more publications are awaited with
interest. Such high quality collaborative initiatives will be helpful in deciding which outcome measures are best to highlight the plight and morbidity of the cancer pain
sufferer.

WHO treatment guidelines on pain: processes, status and challenges
Barbara Milani, WHO, Geneva, Switzerland
Shocking statistics describing huge differences in global consumption of morphine
show that the USA and a few other wealthy countries consume most of the world's

Morphine consumption map (2006)
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medical narcotics. These statistics also reveal that access to morphine is limited in
the majority of member states.
The Access to Controlled Medicines Programme was launched in 2007 with the
International Narcotic Control Board. They described access barriers to controlled
medicines falling into four types: i) attitudinal and educational, ii) policy, iii) regulatory
and administrative and iv) supply.
In 2007, the WHO guidelines on cancer pain in adults and children were deemed out
of date and they were limited only to cancer pain. Development of a series of pain
guidelines in adults and children was deemed a priority to tackle opiophobia and
knowledge barriers.
Participants agreed that political, legal and cultural barriers hinder use of clinical
guidelines. The overall consensus was that better education and implementation of
pain guidelines was necessary, better tools were needed to assess quality of life, and
manufacturers should take into account the needs of reimbursement authorities by
comparing new pain medicines head to head with standard treatment(s) using
clinically relevant outcome measures.
No unit in WHO deals specifically with pain and development of these guidelines is a
cross-cutting initiative. The WHO Guideline Review Committee (GRC) ensured WHO
guidelines were developed in ways consistent with best practice and external scrutiny.
GRADE methodology was adopted as this allows structured and transparent assessment of quality of evidence and defines the strength of recommendations. In formu-
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lating final recommendations, experts with conflicts of interest on a drug or intervention in a guideline are excluded from the process.
Three WHO guidelines are in development, which focus on chronic and acute pain in
children and adults. In all cases there is no focus on the underlying diagnosis, but
rather the guidelines deal with pain per se. The first guideline for chronic pain treatment in children is the most advanced with publication expected in November 2010.
The scope is complete for the guideline of chronic pain in adults and evidence retrieval
is ongoing. The scoping of the third guideline – acute pain in children and adults – is
also ongoing.
A number of challenges and opportunities arise:
• WHO guideline process allows evidence-based recommendations to address
local context (and so be cost saving)
• Treating pain as a 'blanket' condition is more technically challenging but should
avoid discrimination based on underlying disease
• Lack of clinical studies in children is a problem but has focused attention on data
gaps and research needs which will inform trial designs
• Need to develop guidelines on non-pharmacological interventions is key
• Need to monitor opioid prescribing by non-physicians in some countries (these
measures to increase coverage of pain management, e.g. in UK, Lithuania and
Uganda)
• Guideline development depends upon fundraising capacity and interest.

Measuring functionality as treatment outcomes in low back pain
Thomas Tölle, University of Munich, Germany
Thomas Tölle captivated his audience by demonstrating the promise of a new system
for the diagnosis and supporting of treatment of low back pain. First, he set the
scene as to why this was so relevant and exciting. Part of the problem is the current
measures to assess the technologies in low back pain can fail despite patients
deriving benefit. The main target of treatment of back pain is reduction of pain. With
lower back pain and its consequences for healthcare and impact on employment
attracting focus in many countries, payers and reimbursement authorities (not
unreasonably) want to know if new drugs restore patient function and productivity.
How do clinical trials of new technologies in back pain measure up? Traditionally,
trials have used back-pain-related tools (e.g. Oswestry- or Roland-Morris-Disability
questionnaires) to describe status and overall improvement of a patient. These
surrogate measures are often complemented by psychometric tests, including patient
satisfaction, quality of life measures, assessment of work status and activities of
daily living.
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However, there is a disconnect between measures of subjective experience of pain
and wellbeing and objective performance of back function. This has had negative
impact on reimbursement of potentially valuable treatments for low back pain. What
is needed is a realistic objective measure of function. Tölle then demonstrated the
Spine Sensor [from OsteoDynamiX GmbH], allowing real time study of motor performance of low back pain. The sensor continuously records motion and the generated
data informs the patient or physician about extent and velocity of movement of the
lower back.
The sensor is discrete, non-invasive and can provide results in less than 15 minutes.
The evaluation can be conducted without the presence of a physician and if needed,
long-term monitoring (≤24 hours) is comfortable and does not restrict patient
movements. The technology is in development and further applications are eagerly
awaited. This tool, which is offering benefits to patients now in the clinic, would seem
to offer a number of potential attributes to inform the management of low back
pain:
1. Simple, easy to use, non-invasive
2. Capture the 'right' measures of relevance to patients and payers
3. Potentially afford an opportunity to link with other measures used in pain relief
(e.g. EQ-5D)?
4. Potential to monitor lumbar function over time and hence response to treatments
5. Use to optimize patient management, information, education and motivation
6. As a spin off from technology used in the motor industry, the potential for roll out
at reasonable unit cost

Painlessly into the package: Incorporating pain treatment
innovations
Martin van der Graaff, Dutch Healthcare Insurance Board, Netherlands
The annual costs of pain treatments in the Netherlands are double those of diabetes
with increasing costs due to the new TNF-alpha blockers for rheumatoid arthritis.
Such cost considerations attract attention and will drive policy.
Manufacturers have difficulties designing their studies to address decision-making
criteria for drug reimbursement. Problems include inappropriate comparators (often
only placebo), or no suitable target population identified. Moving forward it is crucial
that reimbursement is planned for at the Phase III design stage and that patient
groups are identified who benefit from the intervention (where benefit is meaningful
and can be quantified). Opportunities are increasingly available to discuss with
authorities (e.g.MEDEV or EUNetHTA) what constitutes worthwhile benefits.
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The reimbursement system is in transition. There is an aspiration to reach better
quality decisions (not simply driven by budget). This may lead towards increased use
of Managed Entry Schemes (MAS). Take the case of a new promising (but unproven)
innovation, or existing reimbursed treatments deemed of questionable value or
obsolete. Here, temporary reimbursement could be offered conditional upon collection
of evidence (with studies co-funded by sponsors and agencies). The nature of the
reimbursement advice will also change. A life cycle approach (as opposed to one final
decision) will become the norm. Reimbursement status will then be determined by
the data collected in agreed trial designs. Key areas of uncertainty in reimbursement
decisions usually relate to: target population, clinical value, and cost effectiveness.

Options for introducing innovation via
temporary reimbursement

Promising
but unproven
innovation

Existing reimbursed
treatments but
questionable
or obsolescent

temporary
reimbursement
with collection of
evidence

Funding by:
companies
ZonMw
Various regulations

There are different forms of MAS to address uncertainty. 'Coverage with evidence
development' or outcome based deals are able to inform all three areas of uncertainty.
Price-volume deals enable a payer to keep within a budget, but will not address the
key areas of uncertainty. Deals are increasingly being considered where they address
specific questions relevant to clinical practice. A new dialogue is also needed between
companies, the medical profession, patients and reimbursement authorities to define
a shared framework of reference. This should help to improve study designs so they
are fit for reimbursement decisions.
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Practice of benefit assessment of pain relieving medications
Matthias Perleth, Gemeinsamer Bundesausschuss, Abteilung Fachberatung Medizin,
Germany
Expenditure on drugs continues to rise in Germany, and increases are greater than
in other healthcare services. Escalating costs are visible and attract attention. Indeed,
the current free pricing system will be one area of healthcare reform in summer
2010.
The pharmaceutical market is probably the most regulated in Germany. The G-BA
(Federal Joint Committee) is responsible for the provision of efficient healthcare for
all patients within the statutory health insurance. G-BA represents physicians,
hospitals, sickness funds and patients, is supervised by the Ministry of Health and is
responsible for coverage decisions and quality assurance. Each licensed drug is
available for prescribing but there are measures to limit the use of or to exclude
drugs. The most powerful measures in the G-BA Drug Directive are reference pricing
and evaluation of the benefit or cost-benefit ratio, but the G-BA also issues directives
in relation to OTC drugs, life-style drugs (these are excluded), off-label use, secondopinion/ prescription of special drugs, prescription of medical devices and therapeutic
guidance.

