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Summary

Although pain services have been estab-
lished in many hospitals, there is consid-
erable heterogeneity among them with
respect to organization of service, staff
and qualifications of staff, and treatment
approaches.

With this recommendation, the German
Society for Anaesthesiology and Intensive
Care Medicine defines requirements for
pain services in hospitals with respect to
organizational standards and staff quali-
fications. The treatment offered by pain
services supplements the care provided
by other departments, ensuring a high
quality of specialized pain management
in all areas of the hospital.

Pain services shall oversee treatment
with special analgesic techniques as
well providing consultative and liaison
services, bringing together in-hospital
pain medicine expertise in one service,
available 24 hours a day, 7 days a week
via a single point of contact. The medical
head of the pain service shall be a quali-
fied provider of pain medicine as defined
by the German Medical Association and
should preferably also have undergone
additional training in basic psychoso-
matic medicine. Further members of
medical staff shall match consultant-level
standards whilst non-medical staff shall
have completed continuing education
in the management of pain. Guidelines
for minimal staff resources were defined;
these include a specific time frame for
first contacts (20 min) and follow-up (10
min) when providing care for special
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analgesic techniques, and when provid-
ing guidance and liaison services (first
contact 45 min, follow-up 20 min), with
additional time for transit, preparation,
training and quality assurance. In addition
to defining requisite spatial resources and
equipment, the overriding importance of
ensuring the provision of specialized care
is emphasized, as is the requirement for
the provision of a sufficient and predict-
able distinct budget for the pain service.
Written agreements between the disci-
plines and transparent documentation,
including patient-reported outcomes, are
recommended to ensure a high quality of
care.

Patients have a right to treatment of pain.
The benchmark is care discharged at a
consultant-level standard and adherence
to current medical knowledge [1]. Pain
is not only unpleasant und leads to in-
dividual suffering, but also increases the
risk of complications and so significantly
influences the outcome and quality of
rendered care [2-4]. Acute severe pain
is also associated with an increased risk
of pain chronification [5]. Depending on
speciality, between 60 and 90% of pa-
tients suffer pain related to their ailment
and care in hospital [6-9]. Moreover,
depending on speciality, between 30 and
80% of inpatients suffer from pre-existing
chronic pain at the time of admission
[6,7,10]. These patients typically experi-
ence increased pain and stress intensity
in relation to surgical treatment and acute
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illness, leading to poor function (e.g.
mobilisation, sleep quality), delayed dis-
charge from hospital and increased costs
[2,3,11]. Therefore, treatment of pain
and with that the reduction of suffering
is not only a self-evident ethical require-
ment and fulfilment of laws governing
professional conduct but is in itself an
economic quality to be considered part
of a responsible stewardship of resources
available to the health care system [1,12].
From an economic point of view, pre-
venting adverse outcomes due to poor
function, or preventing chronic pain from
developing is of particular importance
[13-15]. As such, professional treatment
of patients suffering pain is a significant
component of high-quality medical care.

Figure 1

Specialized Care

Contributors:
pain Service with a specialized
pain physician, nursing staff

specialized in pain management
where appropriate:
psychologist, physiotherapist,
other special counsels
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sis and management. These should be
provided in an interprofessional and
interdisciplinary manner by a specialist
team (= specialized care). This cross-
departmental approach ensures that
patients’ rights to adequate treatment of
pain are observed in the spirit of depart-
mental and management accountability.

Conceptional framework for

inpatient care

For patients in hospital to be well
looked after with regard to pain requires
accountability at the levels of manage-
ment, specialist disciplines, professions
and workspaces, as well as close co-
operation between all involved parties.
Treatment of pain by staff responsible
for the patient’s general care comprises
all the prerequisites for the provision
of basic pain management (= general
care) (Figure 1). In addition, certain
acute illnesses or surgical procedures
and patients with pre-existing pain and
corresponding pre-treatment will require
more sophisticated concepts for diagno-

General and specialized care should
not be independent of one another, but
should instead be regarded as joint team
care, acting as one team in managing
patients. Close cooperation within the
team and interactions between the team
and the patient make effective levels of
communication essential for high qual-
ity, effective care.

