
JODS 28.1  March 2018 How Does Chronic Pain Affect Day Surgery Outcomes? . . .  [7]

How Does Chronic Pain Affect Day Surgery Outcomes? 
A District General Hospital Audit
Navreen Chima & Jane Montgomery 

Authors
Navreen Chima  Clinical Fellow in Anaesthesia, Department of Anaesthesia, Royal United Hospitals 
Bath NHS Foundation Trust, Royal United Hospital, Combe Park Bath BA1 3NG.
Tel: 07951709820 .  Email: navreenchima@nhs.net

Jane Montgomery  Consultant Anaesthetist, Department of Anaesthesia, Torbay Hospital, Torquay.

Key Words: Perioperative pain, day surgery, audit.

Abstract
Introduction: Increasing numbers of patients are living with chronic pain conditions and are 
regularly utilising opioid based analgesics.1, 2, 3 These patients have been identified as at risk of 
severe postoperative pain.4, 5, 6, 7 We have reviewed the effect of preoperative pain on progression 
through the day surgery pathway, and on compliance with national targets in day surgery as 
proposed by the Royal College of Anaesthetists.

Methods:  We conducted a one-year retrospective analysis of all patients treated through our 
day surgery unit. 12 620 patient records were reviewed. 84 were deemed to be high risk of 
peri-operative pain based on a four-question screening tool previously validated for patients 
undergoing inpatient surgical procedures.8

Results: There were no unplanned admissions related to pain in this high-risk group. Only two 
patients had severe pain at 24 hours and required further medical input, which is well within 
agreed national standards. Six had a numerical pain score greater than zero upon discharge 
from primary recovery and had all undergone orthopaedic procedures. All patients had positive 
satisfaction ratings following their experience.

Conclusion: This audit suggests that chronic pain should not be a barrier to day case surgery and 
that standards of care remain mostly compliant with national targets in this challenging patient 
population.

Introduction
It is well described that both the prevalence of chronic pain and the use of long term opiates 
is increasing amongst our population.1, 2, 3 This presents a potential problem for how we plan 
perioperative care for this patient subgroup. There is a suggestion that these patients are at risk 
of worst postoperative pain experiences and that they require additional input from specialised 
services such as the acute pain team.4,5,6,7 This difference would suggest that they are more likely to 
require inpatient care to successfully manage their pain.

At Torbay Hospital patients are screened at preoperative assessment for risk factors indicative of 
an increased risk of difficultly controlling pain during the postoperative period. This is assessed 
utilising a four question screening tool previously validated for inpatient surgery at this hospital.7 
These risk factors are; a history of chronic pain syndrome, anxiety related to postoperative pain, 
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previous poor postoperative pain control, and double weighting is given to the use of long term 
opiates. The presence of two or more of these factors was shown to be directly related to both 
higher postoperative pain scores and increasing input from the acute pain services. A positively 
weighted result from the screening tool triggers referral to the acute pain services but does not 
prevent the patient being referred to and undergoing ambulatory surgery.

Aims
We set out to identify whether patient outcomes in this high-risk group are falling outside agreed 
standards of care for day surgery and, therefore, whether these patients should be referred for 
inpatient surgery to optimise their perioperative experience.

Standards
The Royal College of Anaesthetists (RCOA) has proposed standards of care related to ambulatory 
surgery.8 It is stated that:

1. The admission rate following day surgery should be locally agreed but targeted to less than 2%.  

2. Fewer than 5% of patients should report severe pain within the first 48 hours of discharge.

3. At least 85% of patients undergoing day surgery should have ‘none’ or ‘mild’ pain following 
discharge.

4. At least 85% of patients should be ‘satisfied’ with their management of pain in day surgery.

Methods
To assess whether this patient population were meeting the described standards of care for 
day surgery, we carried out a retrospective review of 12 620 patients who passed through the 
day surgery unit at Torbay Hospital. Patients were captured through visits to the preoperative 
assessment unit from January to December 2016.

Patient risk factors for postoperative pain were documented on PICIS © preoperative manager. We 
selected all those patients with positively weighted preoperative screening results. This totalled 84 
patients who had a presence of two or more risk factors for difficulty in managing postoperative 
pain.

Data was collected on postoperative outcomes from our theatre system Galaxy (DXC.technology). 
This included primary recovery pain scores, discharge analgesia and patient outcomes elicited 
from a telephone call on day one after surgery.

 
Results
The procedures carried out spanned a range of surgical subspecialties and were representative 
of a district general hospital (Figure 1). The anaesthetic techniques used intraoperatively were 
representative of those commonly used in the day surgery unit at Torbay Hospital (Figure 2).
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Figure 1: Subspecialty surgeries carried out in Torbay Hospital for patients at risk of difficult 
postoperative pain control during 2016.

 

Figure 2: Anaesthetic techniques uses in Torbay Hospital day surgery unit for patients at risk 

of difficult postoperative pain control during 2016.

Only one patient needed hospital admission overnight. This was required due to mobility 
difficulties and was independent of pain. This is well within the 2% admission rate thought to be 
acceptable by the RCOA and falls at 1.2%.

Pain scores at discharge from the primary recovery were only available for 51% of patients. 95% 
of these patients reported none or mild pain at this point in their journey (Figure 3).  All but six 
patients were discharged home with a pain score of zero. These six patients had all undergone 
orthopaedic surgery but continued to successfully complete the pathway without adverse 
outcomes.

The discharge analgesia patients receive is automatically formulated based on procedure. The data 
showed that only four patients in the high risk pain group had this analgesia modified.