Structure of the G-BA

Health care providers:
Physicians, Dentists,
Psychotherapists, Hospitals

Sickness
funds

Administrative
office of the G-BA
(Berlin)

96

G-BA
(decision-making body)

Impartial chair
and members

Patient
representatives
(cannot vote)

Commissions
IQWiG

SIP
Societal Impact of Pain

The Institute for Quality and Efficiency in Health Care (IQWiG) is the independent
scientific institute, commissioned by the G-BA to produce evidence-reports on drugs,
non-drug interventions, diagnostic and screening interventions, treatment guidelines
and disease management programmes. Economic evaluation as part of the IQWiG
evaluation process is currently in development.
One definition of innovation with increasing resonance in G-BA describes innovation
as a technology which can treat a condition with no existing effective treatment, or
one which improves treatment of a condition that does not have a consistently
satisfactory treatment, is a safer treatment or makes treatment more convenient.
Such innovation should offer a 'step-change' in terms of outcomes for patients. These
definitions are expected to inform the upcoming health reform law and could grant
unique drug status to drugs. G-BA and IQWiG are likely to look for such attributes in
their evaluations when making recommendations. They will also be increasing scrutiny
of the quality of clinical trials. Companies must be mindful of this if their submissions
are to be successful.
There is no specific regulation for pain relieving drugs in Germany. Pain is eligible for
coverage by German healthcare. Some drug combinations are excluded (such as
analgesics in fixed combinations with vitamins or caffeine) and reference prices apply,
among others, for acetaminophen, diclofenac, tilidin, triptans. Overall, pain medicines
are available almost without restriction in Germany. G-BA has also issued directives
for pain management in i) palliative care, ii) end of life care and iii) treatment of rare
conditions deserving specialised hospital care.
The demands on the G-BA are numerous (e.g. cancer, depression, diabetes) and
Matthias Perleth speculated that pain might initially achieve more prominence in
Germany as part of the cancer pain debate.

Conclusion
Participants agreed that political, legal and cultural barriers hinder use of clinical
guidelines. The overall consensus was that better education and implementation of
pain guidelines is necessary, better tools are needed to assess quality of life, and
manufacturers should take into account the needs of reimbursement authorities by
comparing new pain medicines head to head with standard treatment(s) using
clinically relevant outcome measures.

97

WORKSHOP REPORTS 1 - 6

Workshop 3:
The impact of pain on society

Norman Evans
Workshop rapporteur and summary

Secretary: Gottfried Endel
Moderator: Albrecht Kloepfer
Workshop rapporteur and summary:
Norman Evans

Introduction
Pain is more than a clinical manifestation on
the individual patient. It has a serious macroeconomic impact on society resulting in
reduction of productivity, absenteeism and
early retirement. It has a major impact on the quality of life of the individual, irrespective of disease. Pain, be it acute, chronic or in palliative care is a significant
burden for society and the way it is treated should be recognised as a health
quality indicator for healthcare systems.
Workshop 3 aimed to investigate the broad range of social implications of pain
on society not only from a strategic health policy perspective, but in other areas
such as business, employment and the social implications in general. The target
audience for the workshop was key authorities representing consumers, patients,
politicians, healthcare policy makers and other advisers. The speakers represented
a broad cross section of the EU.

Citizens rights for pain treatment in Italy
Antonio Gaudioso, Vice-secretary General, Cittadinanzattiva, Italy
Antonio Gaudioso said that we are not born to suffer and patient groups are promoting
campaigns for better pain management and developing a charter of rights for people
in pain.
Historically, the prescribing of opioids in Italy has been low, but a recent change in
the law has made their prescribing easier. Patient organisations are encouraging
physicians to change the behaviour and treatment of pain.
In Italy, there is a need for all involved in pain management to improve communication
and to ensure equal access to pain management services. Gaudioso called on a
European Charter to be implemented to ensure access to pain treatments to avoid
unnecessary suffering.
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The impact of pain from the patient’s perspective
Joanna Gabriel Muniz, Director, Spanish Patients Forum.
The Spanish Patients Forum was formed in 2004 with the aim of establishing a
permanent forum of discussion for patient organisations at local, regional, national
and European levels. The Forum has more than 685,000 members and represents
over 1000 organisations from many areas. It has the task of becoming the reference
organisation to represent patients on a social, political, scientific, academic and
industrial level.
The Spanish Patients Forum promotes the greater involvement of patients’ rights in
a health priority setting, democratising healthcare decision-making and policy-making,
improving patients’ understanding of their basic health care rights and in the
measurement and quality assurance of those rights.
Pain is always subjective and the inability to communicate does not negate the
possibility that an individual is experiencing pain and is in need of appropriate pain
relief treatment. Johanna Gabriel Muniz described how the ethical obligation to
manage pain and relieve the patients suffering was at the core of a healthcare
professional’s commitment. Living with a long term illness or disability creates new
needs and expectations on the part of the individuals concerned. The challenge is for
treatment to change from a cure at all costs to one of learning to live with the
condition in an ongoing effort to reduce pain. Pain is not one dimensional but a multidimensional component of illness perception, adaptation and behaviour. It is a crucial
determinant of health and wellbeing. Despite this, the major part of many healthcare
systems are not pain-patient-person centred.
Muniz admitted the management of acute pain appears to be reasonably good, but
the needs of chronic pain sufferers were largely unmet, which created an enormous
emotional, social and financial burden on patients, carers and society. Improvements
in access and co-ordination of pain management services were needed. The
recognition and effective approach to pain management was a major public health
problem and a moral responsibility for all involved in health care.
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Pain and rehabilitation
Roberto Casale, EFIC Counsellor, Italy
Chronic pain has a profound physical, social and psychological impact on sufferers,
interfering with the perception of wellbeing and daily activities resulting in high levels
of disability. In the past decade, rehabilitation has considered chronic pain in the
context of major neuro-rehabilitative pathologies such as stroke, head injuries, spinal
cord injuries, Parkinson’s disease and other pathologies such as lower back pain and
myofacsial syndromes.
In Italy with a population of 60 million, approximately 25 million were reported to be
suffering from some form of chronic pain. Nearly half of Italian women complain of
chronic pain with the percentage increasing with age. The number of specialist pain
management centres in Italy has increased in recent years to about 200. However,
these centres can only treat about 5 million patients a year, implying that 20 million
are untreated. But where are they? Many more centres are necessary to address
the issue.
Chronic pain crosses many disease states and general practitioners (GPs) poorly
understand what chronic pain means. There is inadequate management of chronic
pain. Patients are not aware of the possibilities in pain therapy leading to an
unsustainable familial, personal and societal burden.
In Italy, many sufferers of chronic pain sought non-pharmacological treatments, as
well as conventional therapy. About 34% of patients have used massage and 15%
some other form of physical therapy such as electrical nerve stimulation (TENS),
heat and cold, acupuncture and exercise.
In the rehabilitation setting, 60% of patients suffered from chronic pain, with patients
in the 61-70 years age range suffering most. On admission, 42% of patients had
pain for more than three months. The highest incidence of chronic pain was reported
from neurological and orthopaedic patients, but cardiological patients also reported
a significant degree of pain. On discharge from the rehabilitation centres, 80% of
patients were satisfied with their treatment, but 30% were still in pain and worryingly,
20% were worse.
In conclusion, chronic pain is always related to disability. Pain control, even in specialist
centres, is optimistic and inadequate. Too many people suffer in silence and the
presence of painful conditions represents an unacceptable social burden.
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Pain in a rehabilitation setting (Bettinardi, Maini, Casale 2009)
VAS scores divided by sex and age
5

Male

4,5

Female

4
3,5
3
N = 581

2,5
2
1,5
1
0,5
0
age 19-50

age 51-60

age 61-70

age 71-80

age 81-97

total

ANOVA for gender F = 7., 521 p = 0.026, ANOVA for age F = 1.89 p = ns, ANOVA for gender and age F = 0.557 p = ns

Pain and family
Werner Kerschbaum, Deputy Secretary General, Austrian Red Cross, Vienna,
Austria
The Red Cross in Austria is a large organisation with 10% of the population as
members. At present, pain is not adequately treated and care related issues form a
significant problem with 1 in 4 families confronted with them. Care giving by informal
carers is a vital part of the caring system with 80% of home care provided by
informal carers, 67% of whom are female. One-tenth of the population is expected to
need help and care by 2011. Policy makers rely on these informal, unpaid for carers.
42% of them reported they cannot afford to pay for home care, yet they are not
integrated into healthcare systems.
This results in an increased burden on carers. It is also a physical, mental, emotional
and financial challenge for the informal carers and often results in health problems
and the need for long term care of their own. Caregivers need financial, emotional
and practical support. They need education, information and training for their role
with support and relief such as respite care with affordable facilities. They need to
be consulted when therapies are being changed as the changes may impact on their
quality of life, as well as that of the patient.
In order to improve the situation, the Austrian Red Cross has founded a Care Givers
Association. It was established after discussions with all stakeholders and its objectives
are to be an advocate for adequate therapies with special regard to pain treatment
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with improved health and wellbeing for patients and carers. An important task for
the organisation is lobbying of decision makers in the public and private sector and
raising the awareness of the social relevance of care giving and ensuring that the
important role that caregivers play is fully appreciated and rewarded.
The role of the Austrian Red Cross is to facilitate the national roll-out of the Carers
Association through a public relations exercise to make people aware of the situation
of informal carers. The Red Cross also provides essential infrastructure in the form
of administrative support and information regarding existing services.