Techniques/Procedures:
special analgesic techniques (patient controlled analgesia,
peridural catheter, peripheral nerve catheter),
consultative services, guidance, co-treatment,
attachment to specialized facilities
(e.g. dept. for pain medicine, palliative care, psychiatry),
training ward staff, psychological care

| Interdisciplinary
Team

General Care

Contributors:
ward nursing and medical staff,

surgeon, anaesthetists,
physiotherapists

Feedback

Guidance/
Training

Techniques/Procedures:
eliciting pain history, measurement of pain und documentation,
use of concepts for pain prophylaxis and treatment,
standards of care
(empowerment of ward staff!),
predefined triggers for intervention, leading e.g. to the involvement

of specialized services

Interaction of general and specialized care structures forming an interdisciplinary care team managing patients with pain.



Terminology

Today, hospital services providing
inpatient pain management are diverse
[16,17]. With its roots found in the
ambition to provide better perioperative
care, the acute pain service (APS) is the
most established and currently most
common provision. Approximately 80%
of German hospitals declare that they
operate an APS, although that number
does not take specific criteria or defini-
tions, or suitable staffing levels into con-
sideration [16,17]. Research has shown
that both nationally and internationally
the term “acute pain service” incorpo-
rates significantly differing professional
and organizational structures [16-18].
With regard to the minimal criteria for
an APS as described in 2002 (staff for
rounds, availability out-of-hours, written
agreements, regular determination and
documentation of pain scores) fewer
than half of all APS fulfil the standard
[17]1. This is especially critical in the
majority which show inadequate staff
provisions. Only 24% of hospitals with
an APS include medical staff for the ser-
vice in their roster, with 50% of hospitals
providing nursing staff [19].

In most hospitals, APS are geared to-
wards providing post-operative care for
patients treated with invasive analgesic
techniques (such as regional anaesthetic
catheters, patient controlled analgesia),
although others do provide for patients
with complex pain or complicated pain
evolvement (e.g. those with pre-existing
pain, opioid medication, addiction,
persistent post-operative pain, tumour
pain) or offer special techniques (e.g.
image-guided nerve blocks, sophis-
ticated diagnostic and therapeutic
concepts based on the biopsychosocial
model of pain). Approximately 40% of
German hospitals expand on the APS
with complimentary services, such as
(pain management) consultations aimed

1 Due to the heterogeneity of terms and the
requirement to demonstrate, using an appropriate
term, the broad range of specialized inner clinical
analgesic procedures and pain care provided, ex-
tending well outside the constraints of postopera-
tive pain management, it is recommended that the

”

term “pain service” (PS) be used.
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at co-treatment of patients with chronic
pain, complicated post-operative courses
or for those with pain management issues
of non-surgical origin. In almost 40% of
German hospitals the APS, which is usu-
ally geared towards perioperative care of
patients treated with invasive techniques,
is the only specialized pain service [16].
It is apparent, therefore, that quite apart
from competency in the management of
perioperative pain, expertise in diagnos-
ing and treatment of chronic and tumour
associated pain should be available,
enabling provision of high-quality care
for the whole spectrum of inpatients [20].

Remit of specialized care

In practice, therefore, specialized inner
clinical pain services have the following
areas of responsibility:

1) Careforinvasive analgesic techniques
(e.g. catheter-based techniques and
patient controlled analgesia)

2) Offer consultative services, evalu-
ating pain and providing guidance
to the physician responsible for the
patient’s general care, assisting e.g.
in diagnostic questions or preparing
sophisticated treatment concepts

3) Provide co-treatment for inpatients
with pain as part of a liaison service
when requested by the physician
responsible for the patient’s general
care, offering assistance with the
realization, co-treatment or imple-
mentation of treatment concepts for
select patients with special treatment
requirements

Definition of pain services

To ensure that patients with particular
requirements or presenting special chal-
lenges are offered appropriate specialized
pain care, these remits shall be provided
for by a pain service' (PS) available
throughout the hospital. In-hours, this PS
shall be suitably staffed and equipped with
the necessary expertise to diagnose and
treat acute, chronic and tumour associated
pain, as well as situations involving multi-
ple pain entities (such as acute on chronic).
Because pain often involves multiple enti-
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ties (approx. 50% of surgical APS patients),
pain services should be provided by a
single service offering expertise across the
whole range of aspects of pain care, thus
avoiding additional complex collaboration
between multiple providers [10,20].

