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INTRODUCTION

Our project links effectively with the PQIP Im provement
Pricrities of Improving Perioperative Pain and Individualised
Risk Assessment.2

Our i was to establish routinepraoperative risk
assessment for postoperative pain based on evidence 2

1. Education and
communication

Preoperative nurses
Anaesthetists
Acute PainService

2. Dataanalysis: 437 patientsin
our twohospitals over 4 weeks

3. Ongoing preoperative pain
riskassessment.

S Qestore Tk
[as the patient been taking apids (Marphine, Oxycadare,
Preoperative Tramadol, Fentamy)inthe st 3 months?
Foin g the patient curently rirg with daiy pain?
s the patients ufring fram s chronic pan condicion?
<65 years
[Dermographicaramala gender
moking
Poycrological AL
e Daprassion
Fistory o addiaian
SUEY | the sugery sssogatediths avere pastaperatvepain?
o
Total pain isksrore ticks) o

7able 1. Preoperative pain assessment in UHBW

We built apreoperative pain assessmert section whichis
embeddedintothe roLtine precperative assessment (Table
1). The pain risk related questions are evidence based?3 and
groupedintofourdomains, Ascoringsystem was created to
give an estimate forthe risk of pain between 0 (1ow risk) to 4
(highrisk). This risk score is similar to the PROP score used
by Nash and colleagues.®

The perioperativeteam were educatedinthe new
assessment and scaringsystem, The patiert assessmert
startedin Novermber2020 and an initial sample was
analysed,
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Figure 2. Fisk score distribution in the analysed patient popul

provement project

Anaesthetist: enhanced multimodal
analgesia (local anaesthetic and other
preventive analgesia)

aps: Early regular review (involving
psychosocial techniques)

patients (scoring 3 and 4, overall 18%) areidentified for enhanced multimodal

analgesia and psychosodial support intra- and postoper

psychologialisk
222% (97 patients)

No fiskinthese
domains 57%
(223 patierts)

preoperstive pain
32% (140 patierts)

Figure 3. Co-existence of psychological and preoperative pain factors was found in
11% of patients, half of them listed for surgery with high pain risk
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low surgicalrisk
6% (26 patients)

" high surgica risk
5% (23 patients)
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Potential for preoperative
intervention by psychologist or

The preoperative assessment s easy to use and interpret.
Theteam supportits use. Risk groups are easy to identify
and the volume of patients s predictable.

Achievements;
* Ongaingpreoperative risk stratification and scoring
« Data collection

* Raisingawareness of complexpain among the
perioperative team

CONCLUSION

This project raises awareness of com plex pain and builds the
foundations of individualised perioperative patient
pathwaysincluding:

« multimodal analgesia and biopsychasocial support tailored
tothe patient’s requirement, guided by the preoperative
riskscare

« evidenceto help build a business case for specialised
preoperativeintervention for highrisk patients
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