Pain in practice
Michel Vanhalewyn, General Co-ordinator, Societe Scientifique de Medicine General
There are ethical issues related to reducing pain and suffering in clinical practice.
There is a need to improve the education of doctors and other health care workers
in therapeutics of pain, to influence decision makers and increase research.
Michel Vanhalewyn believes pain is what the patient says it is and they should be
believed. Doctors must learn how to assess pain by developing an understanding of
a patient’s body language and a relationship with the patient and family. The most
frequent pain encountered in practice is headache, low back pain, osteoarthritis
pain, cancer pain and psychogenic pain where the pain is not due to past disease or
injury or any visible sign of damage.
Acute pain may be mild or severe and disappears when the underlying cause of the
pain has been treated or healed. However, unrelieved pain may lead to chronic pain.
In most cases, acute pain does not last longer than six months. It begins suddenly
and is usually sharp in quality. It serves as a warning of disease or injury.
Chronic pain persists and the pain signals remain active for months or years. The
physical effects include limited mobility, lack of energy and changes in appetite.
Chronic pain may have originated with an initial trauma or injury but some people
suffer chronic pain in the absence of any past injury or evidence of body damage. The
effects of chronic pain are emotional, psychosocial and cognitive.
The emotional effects include depression, anxiety and fear. Patients often have difficulty
returning to work and carrying out normal daily activities. Failure to address and treat
chronic pain leads to continued disability. Cognitive factors have an impact on pain in several
ways such as the interpretation of pain and coping strategies. The situation is often not
helped by physicians who attribute pain to pathology when it might not be the case.
The treatment of chronic pain in practice needs a multi-disciplinary approach. The
comprehensive evaluation and the treatment of pain can be effective in primary care.
A variety of specialities can be involved including anaesthesiology, neurology, surgery
and psychiatry.
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The therapeutic approach is to avoid the excessive use of medication. Cognitive
behavioural therapy has been shown to be effective. The therapy focuses on beliefs
about pain and several techniques are used such as relaxation, distraction and
positive coping strategies. Other non-pharmacological treatments include bio-feedback,
self hypnosis and progressive muscle relaxation. All have been shown to be effective
to a greater or lesser extent.
The techniques help patients to regain a sense of control of their bodies and to learn
the effects of emotion on pain. Once learned, the techniques can be used without
professional assistance wherever and whenever needed. Self appraisal may be as
important as appraisal of the pain itself. A sense of self sufficiency promotes the
capacity to cope. Depression, resignation and passivity increase disability and pain.
In conclusion, Vanhalewyn said it was important to recognise the skills and
competencies necessary to provide high quality pain management. Strategies needed
to be developed for handling common and complex situations based on the best
evidence. Tools for continually updating medical education had to be applied to maintain
the comfort and quality of life of patients.
Education may be one of the most effective therapies because a patient’s behaviour
and their family’s reaction may be based on faulty information and misconceptions.
Education could clarify the problem and indicate the best response. Most importantly,
patients should be actively involved at every stage of their health programme.
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Charter of Rights for People Living with Chronic Pain
Gina Plunkett, Vice Chairperson, Chronic Pain Ireland, Ireland.
As a chronic pain sufferer for many years, Gina Plunkett began by giving a moving
and detailed description of how such patients feel. She painted a picture of people
who had lost a sense of their previous lives and who felt outside normal society.
Chronic pain is often not accepted as a real burden and not being believed is one of
the biggest challenges facing patients. There is a perception in society that pain is
easily treated. Often it is not. Patients feel guilty and are seen as frauds. If the patient
is not believed by the GP, they might get dismissed and not referred at an early stage
to specialist services. Plunkett had to wait seven years to be treated appropriately
and she is an educated, articulate, professional woman.
A Charter of Rights for people living with chronic pain in Ireland has been drawn up.
It is hoped this document will be accepted throughout the EU. It clearly sets out that
patients have the right to be believed and treated with dignity and respect. Pain
should be treated and managed at the earliest possible stage. Patients should not
be left to suffer in silence and they should also have access to the best possible
technologies and therapies with the right to be informed of all the pain management
options available. Patients should then be involved in the decisions and choices for
their wellbeing. Chronic pain should be regarded as a long term condition and treated
with the same care and concern as other patients with long term illness. The Charter
of Rights for people living with chronic pain was drawn up and approved by the
Governing Body of Chronic Pain Ireland in November 2009.

Pain and Quality of Life (QoL) in patients with fibromyalgia in Spain
Emilia Altarriba, President of the Foundation of Fibromyalgia (FM) and Chronic
Fatigue Syndrome (CFS) Patients, Barcelona, Spain
Fibromyalgia is a disease of unknown aetiology with unknown mechanisms of
development. The disease is considered chronic if symptoms persist longer than six
months. There is no specific treatment, only palliation. It causes severe pain and
tiredness for no obvious reason and is poorly recognised by social and professional
groups, yet the significant effects to a patient’s quality of life are as great as other
chronic pain sufferers.
Fibromyalgia is not a symptom, but a disease in its own right. A typical patient would
be female between 35 and 45 years old. It is a discontinuous disease with frequent
outbreaks. It causes psychological devastation with all the problems exhibited by
other chronic pain sufferers. They are at high risk of social exclusion and becoming
a family burden.
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To improve the situation, the Foundation of Fibromyalgia and Chronic Fatigue Syndrome
Patients (Foundation FF) was established. It is a non-government and non-profit
organisation. The main goal of the Foundation is to collaborate in the process of
improving the quality of life of people suffering from these two conditions.
The activities of the Foundation are directed towards increasing awareness of FM,
disseminating information, training and research. One important research project
has been the establishment of a DNA data bank in 2006 in collaboration with the
University of Salamanca and the University of Zaragoza. Other investigational awards
have been given to the Spanish Society of Rheumatology, the Spanish Society of
Internal Medicine and the Spanish Society of Pain.

Foundation FF : Goals and Objectives

Non-goverment and
non-profit organization
The main goal of the Foundation FF is to collaborate
in the process of improving the life quality of the people
affected by Fibromyalgia and Chronic Fatigue Syndrome.

Activities

Information
dissemination

Increasing
awareness

Investigation
Promotion

Associations’
Support

The Foundation FF has created a social network with over 130 associations of FM
and CFS in Spain with dialogues at local, provincial and state level.
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Chairman s introduction: Chronic pain, a disease in its own right
Eli Alon, Professor of Anesthesiology, School of Medicine, Zurich University, Zurich,
Switzerland
Eli Alon kicked off the workshop with a brief introduction on why pain should be
considered a disease in its own right, and the broad implications of this premise.
While acute pain may, reasonably, be considered a symptom of trauma, disease or
surgery, chronic and recurrent pain is a specific healthcare problem – a disease in
its own right. This is because acute pain is, by definition, a brief and self-limiting
process, whereas chronic pain dominates the life of the patient and often the lives of
his or her family, friends and caregivers.
The treatment of chronic pain is based, in large part, on the appropriate use of drugs.
However, it also requires the application of a wide range of different approaches to be
effective. Pain treatment should more often be given through the teamwork of specialists
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from many related fields including, when necessary, anesthesiologists, neurologists,
neurosurgeons, oncologists, orthopedics, psychiatrists, radiologists, and rheumatologists
all working in close communication with the patient's general practitioner.

The social costs in Spain of pain
Renata Villoro, Instituto Max Weber, Spain
In Spain, recent data have shown that chronic pain is the most frequent cause for
seeking medical care. Chronic pain is also becoming recognized as an important
public health problem, because of its strong impact on patient's behaviour and quality
of life (chronic pain can result in suffering and depression as well as interfere with a
patient’s family, work and social interactions); on patient’s families (informal care);
and its very high impact on the labour market. Up until recently, the impact on the
labour market had not been fully measured.
In Europe, according to the Breivik survey, chronic pain has an average prevalence of
19% of the population, while Spain has the lowest prevalence at 12%. However, of
respondents in Spain, 44% declared their pain as severe, whereas, on average,
33% of Europeans with pain reported it as severe. Even though the proportion of
patients with chronic pain is low, the prevalence with severe chronic pain is still
significant. While the average duration of declared chronic pain in Europe is seven
years, in Spain it is nine years. The impact on the quality of life of people suffering
pain is important: 22% have lost their jobs, 8% had to change job responsibilities,
4% changed jobs, 29% were diagnosed with depression and an average of 8.4 work
days were lost in the last six months.
Most patients, in Spain, see their general practitioner (GP) for pain (70%), while far
fewer see a specialist of any kind. Compared to Europe as a whole, there is a larger