Aims and validity

It is the opinion of the German Society for
Anaesthesiology and Intensive Care Medi-
cine (DGAI) that these recommendations,
as an expert consensus, describe funda-
mental requirements which, based on
recommendations in literature and expert
opinion, detail organizational and staffing
prerequisites for high quality specialized
care provided by PS in hospitals. The remit
comprises eliciting a pain diagnosis, initi-
ation, implementation and monitoring of
specialized pain management or symptom
control, providing pain care for patients
with acute serious pain following surgery,
accidents, or serious, exacerbated tumour
and non-tumour associated chronic
pain, other conditions causing pain, as
well as tending to continuous regional
anaesthesia techniques and patient con-
trolled analgesia systems. In addition, the
recommendations cover the provision of
guidance and co-treatment of inpatients
affiliated with any department as part of a
consultative and liaison service.

These recommendations are aimed at all
general and specialized hospitals partic-
ipating in curative care. This document
contains interdisciplinary and inter-
professional recommendations which,
amongst other things, complement ear-
lier recommendations by the DGAI and
the Professional Association of German
Anaesthesiologists (BDA) regarding the
infrastructure of the anaesthesiologic
workplace, and the interdisciplinary
agreement between anaesthesiologists
and surgeons regarding pain manage-
ment [21, 22]. The recommendations are
graded following the principles used in
the development of medical guidelines:
e “shall” (highest grade of recommen-
dation and/or legal norm)
e “should” (medium grade of recom-
mendation)
e “can” (low grade of recommen-
dation)
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Structural and organizational

requirements

Management shall, within the terms of
their accountability, make adequate
resources available for a PS, enabling
provision of specialized care for inpa-
tients with pain [12,19,23-25].

Provisions must be made to ensure
personnel responsibility and capacity, as
well as a minimum standard in regard to
the qualification of out-of-hours service.

So as to provide continuous care, routine
provisions during working hours should
be made by a predefined fixed team.
Frequent (e.g. daily) rotation of those
providing direct patient care should be
avoided when possible. Junior doctors
should be integrated into the service
based on a fixed rota to allow for train-
ing in pain management. A qualified
consultant shall be named to lead the
service and take medical and organiza-
tional responsibility for it (see personnel
requirements).

Written agreements shall exist between
the primary departments and the PS or
the responsible speciality department
[24,26]. Besides documenting the re-
spective responsibilities in the depart-
ments, these should define who is to take
on which responsibilities in regard to
pain management. Written agreements
shall document who will make medical
orders in respective divisions, avoiding
the risk of parallel medical orders being
made. These written agreements should
also contain rules on the delegation of
tasks otherwise reserved for physicians,
and on the necessary authority of pain
service physicians to give directives to
nursing staff within the pain service and
on the wards of other departments [26].
To avoid complicating practical matters,
when providing care associated with
invasive analgesic techniques or as part
of a liaison service, the co-treating PS
physician should be permitted to make
doctor’s orders pertaining to pain man-

2 As the qualification “special pain management” is
not yet comprehensively available, attempts should
be made to fulfil this specific recommendation
within 5 years. Competency in care for invasive
analgesic techniques is ensured within the frame-
work of anaesthesiologic consultant competence.
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agement [26]. By definition, this is not
a requirement when the PS is providing
guidance only.

Staff requirements

The specialized management of inpa-
tients with pain not only requires care
to be discharged at a consultant-level
standard, but also calls for special
knowledge, skills and experience in this
area of medicine [1,12,26]. Invasive
analgesic techniques are associated
with significant risks for patients. The
collective body of patients is complex,
especially when pre-existing chronic
pain and psychological comorbidities
are present [10,20]. Staff shall have
proficiency in history-taking and ex-
amination techniques and a mastery of
clinical pictures and differential diag-
noses, understanding findings within an
interdisciplinary context.

