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the Greater London area

AIMS AND METHOD

The aim of this study was to find
out the extent of psychiatric
involvement in pain clinics and also
clarify the treatment approaches
taken for the significant psychiatric
comorbidity reported in these
clinics. A questionnaire survey was
conducted, by a psychiatrist and an
anaesthetist, of the 31pain clinics in
the Greater London area.

Pain clinics, a new role for psychiatrists

Results of a questionnaire survey of liaison psychiatrist involvement in pain clinics in

chronic pain is extremely limited,
despite the extensive psychiatric
morbidity associated with these
patients (response rate, 74%).The
majority of surveyed pain clinics
wish to provide a multi-disciplinary
approach to these patients, utilising
the skills of a psychiatrist for both
assessment and management. Only
a small minority of pain clinics,
however, have sufficient access to

psychiatric treatment options that
they believe chronic pain patients
require.

IMPLICATIONS

The involvement of psychiatrists in
pain clinics is very limited. Increased
involvement is desired and would
likely lead to an improved profile

of pain clinics, a more realistic and
comprehensive treatment approach

RESULTS
Psychiatric involvement in the
management of patients with

The treatment of chronic pain is complex and, probably
more than any other area in medicine, needs a multi-
disciplinary approach. The pain service is currently
regarded as an anaesthetic sub-speciality and the director
of the service is usually a consultant anaesthetist who has
an interest in chronic pain. An editorial in Anaesthesia
stressed the need for increased involvement of liaison
psychiatrists in pain clinics, given the upsurge of interest
in the role of liaison psychiatry in the management of
medical conditions in general and that many pain patients
have significant psychological and psychiatric difficulties
(Dolin & Stephens, 1998). We felt that now is an appro-
priate time to investigate the staff profile of pain clinics,
especially the current involvement of the liaison psychia-
trist in the pain clinic service. We also attempted to
explore the chronic pain service attitude towards a multi-
disciplinary approach to the management of pain.

The staff composition of pain clinics generally varies
according to local resources and interest. The pain clinic
may have the benefit of input from a number of special-
ities, includinganaesthetists, psychologists, acupuncturists,
physiotherapists and psychiatrists. Frequently, however,
the clinic is run by the anaesthetist on his or her own,
with limited input from other professionals.

There are a variety of recognised psychiatric
disorders found in chronic pain patients, the most
obvious being depression (Romano & Turner, 1985), but
substance misuse and post-traumatic stress disorder
are also commonly seen (Geisser et al, 1996). Pain
patients with psychiatric morbidity can be very difficult
to manage and can benefit from the specialist skill of a
psychiatrist (DeGood & Kiernan, 1996). Perhaps the
most challenging pain patients are those for whom no
sufficient physical diagnosis can be made. Many of
these patients reach the pain clinic after years of failed

a liaison psychiatry service that
could provide the broad multi-
disciplinary approach and the

and, in turn, enhanced patient
care.

treatments, further adding to management difficulties
and requiring the specialist skills of a psychiatrist
(Dolin & Stephens, 1998).

Diagnosis and treatment of the significant psychiatric
morbidity associated with chronic pain may benefit from
the multi-disciplinary approach of a psychiatrist. As to
how a psychiatrist would work in a pain clinic, Dolin and
Stephens(1998) advocate ajoint clinicaccording to amulti-
disciplinary assessment model. Joint assessment of the pain
patient by an anaesthetist and a psychiatrist has the advan-
tage of being an unspoken rejection of the mind—body
divide and is a natural acceptance of the nature of pain as
having both physical and psychological components.

The obvious value of psychiatric involvement in pain
clinics has been emphasised but unfortunately liaison
psychiatry is still a scarce resource (Mayou et al, 1990). To
clarify the situation we decided to inquire into the extent
of liaison psychiatry involvement in pain clinics in the
Greater London area.

Method

The aim of this survey was to examine the extent of
multi-disciplinary input and, in particular, psychiatric input
into the pain management services in the Greater London
area and to estimate the perceived benefit of the multi-
disciplinary approach to chronic pain.

All 31 pain clinics in the Greater London area were
sent a specially designed questionnaire, two pages long,
with a covering letter explaining the purpose of the
survey. The clinics were identified by The Pain Society
of Great Britain. The letter stated that the authors,
an anaesthetist and a psychiatrist, were interested in
the staff profile of pain clinics and how comorbid
psychiatric conditions were addressed. If a questionnaire
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was not returned within 6 weeks a second letter and
questionnaire were sent.