107

WORKSHOP REPORTS 1 - 6

Workshop 4: Health economic models in pain treatment

use of Nonsteroidal Antiinflammatory Drugs (NSAIDs) and a lower use of weak
opioids, paracetamol and other pharmaceuticals. There is also a much lower
percentage use of non-pharmaceutical treatments in Spain: 56% compared to the
European average (72%).
In order to help understand the true magnitude of a health problem, cost of illness
studies must include all economic and social costs caused by an illness. These studies
provide information on cost and resource distribution and on how the health system
is managing the problem. They are also an important starting point for economic
evaluation studies. But one thing is clear, the higher the disability caused, the higher
the personal and social costs. Direct costs – medical care and informal family care –
are usually expected to be lower than the indirect costs (lost productivity, sick leave,
disability, etc.). There are, of course, other important intangible costs, like suffering
and reduced quality of life. However, differences in methodology, patient management
and treatment approaches result in data variations from country to country.
To identify the non-medical cost of pain in Spain, Villoro's group measured the nonmedical costs of informal family care, as well as indirect costs due to temporary and
permanent sick leave. Informal direct costs were found through the Disability,
Deficiencies and Health Status Survey (Encuesta sobre Discapacidades, Deficiencias
y Estado de Salud, EDDES), a questionnaire covering 79,000 households. One of its
findings was that for musculoskeletal diseases, 32% of patients needed over 60
hours per week of familial care, accounting for direct informal annual costs of between
1.5 and 4.5 billion Euros, according to the hourly equivalent used. The cost of temporary and permanent sick leave was even higher with temporary sick leave costing
Spain almost 2.5 billion Euros in 2005 and permanent sick leave costing more than
7 billion Euros in the same year. It was necessary to use musculoskeletal and
connective tissue diseases to estimate labour costs, because Spain’s healthcare
classifications do not specifically identify chronic pain.
According to this study's calculations, chronic pain cost Spain almost 12.8 billion
Euros in 2005, or 1.5% of GDP. This does not include direct medical costs, indirect
costs due to presenteeism (lower productivity from people at work who are actually
ill) or intangible costs. And it is limited to chronic pain from musculoskeletal causes.
In summary, in Villoro's analysis, chronic pain is important in terms of prevalence in
Spain, as data shows that pain represents a significant cost to society, and that nonmedical costs can rival medical costs. Moreover, in Spain there is no specific data on
chronic pain as a disease in its own right, only data on pathologies associated with it.
This is in line with the scarcity of studies related to the social costs of pain in Europe.
Villoro concluded by saying that in order to identify the true magnitude of welfare
costs, and to assist in the evaluation of pain management alternatives by providing
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more accurate cost effectiveness information, there is an urgent need for more
accurate epidemiological and cost data on chronic pain. This data would also assure
that resource allocation decisions are more rational, transparent and efficient –
something that too often is not done with chronic illnesses like pain.

How to assess the economic cost of pain in Denmark
Morten Hjulsager, Head of Department, DACEHTA, Monitoring & Health Technology
Assessment, National Board of Health, Denmark
Morten Hjulsager works with Denmark's National Board of Health and is responsible
for the department that focuses on monitoring and measuring the quality of healthcare. One of the tools they use is Health Technology Assessment (HTA). His presentation concentrated on how HTA, and related tools, help policy makers and healthcare
administrators make better decisions. To illustrate how HTA can be applied to pain
medicine, Hjulsager included two pain-related case studies in his presentation.
Healthcare, as a sector, is growing in importance. Because of this, particularly as
populations age, there is a growing need to better prioritise efforts and to optimise
resources, including professional resources. Hjulsager’s institution pushes for all
healthcare professionals to enter the debate on priorities, leaving of course the
definitive decision to political policy-makers.
HTA is a discipline that bridges medical science and administration in order to give
administrators input, based on scientific discoveries to support the best use of
resources. Although new technologies can be introduced prior to undergoing
assessment, HTA’s use is growing due to increased demands for quality and costeffectiveness. In HTA, the term “technology” is used in a broad sense, including
procedures, methods of prevention, diagnostics, treatment, care, rehabilitation,
equipment and medical drugs, social technologies, and organisational technologies.
The last two areas are particularly important, as pain treatment should be seen as
a “package solution” going well beyond prescribing drugs or procedures. It is a
question of considering a comprehensive situation that has family, labour market
and societal implications. This comprehensive approach is important for the Danish
model.
The use of HTA has increased since 2008, when the Danish Minister of Health
released a new national strategy that advocated that HTA be incorporated into planning and operational policy at all levels in the health sector, further prioritising and
co-coordinating and using HTA results, including those produced abroad, and that
the research base for HTA be consolidated. This same strategy must then be
evaluated. Again, costs are considered very broadly including a comprehensive array
of direct, indirect, societal and future costs.
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Hjulsager illustrated two pain-related case studies. The first study was on the Pain
School, a cognitive-behavioural group treatment at Herlev University Hospital. It is
estimated that 16-20% of Denmark’s population suffers from chronic pain. The Pain
School helps pain sufferers better accept the consequences of chronic pain, and
provides them with tools to improve their quality of life. The HTA analysis, however,
showed that the Pain School resulted in a 318 Euros per patient increase in costs,
without significant reductions in direct and indirect costs or improvements in quality
of life. There was, however, a positive effect following the six-month education
programme on patient’s maintenance of their therapy. Patients also declared a
better understanding of their disease. A wider use of the programme was not
recommended.
The second case study concerned post-operative pain treatment after ambulatory
foot surgery. A new analgesic method was evaluated, because conventional oral
painkillers did not provide sufficient analgesia for the severe post-operative pain in
the 3-4 days following surgery. The new method was the extension of a blockade
through the continuous application of a local anaesthetic using a pump (“block and
pump”) versus a blockade only. The assessment saw a small increase in treatment
cost and an increased “quality of life” during treatment. No definitive policy
recommendation was therefore made.

Issues in the health technology assessment of treatments for pain
– an SMC perspective
Ailsa Brown, Principal Health Economist, Scottish Medicines Consortium (SMC),
Scotland, UK
The Scottish Medicines Consortium (SMC) is a committee structured organisation
of clinicians, pharmacists, economists, and public and private sector managers. The
SMC was established in 2001 to assess the clinical and cost-effectiveness of all new
medicines and to advise National Health Service (NHS) decision-makers in Scotland.
Economic analysis must prove their cost-effectiveness with the burden on the
proposing company, as the SMC does not commission additional studies. All questions
asked are standardised and available on the SMC website.
Since its founding, the SMC has issued over 600 pieces of guidance, which are
advisory, not compulsory. Twenty-five of these were for pain medicines. Pain medicines,
when compared to the whole of full submissions received, were less likely to be
approved, as only 11% were approved outright, 50% accepted with restrictions and
39% were not recommended compared to 29%, 45% and 26% for all drugs. Pain
medicines are about 50% more likely to not be recommended than all other
medications put together.
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Part of the reason for this low approval rate can be found in lower QUALY (QualityAdjusted Life Years) index gains, which tend to be lower for pain medications (0.03
compared to 0.08). This is only part of the reason, however, as QUALY measures
factors less influenced by pain relief, and the index can be overcome by renewed
pricing decisions. There are other reasons, as well, for lower approval of pain
medicines. The most common reasons being issues regarding the use of utility values
from another patient group or disease area, limitations in mapping from diseasespecific measures and the failure to consider disutility from adverse events. Clinical
evidence issues are less frequent than cost-effectiveness considerations, but they
are not infrequent.
Are pain medications atypical? While these are generally the same reasons why
other medications are not recommended, and acceptance rates vary greatly from
disease area to disease area, it is safe to affirm that pain medications do have more
potential issues with outcome measurement.
Alisa Brown concluded by suggesting how to improve the acceptance rate of pain
medication: ensure clear and concise submissions; use appropriate comparators
and a direct evidence base or an excellently conducted indirect analysis; propose
realistic positioning and pricing for the medication; and take adequate measures to
deal with uncertainties in data. Brown also suggested that incorporating quality of
life assessment within the clinical trial process is important, as it helps ensure that
evaluating boards have the right information without having to adapt other evidence
sources later.