Medical staff

Routine care: care rendered by physi-
cians within a pain service must con-
form to consultant-level standards. The
lead physician in a pain service shall be
a consultant with the additional qual-
ification “special pain management”
who should have partaken in a 50-hour
“pbasic psychosomatic care” course?
as defined respectively by the German
Medical Association.

Out-of-hours service: Consultant-level
standards shall be attained out of hours.

Non-medical staff

Routine care: non-medical members of
a PS shall have absolved specific further
training (e.g. pain care assistant or pain
nurse).

Out-of-hours service: if non-medical
staff perform tasks as part of a PS without
the responsible physician being in direct
attendance, the person should be a qual-
ified “special nurse for anaesthesiology
and intensive care medicine” as defined
by the German Hospital Federation and
state law.

Communication and availability

The number of people involved, and
the number of interfaces between those
involved in the management of patients
with pain make communication within
the PS and between the PS and involved
partners especially important. Clear rules
should govern the handover between
members of the PS during routine and
out-of-hours service.

The PS should maintain close commu-
nication with involved partners and
ward staff. The PS shall be available
preferably via a single point of contact,
available 24 hours a day (e.g. telephone
number, pager etc.). This contact should
be available not only to ward staff but
instead be transparent and available to
other involved professionals (e.g. phy-
siotherapists).

Documentation and quality

assurance

The interface-rich working environment
which is the management of inpatients
with pain requires documentation to be
thorough and transparent and immedi-
ately available to those involved in the
patient’s care. In accordance with the
definition of OPS key 8-919 “complex
acute pain therapy”, the documentation
should reveal at least 3 aspects of the
effectivity of the treatment at least once
per day [27]. The following aspects
should be taken into consideration:

e Determination and documentation
of pain intensity (at rest, moving, on
exertion) for every contact between
the PS and the patient

e Determination of pain acceptance

e Determination of functional aspects
and side-effects (adapted to the
respective disease or intervention)

e Degree of mobilization

e Degree of sedation

e Side-effects and complications
as appropriate for the analgesic
technique

Documentation of care for invasive
analgesic techniques: documentation
produced by the PS during the care for



invasive analgesic techniques shall be
directly available or made immediately
available to those medical colleagues
and their ward staff providing general
inpatient care to the patient.

Documentation of guidance and liaison
services: the documentation of guidance
and liaison services rendered should be
standardized and shall be transparent
and accessible to all those involved in
the care of the patient. The handover
between physicians and communication
of the assessment and recommendations
expressed as the result of a request for
guidance or following the initial patient
contact as part of the liaison service
should be carried out as a face-to-face
encounter between the physicians.
When co-treatment is offered as part of
the liaison service, treatment progress
should be regularly discussed in an
exchange between the physician pro-
viding the patient’s general care and the
physician providing pain care.

To provide quality assurance in pain
management, patient-reported result-ori-
ented quality criteria should be regularly
documented. Besides providing inpatient
care, the organization and realization of
regular training for members of the pain
service is a central responsibility of the
PS, ensuring that high quality care is
offered.

Continuing education and

specialization

Staff providing specialized pain care as
part of an in- or out-of-hours PS should
participate in a minimum of 3 hours
per annum of documented continuing
medical education pertaining to pain
management.