Follow-up contact is routinely made as part of our day surgery service at Torbay Hospital and 
65% of this high risk patient group responded to contact within the 24 hour postoperative period. 
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They answered questions regarding their well being which provided more information on the 
perioperative pain experience (Figure 3).

Figure 3: Verbal pain rating score reported at time of discharge from primary recovery and at 
24-hour follow-up by patients at risk of difficult postoperative pain control during 2016 in Torbay 

Hospital day surgery unit.

During follow-up only two patients reported severe pain that required further medical input. 
This falls at a rate of 2.4% and meets the set criteria of less than 5% of patients verbally reporting 
adverse pain scores. Despite this positive result, severe pain was reported greater than six times 
more frequently than the entire years patient group, which fell at a rate of 0.4%. Both patients 
reporting severe pain at follow-up underwent laparoscopic gynaecological surgery. Severe pain 
did not appear to be related to this specific procedure as eleven other patients also had Obstetric/
Gynaecological procedures and up to 40% of the group underwent laparoscopic surgery and did not 
report severe postoperative pain.

The follow up phone call also revealed that 38 of the 55 responders reported ‘none’ or ‘mild’ pain 
on the verbal rating scale. This is just 69% of those contacted and falls outside the targeted 85% of 
patients having low pain ratings following discharge.

Satisfaction with the service was greater than expectations set by the RCOA. 100% of responders 
described being satisfied or very satisfied with their overall experience of day surgery and their 
care.

In addition to the parameters suggested by the RCOA, we also looked into the utilisation of the 
pain services. This had previously been shown to be high in this patient population.7 However, in 
the context of ambulatory surgery, none of the patients required input from specialised services 
prior to discharge home and the acute pain team were not recruited to assist with immediate 
postoperative care in any of the cases.

Discussion
This audit suggests that chronic pain does not adversely affect the progression through the 
day surgery pathway and produces positive patient experiences. There is also a suggestion that 
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postoperative pain predictors do not hold the same validity in the ambulatory setting where 
patients are encouraged to be in control of their own analgesia, or may be undergoing less invasive 
surgery.

The admission rate of 1.2% within the group occurred independently of pain. This fell lower than 
the year’s overall admission rate of 1.8% based on data collected from 12 120 patients. Of this 
year’s sample, 28 of the admissions were related to pain despite having no significant patient risk 
factors for adverse pain outcomes. This demonstrates that patients in whom we predict difficulty 
in controlling postoperative pain may actually go on to have better pain control postoperatively 
compared with our general patient population.

From our results more patients in our high-risk population described ‘moderate’ pain after 
discharge. This may mean they need increased support to reach the targeted day surgery 
standards. However, the follow-up in Torbay is completed the day after surgery rather than the 48 
hour time frame suggested by the RCOA. This would have impacted on the pain levels reported and 
may negatively skew outcomes. We also know that these patients suffer with pain preoperatively 
and it may be that this ‘moderate pain’ is their everyday experience. Unfortunately we do not have 
their preoperative pain scores. It may be worthwhile in future work to compare the preoperative 
and postoperative pain scores to establish whether these patients are in need of further support.

We accept that the telephone response rate provides incomplete data on follow-up pain scores. The 
limited response may skew data in that those in pain may not have been able to access the phone, 
but equally those who did not answer the phone may have been comfortable enough to leave their 
house. Given this, it is likely that the responders represent a cross-section of the high-risk group. A 
prospective study could be considered in future work to overcome this limitation and gain a more 
comprehensive picture of pain levels at 24 to 48 hours. Though not an RCOA proposed standard, a 
prospective study would also overcome the incomplete data capture within the recovery setting. 
This is likely to be incomplete due to high clinical workload. This workload may have included 
addressing pain issues that were not captured in our data set, potentially skewing the pain score at 
this point in the patient journey. 

The follow-up pain scores occurred in the context of 95% of the patients being discharged with a 
standardised analgesia prescription, unmodified for their risk factors for difficult to control pain. 
It is worth noting that that this data was derived from the electronic record upon immediately 
leaving theatre and so discharge analgesia may have been altered at a later point based on recovery 
experiences. Considering all of this, there may be a benefit in prescribing rescue discharge 
analgesia to aide comfort in the patient group, and to provide more explicit advice for help with 
pain management.

This audit also encourages re-consideration of discharge analgesia for this patient subgroup when 
having specific types of surgery, namely gynaecological and orthopaedic surgery.  This audit data 
does not give an understanding of intraoperative modifications of anaesthetic technique that may 
alter outcomes such as a greater tendency for regional blocks or local anaesthetic use. Despite this, 
it is evident that those with multiple risk factors for postoperative pain and having orthopaedic or 
gynaecological surgery are most likely to need additional analgesic measures upon discharge.

Our audit also has implications for acute pain services in Torbay Hospital and implies that we 
should not be routinely referring chronic pain sufferers to the acute pain team. This would reduce 
their work load burden considerably and is a planned change within our department.
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These results have helped to encourage both surgical and anaesthetic teams in Torbay Hospital 
to undertake day surgery in this patient group. A patient information leaflet for chronic pain 
suffers will support this. This will advise these patients more specifically on their medication 
management, pain expectations and guidance for help.

Currently the preoperative visit summary alerts the Anaesthetist to the patient with multiple 
risk factors for poor postoperative pain experience but there is still scope to set up an alert on 
the electronic discharge prescription to encourage rescue analgesia for improved home pain 
management.

Conclusion
This audit of a district general hospital day surgery unit suggests that the presence of chronic pain 
should not be a barrier to day case surgery. These patients generally meet nationally recommended 
targets and show high satisfaction levels when undergoing ambulatory surgery, perhaps due to 
their greater autonomy over pain management.
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