Why do we need an ICD10 code for chronic pain?
Reinhard Thoma, President of Professional Association of Pain Specialists in
Germany (BVSD), Germany
The goal of Reinhard Thoma's presentation was to show why pain specialists in
Germany are convinced that a new diagnostic system code or ICD code is necessary.
Chronic pain in Europe, as was demonstrated by the Breivik survey mentioned by
Villoro, is widespread, often long-lasting, carries psycho-social problems and treatments
are often unsuccessful. The incidence of chronic pain in Thoma's work mirrors that of
the survey: over 50% of cases represented by spinal, back and musculoskeletal pain
and much of the rest are neuropathic pain. Pain can be identified in a large number of
different categories, but current ICD-10 (International Classification of Diseases)
diagnoses do not address the biopsychosocial character of chronic pain adequately.
When the German health system moved from a time-based payment system to a
disease-based system in 2003, it soon became apparent that chronic pain did not fit
adequately into the new system. After five years of efforts, pain specialists and other
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scientific societies were able to pass a new code in Germany (F45.41) called “Chronic
Pain Disorder with Somatic and Psychological Factors.” With this code, psychological
factors could be considered. Guidelines described how to use the code, its boundaries,
and how to account for co-morbid conditions, as well as the difference between
every day symptomatic pain and chronic disorders.
Is it sufficient to have the current codes to define resources needed to treat pain?
Thoma believes not, as a multidisciplinary pain therapy code is necessary to precisely
define the resources and the number of specialists needed. But, insurance companies
fear changes in reimbursement codes, especially because in Germany, as in the
United States and other countries with tightening healthcare resources, competition
is a zero-sum game, in which the struggle for resources often wins over that of
improving the patient's well-being. If no ICD code exists, then from a system-perspective, those medical conditions “don't exist, are not diagnosable and are not
reimbursable.” Patients without an appropriate diagnosis therefore risk feeling
abandoned, even to the point of considering suicide, and risk becoming victims of
other psychiatric illnesses. Without an appropriate ICD code resources are not
allocated, treatment is not planned for, and the teaching of chronic pain, as well as
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the number of specialists in the field, risks falling behind patients' needs, all because
the need can not be seen or calculated without clear formal identification.
An appropriate ICD code for chronic pain is relevant not only to resolve health system
prioritisation and remuneration, but also to ensure proper care for patients, as well
as to get chronic pain properly represented in the upcoming ICD-11 Code.

Medico-legal aspects of chronic pain disorders and their economical
impact in the Swiss social insurance system
Eric X. Jensen, Medical Director, Medizinisches Zentrum, MEDAS, Zürich, Switzerland
Chronic pain has become quite a problem in Switzerland. Today, 16% of all Swiss
suffer from chronic pain syndromes and every sixth patient is unable to work because
of pain, accounting for more than two hundred million lost working hours every year,
or, 77% of all absences and 53 hours for every full-time job in the country (Bundesamt
für Statistik, 2005). In Switzerland 50,000 people are entitled to a disability pension
because of pain, costing 10.4 billion Swiss Francs a year. (Bundesamt für Statistik,
2006).
Chronic pain is often accompanied by somatic damage, residual symptoms
(dysfunctional behaviour), psychiatric disorders like depression, as well as having
socio-cultural implications. The problem begins with inadequate management of pain,
leading to long-term sick leave, which creates a loss in functionality, which leads to
diminished psycho-physical resistance, which in turn prolongs sick leave, initiating a
vicious cycle.
In Switzerland, insurance physicians determine health damage, impairment, what is
covered in the policy, and which form of coverage is applicable. The issue gets
complicated with regard to chronic pain syndromes without objective findings, including
fibromyalgia, chronic fatigue syndrome, persistent somatoform pain disorder, and
others. In Swiss law, a pathology needs objective proof to be considered insurable.
When proof is absent, chronic pain must meet the criteria put forth by a judge in a
legal decision. Known for the judge's name, the “Mosimann's Criteria” mean that “the
diagnosis of persistent somatoform pain disorder (or other chronic pain disorders
without any objective findings), is not sufficient to legitimate working disability or
invalidity” according to Art. 4 IVG, unless there is:
• the presence of severe psychiatric co-morbidities;
• the presence of other chronic severe somatic disease;
• the progression of disease despite adequate treatment;
• a proven therapeutic resistance to all standard forms of treatment;
• unsuccessful work rehabilitation despite patients‘ efforts and motivation, AND;
• social isolation.
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If these criteria are not met, the previously mentioned forms of chronic pain are not
insured in Switzerland. Therefore, it is necessary to concentrate on speedy
rehabilitation and return to work in order to avoid a patient’s prolonged suffering
without pension. Physicians should therefore limit radiological exams to avoid creating
a sense of disability, reduce sick leave times, discuss social-psychological implications
and work with employers. Because, as Eric Jensen cautions, by Swiss federal law.
“nobody is entitled to be free of pain”.

Monitoring of pain therapy in an Italian local healthcare unit
Pietro Giusti, Director, Department of Pharmacology and Anesthesiology, University
of Padova, Italy
Italy has one of the lowest opioid consumption levels in Europe. What is more, in
2009, the expense for opioid analgesics accounted for only 0.81% of the global
pharmaceutical budget of the Italian Health Care Service, less than any drug class.
At the same time Italy ranked first in the use of Nonsteroidal Antiinflammatory Drugs
(NSAIDs) for oncologic patients, spending 1.98% of the global pharmaceutical budget
and a pro-capita consumption accounting for 2.85% of the global pharmaceutical
consumption. In fact, 68% of oncologic pain prescriptions are for NSAIDs. One
negative result of this is that 95% of Italian oncologic patients suffer pain compared
to a European average of 73% (EPIC, 2007).
Possible reasons for this gap with the rest of Europe can be found in the negative
public perception of opioid drugs (among patients, their families and medical
professionals); the very low levels of undergraduate and postgraduate medical
education on pain; and restrictive prescription regulations. Gradual lifting of regulations
between 2001 and 2009, however, has resulted in a significant recent increase in
opioid prescriptions in Italy.
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To further understand the evolution of pain pharmaceutical use in Italy, Pietro Giusti
illustrated what happened in the area of Treviso, where he practices. Between 2001
and 2003, opioid prescribing was made a little easier overall and one of these in
particular, Fentanyl, became fully reimbursable in the health system. Because of this,
Treviso (and Italy as a whole) saw a large increase in Fentanyl prescriptions and very
little increase in morphine. In addition, the actual use (RDD over DDD – Received/
Defined Daily Dose) stayed well below 1, that is fewer patients used less than what
they were subscribed, but the ratio for non-opioid drugs, like NSAIDs and COXIB,
reached up to 5.5. Patients consumed much more than their prescribed dose,
because they were experiencing too much pain.
In 2005, Tramadol and codeine+paracetamol both became reimbursable, but people
tended not to use them in Italy while other pain medicines were still used over
prescribed levels. Use of opioids in Treviso increased faster than in the rest of Italy,
resulting in slightly lower overall pain medication expenditures (-12%) over the rest of
Italy.
In 2001 and 2009, a survey was administered to general practitioners in Treviso in
which they were asked about factors influencing opioid prescribing worries. Addiction
risk and constipation rose as concerns, and social and related factors remained
high. Respiratory depression and prescription regulations fell, but not significantly.
Giusti concluded by stating that in Treviso, as in Italy, opioid consumption has
significantly increased, mainly due to the Italian National Health Services decision to
make opioids reimbursable. At the same time consumption of analgesic opioids in
Treviso increased by 5.3%, compared to Italy overall, whereas the expense decreased
by 12.2%. In both Treviso and Italy the use of analgesic drugs is still inappropriate.
The average daily doses of weak opioids (tramadol and codeine associations) are
generally lower.

Conclusion
There is a need for a deeper understanding of the cost drivers and structures for
pain treatment. We need reliable data to better understand the current situation
and to be able to develop approaches to better deal with pain from a societal
perspective. Comparing and using available databases requires common definitions
of items – e.g. optimal pain treatment, methodologies, and parameters to be used. It
was felt there should be more willingness, from those who hold the purse strings, to
acknowledge data and take it into account when making decisions. Finally, data needs
to be made available in such a way as to help decision-makers make good decisions.
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Introduction
Workshop 5 focused on the costs of chronic pain and the measurement of its impact on healthcare and society. New initiatives were presented on how data on
pain treatment was collected, as well as the direct and indirect costs of pain in
the UK, Austria, the Netherlands and Sweden. In most EU-countries decision makers responsible for healthcare budgets do not usually have access to robust data
showing the societal impact of pain. Although there is still a lot of uncertainty
about the robustness of methodologies and how data is collected, early results
from the five speakers were on the whole promising.

The costs of musculoskeletal pain: the need for priority services
Paul J Watson, Professor of Pain Management and Rehabilitation, Department of
Health Sciences, University of Leicester, UK
Paul Watson focused on the costs of musculoskeletal pain, a condition most people
will experience at some point in their lives. It remains one of the commonest reasons
for a primary care consultation and is reportedly the most expensive condition to
treat.
Direct treatment costs (health care) of lower back pain in the UK alone in 1998
including societal and health care costs was £12 billion. Watson explained that more
than 80% of this amount was spent on informal care and societal costs, such as
work loss. This was greater than the total costs associated with other chronic health
conditions, such as coronary heart disease (CHD) and diabetes at that time. Interestingly, both CHD and diabetes have a National Service Framework for treatment,
which means the government mandates healthcare providers to take action by
setting up guidelines which are then adhered to. Chronic pain conditions are not part
of the National Service Framework.
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Recent figures on work loss found that after seasonal coughs and colds, musculoskeletal conditions was one of the main factors leading to work absence. When
asked about conditions they had in the previous 12 months, 43% of employees with
a health condition reported a musculoskeletal pain condition. On average this resulted
in 16.4 days off work. It has been estimated that the direct costs of musculoskeletal
pain, including inflammatory arthritis, accounts for 2% of the Gross Domestic Product
(GDP) of Europe.
Watson considered possible cost-effective solutions to reduce work loss for those
suffering from lower chronic back pain. Healthcare measures alone were considered
to have little effect. A more expensive integrated package of care was considered
cheaper in the long-term than a single intervention. The Department of Work and
Pensions in the UK has shown that integrated packages involving employers, occupational health and health providers resulted in a reduction in work loss and were
also shown to be highly cost-effective.
Another recent study showed how musculoskeletal sufferers who had been signed
off work for more than two weeks due to pain and were then immediately placed into
a Rapid Access musculoskeletal clinic soon found themselves rehabilitated into the
workplace. This example of early intervention saw sickness absence reduced by 50%.
Watson concluded by calling on pain specialists to demonstrate that multi-disciplinary
treatments can be cost-effective. He also called on policy makers to stop their “bunker
mentality” when considering budgets. For an integrated approach to be successful
government departments had to work together and no longer restrict budgets solely
to individual departments.