A minimum two-month rotation with the
PS encompassing daily patient contact
should form part of continuing edu-
cation and specialization. For staff
who will be responsible for providing
out-of-hours PS this rotation shall take
place prior to their first such shift.
The rotation should include sufficient
supervisional job familiarization by the
lead physician of the PS. Familiarization
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with hospital-specific circumstances
and workflows shall occur in-hours. An
introductory and a concluding meeting
with the lead physician in person can
be held and documented. As part of
specialist training with the PS, based on
existing curricula, the following skills
and knowledge should be conveyed
[28,29]:

Medical and legal fundamentals

¢ Pain physiology (nociception,
conduction and processing)

¢ Psychological influence on the
experience of pain

¢ Knowledge of risk factors for severe
pain with its consequences, and
knowledge of mechanisms of
chronification

¢ Biopsychosocial understanding
of pain and knowledge of major
clinical pictures in pain medicine,
differential diagnoses and psycho-
logic comorbidities

¢ Legal fundamentals

Examination

e Eliciting pain from patients,
including special patient categories
(children and youths, intubated
patients, patients with cognitive
deficits)

e Ability to take a pain history

e Ability to examine the locomotor
system including a basic neurologi-
cal exam

Treatment

¢ Mechanism-oriented therapy with
analgesics, co-analgesics and
adjuvants as well as local anaesthe-
tics, invasive techniques including
anatomic fundamentals, knowledge
of non-pharmacologic interventions

¢ Knowledge and skills in the pro-
vision of pain therapy for children
and youths, the elderly, pregnant
and breastfeeding women, those
with chronic pain, patients with
pre-existing opioid medication, for
patients suffering current or previous
addiction and those in substitution
therapy

¢ Simple psychologic interventions
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¢ Knowledge and skills in prevention,
evaluation of differentials, and
treatment of complications arising
during pain management

¢ Knowledge of misuse of analgesics
and its prevention

Technology and organization

¢ Knowledge of technical aspects
(pain pumps/pump systems and
patch systems)

¢ Organizational skills

Pain service staff resources

Pain service staff resources should be
calculated and provided in such a way
that working time directives and the re-
quirements of liability law and contracts
are satisfied, as well as ensuring that the
aforementioned responsibilities in the
areas of care for invasive analgesic tech-
niques, provision of guidance and liaison
services, documentation and quality
assurance including specialist and contin-
uing medical education can be fulfilled.

Structures and structural conditions
vary significantly between hospitals and
contingent on location and size (e.g.
central clinics, pavilion systems, multiple
sites, differing numbers of beds). Longer
distances between units can increase
transit times significantly and need to
be taken into account when planning
staff resources. Notwithstanding these
variations, the following details provide
a basis for calculating the staff resources
necessary to provide care with a pain
service.

Care for invasive and patient controlled
analgesic techniques: staff resources
should ensure that in the course of
care for invasive analgesic techniques
patients are seen a minimum of twice
daily; at least one of these contacts shall
be made by a physician. The definition
of OPS key 8-919 (“complex acute
pain therapy”) and the scope (e.g. on a
normal ward) of usual direct physician-
patient contacts (e.g. during ward rounds)
provide a benchmark for factoring phy-
sician-patient contacts and supervision
by the PS physician [27].
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At least 20 minutes shall be allocated
for the first patient contact, including
time for dialogue and providing patient
instructions, reviewing previous findings,
documentation, handover and a con-
cluding discussion. At least 10 minutes
shall be allocated for each follow-up
contact, including documentation and
handover.

Guidance and liaison services: At least
45 minutes shall be allocated for the first
patient contact, including time for dia-
logue, reviewing records and previous
findings, examination, documentation,
handover and a concluding discussion.
At least 20 minutes shall be allocated
for each follow-up contact, including
documentation and handover.

Pain service technological
resources

The basic configuration of this workplace
deviates from the recommendations by
the DGAI and the BDA regarding the in-
frastructure of the anaesthesiologic work-
place because a major part of the service
is provided in a mobile fashion on other
units [21]. The provision of specialized
pain management by the PS encompasses
the following technological requirements:

e Devices for registering pain intensity
(suited to age and cognition)

e Tools required for physical examina-
tion and basic neurological exam

¢ Mobile pulse oximeter (CE and
approved for use)

e Supply cart or other repository (or a
ward-based solution) providing hy-
gienic storage for dressing materials
and other consumables required for
patient-contacts on the ward

¢ Dressing materials and consumables,
replacements for pump systems

¢ A documentation system available
throughout, or a bespoke documen-
tation system

* Mobile pump systems and/or
stationary syringe drivers (CE and
approved for use)