Results

Completed questionnaires were returned by 23 pain
clinics, that is, 74% of the total sample (n=31).

Pain clinics in London have, on average, access to
the skills of three consultants, but this state of affairs
varies significantly; some pain clinics are single-handed
operations while others are favoured with involvement of
up to 10 consultants. The overwhelming majority of pain
clinics have an anaesthetist on the staff (95%); in fact the
anaesthetist is usually the person in charge, pain
management being generally regarded as a sub-speciality
of anaesthetics.

Input from other professionals for the management
of pain patients varied considerably in our study, with
52% of pain clinics having access to a pain nurse, 39% to
a physiotherapist and 22% benefiting from the skills of an
occupational therapist. Of responding pain clinics, 56%
report a clinical psychologist as having an involvement
with the clinic, the psychologist being referred selected
patients (whom they may see in a separate room during
clinic time, as occurs at the authors’ clinic).

Despite the wide range of recognised psychiatric
comorbidity associated with pain patients, only 30% of
pain clinics reported having a psychiatrist on the staff.
When present, psychiatrists contributed, on average, 2.5
sessions per week to the pain clinics.

It is a rare occurrence for a psychiatrist and a pain
clinician to see the chronic pain patient together (as is
standard in the authors’ clinic) and when they do it only
occurs with a few highly selected patients. Less than 25%
of pain clinics offer a ‘combined assessment’ of the pain
patient by the pain consultant and a psychiatrist.
Unfortunately, where combined assessment is carried out
it is used sparingly, on selected patients only. Only two of
the 23 responding pain clinics offer combined assessment
by apainclinician and a psychiatrist to all of their patients.

When it comes to the management of psychiatric
morbidity, 56% of pain clinics would favour, where
possible, a combined treatment approach in dealing with
depression, using both cognitive—behavioural techniques,
including cognitive—behavioural therapy (CBT), and
antidepressant medication. In dealing with comorbid
depression only 4% of surveyed pain clinics would use
CBT alone and only 13% would use antidepressants alone
to treat depression in the context of chronic pain.

While 78% of pain clinics have team meetings to
discuss management issues, only 50% felt that they
were able to incorporate some elements of a multi-
disciplinary approach into the assessment and treatment
of chronic pain patients and their varied psychiatric
difficulties. One particularly disadvantaged group was
clinics that had access to neither a clinical psychologist
nor a psychiatrist.

Comment

The psychiatrist brings many advantages to the pain
clinic: the ability to make diagnoses and also the ability to

take a broad view of management that incorporates both
pharmacological and psychological treatments. Further-
more, liaison psychiatrists bring with them the ability to
place individuals in a social context and recognise the
importance of family factors as they impinge on chronic
pain.

Refined prescribing skills acquired by the psychiatrist
are also of importance in the treatment of the anxiety,
substance misuse and depressive disorders often
associated with the chronic pain patient. Cognitive—
behavioural skills, with an emphasis on lifestyle
changes, can often be of significant advantage in the
pain clinic. Our survey, however, shows that this
expertise, frequently associated with the liaison
psychiatrist, is often inaccessible to the pain
clinician.

Joint assessment by the pain clinician and psychia-
trist promotes a holistic approach to assessment and
management and is a rejection of the mind—body
dichotomy. The joint assessment involves an acceptance
of the multi-factorial nature of pain and promotes
communication and understanding between disciplines.
Our survey suggests that joint assessment in the pain
clinic is rare and that when it does occur it is very selec-
tive, offered to a few patients only. Furthermore, it is
likely that our survey overestimates psychiatric input to
pain clinics because it was carried out in Greater London,
where quite a lot of sessional time for liaison psychiatry
comes from academic psychiatrists.

The shortage of and need for improved liaison
psychiatry in the UK has been emphasised in a recent
joint report of the Royal Colleges of Physicians and
Psychiatrists (1995). Pain clinics wish to offer a multi-
disciplinary approach to their patients but our survey
supports the view that there are still too few pain clinics
that have the opportunity to work with liaison psychia-
trists and so offer this preferred option. Increased
availability of liaison psychiatrists within the pain clinic
service will meet a significant need, may improve the
profile of these clinics and should also enhance patient
care.
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