Pharmaco-epidemiological aspects on the costs of pain
Eva Zebedin-Brandl, Department of Pharmaceutical Affairs, Main Association of
Austrian Social Security Institutions (HVB)
Pharmaceutical expenditure continued to rise steadily in Austria during the 1990s
and early 2000s despite a variety of reforms. As reviewed in Godman et al (2008),
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recent reforms and initiatives have moderated the growth rate. Eva Zebedin-Brandl
described how 98% of Austrians are covered by social (statutory) health insurance.
However, providing modern and comprehensive medical care is costly. Treatment of
pain has a unique position in each health care system. Pain patients are confronted
both with severe and disabling physical as well as psychological issues. Very often
pain perception includes psychosomatic and mental aspects.
Zebedin-Brandl went on to focus on a research programme being conducted by the
Main Association of Austrian Social Security Institutions (HVB) to study the impact of
societal factors on prescribing habits and/or patients’ pain medication in Austria.
The study distinguishes between two main treatment groups as representatives for
pain medication: classical non-opioid analgesics (NOAs) and opioids. To try to get a
more accurate picture, the research looks at whether there are gross differences
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in the age distribution between the two groups in Austria? It also considers the
impact of recent social reforms. Zebedin-Brandl is confident this can easily be followed
over time. The research team hopes to learn if and how greater availability or the
restriction of pain medication (e.g. due to the introduction of generics) or the waiving
of prescription fees influence the rate of utilisation of pain medication.
Another interesting social aspect is the seasonal influence on pain medication. The
study intends to analyse the monthly fluctuations in utilisation and try to identify
seasonal factors, e.g. use of antipyretics for upper respiratory tract infections vs.
opioids for more severe pain.
Data were provided by the internal data warehouse of the HVB, which houses
reimbursement data for ambulatory care from 2001-2009.

What can we learn from insurance data on pain, facts and costs?
Jacob Hofdijk, Implementation of Integrated Funding Chronic Disease (Dutch Ministry
of Health), President EFMI
Since the beginning of 2009, Jacob Hofdijk has been involved in developing a
programme to introduce an integrated funding system at the Ministry of Health in
the Netherlands. The aim of these health reforms is to balance out the responsibilities
for all participants; the insurer, the care provider, but most of all the patients, as they
will play a more important role. The hypothesis is that competition will increase value
for money. The first step was to restructure the health insurance system. Hofdijk
went on to explain recent changes made to the health insurance system in the
Netherlands.
Since January 1st 2006 every individual in the Netherlands is covered by healthcare
insurance. Overnight, this made the market transparent for everybody. The insurance
is compulsory and those who fail to take out cover are fined. Although it is a compulsory
insurance, the system includes strong market features. The insured chooses the
insurance policy that suits him best, the insurance company tries to get the best
deals with providers and the provider has to please the patient and the insurance
company in order to stay in business.
The crux of the new system is that competitive elements were introduced. Market
elements are combined with public guarantees. The market principles are based on
the idea that competition between players increases performance; everybody wants
to win. There are also strategies in place to ensure fair play. Although data gathered
so far is still in its preliminary stage, researchers have identified patient groups with
chronic pain. There are also already early indications to show healthcare costs of
these patients based on the data from insurance companies.
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Measuring the value of pain in economic evaluation
Paul Kind, Centre for Health Economics, University of York, UK
National regulatory agencies increasingly rely on evidence of cost-effectiveness. At
the heart of this economic analysis is the fundamental issue as to whether the
additional benefits of a new therapy outweigh the additional costs of providing it.
Economists take a strict view on two key questions – how such benefits should be
measured and who should be asked to make those measurements. Health economist,
Paul Kind summarised the processes involved and identified the strengths and weaknesses of the economist’s analytic approach.
To measure the value of pain, health economists look at treatment options, they
compare the marginal or incremental costs which are then compared with
incremental benefits and outcomes. The general question is then answered as to
whether the costs justify the extra benefits. Kind continued by briefly setting out the
preferred measurements for valuing pain in the UK. Health benefits are measured
by QALYs (Quality-Adjusted Life Years). The preferred way of doing that from the
point of view of describing it, is EQ-5D. The method measuring the value of these
health states is using Time Trade-Off (TTO) and a representative sample of the
general public should be asked for their values.
Each of these points raises important questions. For example, what metric should be
used to measure outcomes? QALYs is the accepted measure, but questions will always
be raised about how one can actually measure an individual’s quality of life with respect
to chronic pain. Equally important is how health benefits should be described. EQ-5D
was devised 25 years ago (Professor Kind was one of the co-founders) as a generic
index to measure Health-related Quality of Life (HrQoL). Although regarded by some as
a basic and rough measure EQ-5D has survived the test of time. Although a co-founder
of the EQ-5D system, Kind believes its most important feature is actually less to do with
the five dimensions: mobility, self care, usual activity, pain/ discomfort and anxiety/
depression, but more to do with what patients describe directly about themselves and
their health experiences. This leads on to the important issue of how to value the HrQoL
component. The preferred way in the UK is TTO, but there is also a place for the
Standard Gamble system, which according to Kind can make a difference and possibly
lead to cost and benefit inaccuracies between the two systems.
Kind concluded by focusing on the differences between hypothetical and real values.
Whose value counts most? It was felt more effort should be made to collecting real
patient’s experience of their own health, as up until now results have been based too
heavily on hypothetical situations. This has resulted in slight differences occurring
when you ask real people about their own health and when you ask people about
hypothetical values for health.
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Project design to analyse the facts on pain related to cost in
Sweden
Marcelo Rivano-Fischer, President of Swedish Pain Society, Scania University
Hospital, Sweden
Marcelo Rivano-Fischer began by detailing Sweden’s contribution to the ”Fact Book
on Pain”. Its primary objective is to estimate societal costs related to chronic pain
and to describe cost drivers, cost components and treatment patterns. Results will
be used to develop hypothesis for potential improvements in the treatment and
management of chronic pain. Rivano-Fischer set out why this fact book is important.
Due to the huge costs incurred by pain management there is a need for a deeper
understanding of the cost drivers and structures for pain treatment based on reliable
data. Cost analysis until now has relied on estimates and patient surveys. RivanoFischer is confident the fact book would result in a better understanding of the
current situation and would lead to developing approaches to better deal with pain
from a societal perspective.
How will information be gathered? Sweden has a long history of collecting data from
its citizens, dating back to the Middle Ages. This retrospective database has been
very useful in all kinds of research from genetics to economics. The fact book refers
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to detailed primary care and inpatient data from the large Gothenburg region of
Sweden and covers a five year period between 2004 and 2009. Figures are also
being taken from the national sick leave and early retirement database. All data
related to individuals with pain related diagnoses have been merged into one single
database.
There is obviously a lot of data to be analysed. Rivano-Fischer pointed out limitations
to the study: casual relationships between e.g. specific treatments and cost-differences
cannot be established; sick-leave less than 2 weeks is not included; costs in the study
are not restricted to chronic pain costs, but all costs of patients with chronic pain;
and non-prescribed medicines are not included, as well as Community Care Services.
Rivano-Fischer admitted collating data was a huge project, but it is hoped the main
manuscript will be submitted towards the end of 2010. The presentation concluded
with a flavour of the project in relation to the study population. One and a half million
Swedish citizens registered to take part in the project. Just over half (837,896)
were study group patients. 56% are women and the average age is 48. The study is
looking at 35 million outpatient visits and one million inpatient stays. Also included in
the research are 60 million prescriptions, of which 8 million are pain prescriptions.

Conclusion
There is a need for a deeper understanding of the cost drivers and structures for
pain treatment based on reliable data to better understand the current situation
and to be able to develop approaches to better deal with pain from a societal
perspective. Comparing and using available databases requires common definitions
of items e.g. optimal pain treatment, methodologies, parameters to be used. It was
felt there should be more of a willingness of those who hold the purse strings to
acknowledge data and take it into account when making decisions. Finally, data needs
to be made available in such a way as to help decision-makers make decisions.
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Introduction
A wide sample of local and national projects
on improving pain management was discussed. The goal was to share experiences in order to identify specific best
practices, as well as to share ideas for better data collection, legal frameworks,
pain education and patient involvement. Innovative projects aiming to gain insight
in the issues related to pain and costs caused by pain have been initiated in
Austria, Denmark, Italy, Spain, and the UK.