Pain service spatial resources

Provision of patient care by the PS is
usually within the confines of the unit re-
sponsible for the patient’s general care.
Despite this, to ensure a professional
working environment and that patients’
privacy is observed, internal solutions
(e.g. co-utilization of outpatient facilities
or admission cubicles) shall be found,
ensuring that the PS can utilize an ap-
propriate examination room to provide
sensitive patient care outside the primary
unit if necessary. Furthermore, appropri-
ate storage space shall be made availa-
ble to ensure that PS documentation is
shielded from uninvolved third parties
and that pharmaceuticals, infusion and
pump materials and other consumables
can be stored safely and correctly. In ad-
dition, a workplace should be provided
for documentation purposes, providing
the PS with all required clinical infor-
mation technology resources. Spatial
resources must conform to the legal
requirements for workplace safety.

Financial provisions for pain
service resources

The PS provides system-wide services
across the boundaries of departments,
which on the one hand makes it essen-
tial to finance whilst on the other hand
causing difficulties in providing compre-
hensive financing. Ensuring the provi-
sion of specialized care should take on
a high priority both across specialist and
departmental boundaries. A sufficient
and predictable distinct budget shall be
provided for the PS.

Working structures

To establish transparency and ensure
the requisite quality of care, in addition
to the written agreements between the
disciplines all important treatment pro-
cesses should be defined in a structured
form as “standard operating procedures”
(SOP). Co-treatment during routine care
should be provided on the basis of pre-
defined indications. In addition, binding
triggers should be defined, activation of

which lead to guidance or co-treatment
by the PS. Provision of care by the PS
for routine indications as well as the
possibility of provision of guidance and
co-treatment outside routine situations
should be included in written interdis-
ciplinary treatment pathways. Standards
pertaining to departmental treatment
processes and interdepartmental treat-
ment pathways shall be available to and
accessible for all members of staff in a
transparent and current form.

Conflicts of Interest

J. Erlenwein:

Speakers fees paid by Griinenthal,
Aachen/Germany, and Braun Melsungen,
Melsungen/Germany;

German Society for Anaesthesiology
and Intensive Care Medicine (DGAI,
Nuremberg/Germany), member of the
working party on pain medicine;
German Pain Society, Berlin/Germany,
spokesperson for the working party

on acute pain, member of the ad hoc
commission on certification, working
party on back pain

W. Meiliner:

Speakers fees paid by Bionorica,
BioQ-Pharma, TAD, Mundipharma int.,
Menarini, Griinenthal;

DGAI 2nd spokesperson for the working
party on pain medicine;

German Pain Society — member of the
executive committee

F. Petzke:

German Pain Society — member of the
permanent advisory council, working
party on pain medicine;

German Society for Anaesthesiology
and Intensive Care Medicine (DGAI,
Nuremberg/Germany), member of the
working party on pain medicine

E. Pogatzki-Zahn (past 5 years):
Speakers fees paid by Griinenthal,
Mundipharma, MSD and MERCK Sharp
and Dome, Braun; TAD-Pharma, Con-
sulting fees (advisory board/consulting)
paid by Griinenthal, Mundipharma,
JanssenCilag, AcelRx, MSD and MERCK
Sharp and Dome, Fresenius Kabi, Trials



Guidelines and Recommendations

Special Articles

(third-party funds WWU): Mundi-
pharma and Griinenthal;

International Association for the Study
of Pain (IASP, Washington DC, USA):
Council member; Chair IASP Acute
Pain Special Interest Group, PRF (Pain
Research Forum) editorial board;
German Society for Anaesthesiology
and Intensive Care Medicine (DGAI,
Nuremberg/Germany), recording clerk
for and member of the working party on
pain medicine, lead appointee to the
acute pain guideline;

German Pain Society, Berlin/Germany:
member of the executive committee
(recording clerk), spokesperson for the
research commission, member of the
ad hoc commission on certification,
member ad hoc specialization, advisory
board member for Pain2020, member
of the working party on acute pain;
European Society of Anaesthesiology
(ESA): Chair subcommittee 8 (acute and
chronic pain and palliative care);
Member of the working group “Prospect”
(www .postoppain.org)

U. Stamer:

Speakers fees paid by Griinenthal,
Syntetica;

German Pain Society, Berlin/Germany,
spokesperson for the working party on
acute pain

W. Koppert:

German Society for Anaesthesiology

and Intensive Care Medicine (DGAI) —

executive committee — spokesperson for

the working party on pain medicine;

German Pain Society — executive

committee (spokesperson for the expert

advisory committee);

Advisory board Griinenthal, Aachen/

Germany Product: Zalviso;

Lecturing for Griinenthal, CSL Behring

Departmental partnerships, without

personal emolument:

- Dréager, Libeck/Germany (respiratory
technologies)

- Storz, Tuttlingen/Germany (airway
management)

- Abbott, Wiesbaden/Germany
(simulation)

1. Kutzer K: Recht auf Schmerztherapie?
— Juristische Aspekte. Dtsch Med
Wochenschr 2007;132:317-320

2. Erlenwein J, Thoms KM, Brandebuse-
meyer F, Pfingsten M, Mansur A,
Quintel M, et al: Pre-existing chronic
pain influences the severity of acute
herpes zoster pain - a prospective
observational cohort study. Pain Med
2016;17:1317-1328

3. Erlenwein J, Przemeck M, Degenhart A,
Budde S, Falla D, Quintel M, et al: The
influence of chronic pain on postopera-
tive pain and function after hip surgery:
a prospective observational cohort study.
J Pain 2016;17:236-247

4. Ip HY, Abrishami A, Peng PW, Wong J,
Chung F: Predictors of postoperative pain
and analgesic consumption: a qualitative
systematic review. Anesthesiology
2009;111:657-677

5. Pogatzki-Zahn E: Therapie und Praven-
tion postoperativer Schmerzen bei
chronischen Schmerzpatienten. Anésth
Intensivmed 2011;52:388-404

6. Strohbuecker B, Mayer H, Evers GC,
Sabatowski R: Pain prevalence in hospi-
talized patients in a German university
teaching hospital. J Pain Symptom
Manage 2005;29:498-506

7. Visentin M, Zanolin E, Trentin L, Sartori
S, de Marco R: Prevalence and treatment
of pain in adults admitted to Italian
hospitals. Eur J Pain 2005;9:61-67

8. Salomon L, Tcherny-Lessenot S, Collin
E, Coutaux A, Levy-Soussan M, Legeron
MC, et al: Pain prevalence in a French
teaching hospital. J Pain Symptom
Manage 2002;24:586-592

9. Maier C, Nestler N, Richter H, Harding-
haus W, Pogatzki-Zahn E, Zenz M
et al: Qualitat der Schmerztherapie
in deutschen Krankenhdusern. Dtsch
Arztebl Int 2010;107:607-614

10. Erlenwein J, Schlink J, Pfingsten M, Hinz
J, Bauer M, Quintel M et al: Vor-
bestehender Schmerz als Komorbiditat
im postoperativen Akutschmerzdienst.
Anaesthesist 2013;62:808-816

11. Gulur P, Williams L, Chaudhary S,
Koury K, Jaff M: Opioid tolerance — a
predictor of increased length of stay and
higher readmission rates. Pain Physician
2014;17:503-507

12. Ulsenheimer K: Rechtliche Probleme
der Schmerztherapie. In Pogatzki-
Zahn E, Van Aken H, Zahn PK (Hrsg):
Postoperative Schmerztherapie. Stuttgart,
New York: Thieme 2008;333-342

20.

21.

22.

23.