Societal benefit of multidisciplinary rehabilitation in chronic nonmalignant pain patients
Villy Meineche-Schmidt, The Private Pain Clinic, Herlev, Denmark
Villy Meineche-Schmidt illustrated the activities of the Private Pain Clinic, a multidisciplinary primary-care clinic he runs in Herlev, Denmark. The clinic treats about
four-hundred complex pain patients every year thanks to a staff of thirteen medical
professionals (general practitioners, psychologists, social workers, physiotherapists,
relaxation therapists and nurses. Treatment is paid by the Danish health system
through an agreement that permits patients admission to private facilities if they
have been waiting a month or more for admission to public facilities.
Patients of the Private Pain Clinic must go through a comprehensive evaluation
before they start on a thirteen week rehabilitation programme that includes both
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individual treatments (medication, psychological treatment, physiotherapy and
relaxation therapy) and group treatment. An important part of the group treatment
is the clinic's “pain school” in which ten to twelve participants undergo group and
individual sessions three hours a day, three days a week, for thirteen weeks. Topics
covered in the school are: anatomy and physiology, physical training, warm water
training, relaxation therapy, pain medication management, the psychological aspects
of chronic pain, assistance reconsidering their new “rules of life”, and social legislation
as it applies to them. Training to help cope with the workplace and remaining in the
labour market are cornerstones of this programme.
Post-programme studies have shown that seventy-four percent of patients going
through the Private Pain Clinic's programme who were previously on long-term sick
leave, or social benefits, were able to pass on to more definitive economic categories.
Of these, twenty-one percent moved on to disability pensions while forty-five percent
were able to move back to work or to work rehabilitation. Since the average time to
age-based retirement is twenty-five years, the programme was, therefore, able to
show a per-capita savings of 28,750 Euros. Costs, on the whole, for the programme
so far have been 468,000 Euro for 117 participants surveyed. As it also creates an
annual savings of 153,000 Euros, break-even was achieved within three years. The
wait for public programmes is longer – between eleven and twenty-two months –
and only fourteen percent of participants move back to the workforce, while twice as
many patients go definitively on disability pensions. The factor that most likely seems
to influence this result is the amount of time elapsing before entering into the
programme.
Meineche-Schmidt concluded that early entry into multidisciplinary pain clinics has a
direct effect on the long-term societal, economic and individual costs of pain. There is
a “window of opportunity for treatment” that improves chances that, after the
programme, chronic pain patients are still employed, still married or in a relationship,
still socialising, not depressed, in their appropriate employment or welfare status. The
time spent on waiting lists for multidisciplinary pain programmes is not “stand-by,”
because it has a negative impact on their recovery to a normal or manageable life.
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Pathways of care for pain
Beverly Collett, Chair of Chronic Pain Policy Coalition, Consultant in Pain Medicine,
University Hospitals of Leicester, UK
The Chronic Pain Policy Coalition (CPPC) is a forum established in 2006 to unite
patients, professionals and parliamentarians in a mission to develop an improved
strategy for the prevention, treatment and management of chronic pain and its
associated conditions. The CPPC is supported directly by the All-Party Parliamentary
Chronic Pain Group whose purpose is to raise awareness of chronic pain in children
and adults and to provide a forum for discussion and debate among parliamentarians
on issues relating to the prevention, treatment and management of chronic pain and
associated co-morbidities. The CPPC's efforts have helped achieve the nationwide
launch of a “pain manifesto” and the growing, widespread support in the UK of the
concept that pain is the fifth vital sign (together with blood pressure, pulse, temperature, and respiration).
One recent milestone for pain in the UK was when the Chief Medical Officer included
a chapter of chronic pain in the 150th Annual Report last year. The chapter
recommended more chronic pain training for all medical professionals and for
creating a mechanism that includes assessment of pain and disability in the quality

128

SIP
Societal Impact of Pain

and outcomes framework that is used to determine the economic reimbursement
of general practitioners. Beverly Collett illustrated the results of the British Pain
Society's survey of pain in undergraduate curriculum for healthcare professionals
which identified an overall average of only twelve hours of training on pain, with the
largest annual hours of pain training highest in physiotherapy (37.5 hours) and
veterinary science (27.4 hours).
Collett then explained why improving the use of pain care pathways is important.
Clinical pathways are multidisciplinary plans for delivering health and social care to
patients with a specific condition or set of symptoms. While twenty percent of
Europeans have chronic pain, only two percent of them have ever seen a pain
specialist. In the UK alone, this means eight million people suffer from chronic pain
accounting for about half of all primary care visits – about 4.6 million appointments
every year. One of the goals of developing and implementing pain pathways is to try to
catch pain patients earlier in their disease cycle so that they can receive more
appropriate care and get back to their productive lives sooner. However, much still
has to be decided, including which models should be used and how to make sure
patients do not stay too long at the general practitioner level when they need more
comprehensive pain treatment.
In her conclusion, Collett said treatment models and post-clinic management models
were still far from being common or definitive. However, if we managed to get enough
appropriate pathways in place there would be huge benefits for healthcare systems
and patients, and society at large. To accomplish this, we need more and better
education for healthcare professionals and patients.
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The Italian experience
Guido Fanelli, Università di Parma, Italy
Guido Fanelli strongly emphasised the importance of pain education for medical
professionals. Pain is a cultural issue in Italy, shaped in part by traditional influence of
the Catholic Church. In Italy, pain is often accepted as an unavoidable part of life and
opioid consumption is shunned by both patients and medical professionals. The healthcare system gives little, or no, formal administrative recognition of pain, which means
that both administrators and physicians have little incentive to aggressively tackle
the problem. But things are changing.
A large part of the challenge today is to better integrate pain treatment within the
healthcare system, connecting general practitioners, specialists, hospitals and clinics.
Fanelli briefly illustrated an experimental campaign he co-ordinated in 2009 in the
Emilia-Romagna region, which was part of a four-region pilot project. The 300,000
Euros programme used distance learning, live events, and the production of reference
texts to improve general practitioners’ approach to pain. The project also foresaw a
trainer’s programme that helped train one pain “trainer” general practitioner (GP)
for every fifty GPs.
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Another important innovation in Italy is the recent unanimously passed law to
guarantee access to palliative care and pain medicine. This law not only makes it
easier for general practitioners to prescribe opioids (Italy has Europe's most reluctant
opioid prescribers and lowest opioid expenditures at sixty-seven cents per capita),
but also ensures that the choice of opioids used is not guided by economic considerations, as reimbursement is now equal to that of other drugs. More importantly, the
law establishes palliative care and pain medicine as a legal right, as well as considering
them priority objectives for the Italian National Health Service. The law also provides
350,000 Euros for information campaigns and 2.45 million Euros for the practical
training of healthcare professionals, called “Pain-free Territory.”
Fanelli stressed that one of the most important innovations of the law is that pain
management is now a patient's right and a doctor’s obligation. Pain must now be
treated like a vital sign, with regular written assessment of pain suffering, treatment
and outcomes in each patient’s medical records. Finally, the law foresees additional
higher education programmes on pain and a national pain oversight committee.
Fanelli concluded by mentioning that the Italian law is the only specific comprehensive
pain law in the world that includes both adults and children. Too often we forget
paediatrics when we think of pain.

Back pain survey in Styria – data basis for a paradigm change?
Ewald Gspurning, MPH, Steiermark, Austria
We know a lot about chronic pain and chronic back pain, but both are still a medical
and political challenge for medical systems and society. The societal costs of back
pain are enormous and have grown over the last few years. Direct medical costs get
most of the attention, but are lower than the indirect costs. Over 600,000 work
days were lost to back pain, alone, in Styria, in 2008. This is one of the factors that
led Ewald Gspurning to carry out the Styrian Back Pain Survey between 2008-09.
Another reason was the need to get an idea of the causes and risk factors of this
disease.
A randomly selected sample of 12,000 people received a postal survey that asked
questions on the following topics related to back pain: prevalence, health care utilisation, associated risk factors, health status and beliefs, lifestyle, and satisfaction with
previous pain treatment. Sociodemiographic measures used were: age, gender, living
situation, educational level, residence, type of employment, height and weight. Survey
results pointed towards some interesting observations. Less than half of back pain
patients, for example, received medical care. Variables, like age and education, had a
strong influence on the clinical panorama and on healthcare utilisation. Type and
terms of employment, physical workload, and socio-economic aspects showed a
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surprisingly narrow correlation with incidence and progression of back pain. Patient
satisfaction with their medical care was also interesting, as the overall satisfaction
with previously received pain treatment was only 5 on a scale of 0 to 10 and 14.6%
(representing 31,000 patients) changed their physician twice or more in the previous
year because of unsatisfactory pain treatment.
Gspurning observed that with an ageing population and the financial situation in
Western Europe, the social costs of pain will only grow in impact. Although clinical
research is important, we should not neglect the usefulness of health surveys. If only
half of back pain sufferers in Styria regularly see a doctor, how can we improve their
state and how can we avoid that this lack of treatment contributes to their pain’s
evolution in a chronic disease? This is an issue that needs to be addressed soon.