. Stadler M, Schlander M, Braeckman M,

Nguyen T, Boogaerts JG: A cost-utility
and cost-effectiveness analysis of

an acute pain service. J Clin Anesth
2004;16:159-167

. Werner MU, Soholm L, Rotboll-Nielsen

P,

Kehlet H: Does an acute pain service
improve postoperative outcome? Anesth
Analg 2002;95:1361-1372, table of
contents

. Heller AR, Shmygalev S, Sabatowski R:

Akutschmerzdienst heute: Teurer Luxus,
notwendiges Ubel oder Methode zur
Erlésmaximierung? Andsth Intensivmed
2011;52:431-441

. Erlenwein J, Stamer U, Koschwitz R,

Koppert W, Quintel M, Meissner W et al:
Akutschmerztherapie in der stationdren
Versorgung an deutschen Krankenhdu-
sern: Ergebnisse des Akutschmerzzensus
2012. Schmerz 2014;28:147-156

. Erlenwein J, Koschwitz R, Pauli-Magnus

D, Quintel M, Meissner W, Petzke F,

et al: A follow-up on Acute Pain Services
in Germany compared to international
survey data. Eur ) Pain 2016;20:874-883

. Rawal N, Allvin R: Acute pain services

in Europe: a 17-nation survey of 105
hospitals. The EuroPain Acute Pain
Working Party. Eur ] Anaesthesiol 1998;
15:354-363

. Erlenwein J, Waeschle RM, Bauer M,

Koppert W, Meifiner W, Pogatzki-Zahn
E et al: Finanzierung von Akutschmerz-
diensten an deutschen Krankenhdusern.
Anasth Intensivmed 2016;57:246-256
Erlenwein J, Schlink J, Pfingsten M,
Petzke F: Klinische Schmerzkonsile:
Profile klinischer Schmerzkonsile und
Anforderungen komplexer Schmerz-
patienten an die innerklinischen
Versorgungsstrukturen. Schmerz
2012;6:692-698

Beck G, Becke K, Biermann E, Deja H,
Hofer H, Iber T, et al: Mindestanfor-
derungen an den andsthesiologischen
Arbeitsplatz — Empfehlungen der
Deutschen Gesellschaft fir Anasthe-
siologie und Intensivmedizin e.V.

und des Berufsverbandes Deutscher
Andsthesisten e.V. Andsth Intensivmed
2013;54:39-42

Berufsverband Deutscher Andsthesisten
e.V. (BDA) und Berufsverband der
Deutschen Chirurgen e.V. (BDC): Verein-
barung zur Organisation der Schmerz-
therapie chirurgischer Patienten. Anésth
Intensivmed 2019;60:V48-V50

Stamer UM, Mpasios N, Stuber F,
Maier C: A survey of acute pain
services in Germany and a discussion



24.

25.

26.

27.

Special Articles

of international survey data. Reg Anesth
Pain Med 2002;27:125-131

Laubenthal H: Leitlinie ,Behandlung
akuter perioperativer und posttrauma-
tischer Schmerzen”. Berlin: Arbeitsge-
meinschaft der Wissenschaftlichen
Medizinischen Fachgesellschaften 2007
Ulsenheimer K: Die rechtliche Verpflich-
tung zur postoperativen Schmerz-
therapie. Anaesthesist 1997;46:138-142
Erlenwein J, Moroder A, Biermann E,
Petzke F, Ehlers APF, Bitter H et al:
Delegation arztlicher Tatigkeiten in

der Akutschmerztherapie. Anaesthesist
2018;67:38-46

Meissner W, Thoma R, Bauer M: Was
ist Schmerztherapie im ,German refined

Guidelines and Recommendations

28.

29.

— diagnosis related groups-System” wert?
Anaesthesist 2006;55:325-330

Kopf A, Rittner H, Sabatowski R,

Treede RD: Kerncurriculum Schmerz-
medizin in der Lehre. Berlin: Deutsche
Schmerzgesellschaft e.V. 2013

Core Curriculum for the European
Diploma in Pain Medicine. Diegem,
Belgium: European Pain Federation
2016.

Correspondence
address

Priv.-Doz. Dr. med.
Joachim Erlenwein

Klinik fiir Andsthesiologie
Universitatsmedizin Gottingen
Robert-Koch-Str. 40

37075 Gottingen, Germany
Phone: 0049 551 39-8263
Fax: 0049 551 39-4164

Mail: joachim.erlenwein@
med.uni-goettingen.de