Benefits of self-care programmes in pain for patients
Sergi Blancafort, Universidad de los Pacientes, Josep Laporte Foundation,
Barcelona, Spain
Sergi Blancafort's presentation did not directly discuss pain but rather self-management programmes and informational experiences. Today's healthcare model is
undergoing change, as patients get more access to information. There is also a
larger shift towards shared responsibility between healthcare providers and patients.
This is occurring as health systems are seeing a larger impact from chronic diseases.
The University of Patients (Universidad de los Paciente) was founded in Barcelona in
2006 to contribute to improving health and the healthcare system by supporting
participatory tools and models and to improving health literacy and the communication
skills of healthcare professionals.
Chronic Disease Self-management Programs (CDSMPs) can be useful, in that they
help break the vicious cycle that patients often find themselves in when suffering
from chronic disease. Research, into these programmes, conducted at Stanford
University has shown several benefits, including: greater energy and reduced fatigue,
fewer social limitations, better psychological well-being, enhanced participation with
physicians, improved health status, greater self-efficacy and, last but not least, a reduction in pain symptoms. The general methodology of CDSMP's can be applied to
many chronic diseases, as well as to pain, because chronic disease patients often
share similar problems, including co-morbidity and the need for similar self-management and self-motivation skills. However, in response to a question on the comparative
value of generic and disease-sponsored self-management programmes, Blancafort
affirmed that both are valid and his institution usually offers more generic courses.
Patients often do find more value in their disease specific courses, because they
better identify with the subject.
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Further benefits of CDSMPs are that they are effective across socio-economic levels;
they prepare patients for managing progressive and debilitating illnesses; and benefits
persist over time. Above all, these benefits are supported by research.
In conclusion, Blancafort stressed that the health, welfare and quality of chronic
disease patients depended largely on their own capabilities regarding the selfmanagement of their disease. There is strong evidence that self-management
programmes reduced healthcare costs and improved patient’s health. Improving
health literacy and the use of self-management programmes could be major
contributors to the modernisation and sustainability of health systems.
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The “Hospital Sin Dolor” (Pain-free hospital) committee
José María Muñoz y Ramón, Comisión HOSPITAL SIN DOLOR, Hospital Universitario
La Paz, Madrid, Spain
Jose Muñoz y Ramón discussed the Pain-Free Hospital project implemented by the
La Paz Hospital in Madrid. The need for the project came from the understanding of
the pain management barriers that often resulted from the sheer size of the hospital,
its large number of staff, the dispersion of facilities, an inhomogeneous awareness
on the importance of pain and pain relief, and the limited specific resources of the
pain unit inevitable in a multi-sector general hospital.
At La Paz, clinical committees are seen as institutional tools for Total Quality
Management (TQM). The Sin Dolor committee therefore draws upon sixteen doctors
from twelve medical specialities, three nurses and a pharmacist, as well as a representative from management. The choice of the committee structure, as opposed to
emphasis on the pain unit, stems from the fact that, while pain units work to facilitate
the awareness and collaboration of all hospital professionals involved in the process
of pain relief, their heavy clinical workload may limit this activity. The Pain Committee
(“Sin Dolor”), however is active in all areas of the hospital. Medical professionals from
the pain unit remain an important component of the Pain Committee.
At La Paz, pain is now fully considered the fifth vital sign. In support of this, and to
ensure that pain is monitored and recorded regularly and uniformly, 5,000 pain
scales have been distributed throughout the hospital. Furthermore, the hospital has
enacted an aggressive awareness campaign for employees that include weekly
interdepartmental meetings, monthly workshops on acute pain, a course on muscularskeletal pain, specific programmes for physicians and nurses in training, as well as
other activities.
Patients, and their families, are also an important part of the programme. An
information pamphlet has been produced for patients that explain pain and the pain
scale. The pamphlet also includes a list of ten promises that embody the hospital's
commitment on pain. The same information is displayed around the hospital in poster
form to inform patients and to remind physicians of their obligations.
In closing, Muñoz y Ramón affirmed that the goal of turning pain relief into an
important hospital-wide quality objective has been reached. The “Hospital Sin Dolor”
Committee is now formally integrated in La Paz's Total Quality Management (TQM)
framework. Muñoz y Ramón believes that this methodology can, and should, be
implemented in other institutions but cautions that full institutional support is
mandatory if it is to be successful. As a further indication of La Paz Hospital’s success,
the one-hour weekly morning pain meeting is also well attended by many who are not
part of the committee.
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Information under-load: The importance of data collection in service
development
Benjamin Ellis, Clinical Advisor to the Chief Medical Officer, Department of Health,
London, UK
Healthcare administrators are familiar with the concept of information overload, as
they are often bombarded by data, but Benjamin Ellis's presentation was on the
concept of information under-load. The problem of under-load emerged last year in
the UK's Chief Medical Officer’s Report on Chronic Pain. The report found that it is
difficult to get enough clear and useful data.
Data is an important tool for driving change in healthcare systems. Conversely, when
there is not enough data, or not enough of the right data, it becomes very difficult to
make any changes at all. Politicians and other policy makers will not move on chronic
pain until estimates on the burden of the disease can be given.
What do policy-makers need in order to deliberate and implement change? First,
they need a good description of the problem and understand what pain is, what kinds
of pain there are, how it is treated, who has it and what resources are needed. Only
with this information, will it be possible to truly measure the impact of the problem,
identify the resources available and necessary, and monitor and measure change.
Although there is currently a lack of systematic collection of data on chronic pain in
the UK, ways are being studied to introduce simple questions, covering the problem,
in the UK's National Health Survey.
In the near future, healthcare systems will not receive additional resources. More
will have to be done with what there is, so it will have to be done differently. For this
reason, it will be necessary to have enough data to demonstrate the full impact of
pain and to place the data competitively against other health problems. Until this is
achieved, it will be difficult for the pain community to make significant changes.
Is it possible to measure the impact of chronic pain? What do policy-makers need to
know? Social, economic and quality of life information must be made available and
backed up with solid scientific methodology. Data on what exists and what is spent
must be up to date and has to continue over time. It is hard to ask for more, if you
don't know what you have. And one important policy yardstick in the UK is clear
answers to questions on safety, efficacy, and experience.
Websites that patients can access to see how local facilities are performing can
also be useful. Although the data collected and shown are usually too crude for
administrative decision-making, patients want to be able to consult them. Publishing
on these sites can drive up services and unflattering numbers on them often make
politicians take notice.
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Ellis concluded by saying that improved data was needed at all levels, and people
working on pain needed to be campaigning for better data collection. Until basic
questions on prevalence could be answered, it was impossible to make a case about
incidence and impact over other pathologies. Evidence-based indicators are needed
that can be measured in real time, are clinically driven and are created with the help
of patients.
What is more, national and international consensus on data items are needed so
that there can be cross-border comparisons. Even more importantly, agreed
measurement tools, definitions and other priorities on a European level would permit
analysis on larger sample sizes.
In conclusion, studies must be driven at a clinic level, because it is closest to patients
and politicians listen to what comes from the doctor-patient level.

Conclusion
Workshop 6 saw the presentation and constructive discussion of a wide variety of
local efforts to better treat pain and to improve the quality of life of those who suffer
from chronic pain. The discussion was active and passionate and this facilitated the
identification of common strategies. Raising awareness of the distress and cost of
pain within each healthcare system is paramount. The need to open two-way channels
with national policy-makers can help develop the long-term strategies necessary.
Education is important, not only for clinicians, but also for policy-makers and for
improving the health literacy of society, as a whole. The issue of pain education for
healthcare professions was widely shared by both the speakers and the audience.
Many speakers pointed to the growing use of pain as a “fifth vital sign,” to be monitored
by healthcare professionals and health administrations, as a sign of progress. The
growing acceptance of this concept in Italy, Spain, and the UK is evidence that some
progress is being made. Better pain care can be achieved through existing healthcare
systems, but there is a need for caution to avoid adding unnecessary levels of
bureaucracy. Patient involvement is the key, both in data collection and in using a
multidisciplinary approach that helps patients be a part of their pain management.
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• Director at CEMKA, a consulting

France

group in health Economics,
Epidemiology and Outcomes
research, Paris
Prof. Guido Fanelli

• Head of the Chair of Anesthesia

Italy
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• Director of the Office for Pharma-

Italy

ceutical Policy at the Italian
Medicines Agency (AIFA).
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