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ABSTRACT

Background. There has been an increasing awareness of
the importance of acute pain management particularly multiple
studies revealing the frequent undertreatment of acute pain and
establishment of JCAHO pain management standards.

Methodology. Current acute pain practices and patient satisfac-
tion were assessed at St. Luke's Medical Center from May to Sep-
tember 2008 involving patients who underwent elective abdominal
surgical procedures using a modified questionnaire based on the
2005 American Pain Society Quality Improvement Guidelines and
Recommendations.

Results. The study revealed predominant use of a multimodal
approach to pain treatment which resulted in mean and median
worst VAS scores of 4-5 and 5-6 respectively. Patient satisfaction
was high and reasons for dissatisfaction include lack of empathy
and indifference of healthcare providers to the reported pain or
side effects of analgesics.

Conclusion. Recommendations are made on the institution-
alization of effo s of the Acute Pain Service with emphasis on
structural setup, multidisciplinary approach, education of health-
care providers, patients, and their families, and a regular ongoing
process of quality improvement.
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Being an internationally accredited institution, the
St. Luke's Medical Center is supposed to meet
the international standards for pain management.

Under the new Joint Commission International standards
of JCAHO, organizations are required to: 1) recognize
patients' rights to assessment and management of pain;
2) assess the nature and intensity of pain in all patients;
3) establish safe medication prescription and ordering
procedures; 4) ensure staff competency and orient new
staff in pain assessment and management; 5) monitor
patients post-procedurally and reassess patient problems
appropriately; 6) educate patients on the role of pain
management in treatment; 7) address patient's needs for
symptom management in the discharge planning process;
and 8) collect data to monitor performance.' In many
international and some local institutions, an Acute Pain
Service (APS) has been established to address these needs.

TheAPS ensures adequate pain control in patients with
acute pain, ensures safety of techniques in pain manage-
ment, and prevents complications related to inadequate pain
relief. Currently in our institution, there have been efforts to
improve acute pain management related to surgery through
education and training. New technologies were introduced
such as the use of the patient-controlled analgesia (PCA)
and the patient-controlled epidural analgesia (PCEAs) in
pain control in the Department of Anesthesiology. Previ-
ously, these equipments were more utilized in the manage-
ment of chronic pain under the Pain Management Center.
Now, with the increasing popularity and acceptance for its
use, the APS was initially established in 2004 which was
incorporated in the residency program for patients whose
post-operative pain was managed by PCA devices and
epidural opioids.

With the demand for constant improvement in the
quality of care, it is vital to assess the current acute pain
management practices of anesthesiologists and patients'
needs in this institution in order to provide the basis
for the formulation of protocols, guidelines, plans, and
strategies geared in bringing the institution a step higher
in giving utmost patient satisfaction. This study will also
serve as baseline database for future audits and clinical
research to be conducted by the APS. This study specially
aims to: 1) determine current postoperative pain analgesia
techniques and modalities utilized by anesthesiologists
in common abdominal surgical procedures; 2) determine
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current methods of pain assessment utilized by healthcare
providers; 3) determine the adequacy of pain relief during
the first 24-48 hours post-surgery; 4) determine if there
is relationship between postoperative pain score and an-
esthetic technique, number of analgesic route, and use of
non-drug intervention; 5) determine side effects from pain
analgesia and management of side effects; 6) determine if
there is a relationship between occurrence of side effects
and anesthetic technique used, VAS score, and mode of
analgesia; 7) determine level of patient satisfaction from
acute pain management; and 8) determine possible factors
affecting patient satisfaction.

Review of Literature
Forty years ago, a proposal was made in the United

States and Germany about the importance of establishing
an organization for the management of postoperative pain
reliefwith special attention to team approach. Eventually, a
recommendation was given by the Agency for Health Care
Policy and Research in the United States and the National
Health and Medical Research Council in Australia, that all
major acute care centers should have an APS. In addition,
the Royal College of Anesthetists and the Australian and
New Zealand College of Anesthetists made the provision
of an APS as a prerequisite for accreditation for training.'
Such efforts were made with the observation that many
patients undergoing surgery were still suffering from pain
postoperatively despite the development of new analgesic
agents and techniques. The reason for this fact usually
depends on the disorganizations, lack of coordination, and
lack of knowledge of medical practitioners in providing
adequate analgesia during the postoperative period.' With
the introduction of the APS, a specific organization was
dedicated and made responsible for the 24-hour 7-days-
a-week postoperative pain, obstetric pain, and other acute
pains. It was also responsible for education of training
healthcare providers involved in the management of acute
pain and was committed to audits and clinical research to
improve healthcare delivery in that aspect.

Structure of an APS was varied, from being multidis-
ciplinary to being nurse-or-physician-based.' Many studies
were done to evaluate effectiveness of APS and outcome
variables most frequently studies include pain ratings,
treatment-related side effects, and adverse events. Avail-
able data indicate that implementation of APS is associated
with a significant decrease in patient's postoperative pain
rating."

In 1995, The American Pain Society published the
Quality Improvement Guidelines for the treatment of Acute
Pain and Cancer Pain and to facilitate improvements in the
quality of pain management in all care settings. Emphasis
was placed on prompt recognition and treatment of pain
through routine assessment and documentation of pain
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intensity, availability of analgesic information, urging pa-
tients to report pain, explicit policies for use of analgesic
techniques, and process and outcomes of pain management
with the goal of continuous improvement." .

In our institution, a descriptive study was made by a
group of medical interns in October-November 2005 which
assessed patient satisfaction from postoperative pain relief.
It utilized the APS Patient Satisfaction Survey revealing
high patient satisfaction but there was no correlation done
as to the cause of satisfaction or dissatisfaction. In the St.
Luke's study, more than half of the respondents received
only one drug for postoperative pain relief and the rest
received a combination of two drugs, but the route of .
administration was not described. This raises the question
of the extent of utilization of the multimodal approach to
pain management and the sampling adequacy ofthe study.

In 2005, updated and expanded recommendations were
made by the American Pain Society for quality improve-
ment. This time, emphasis was placed on comprehensive
assessment and importance of preventive and prompt
treatment based on evidence for neuroplasticity, customiza-
tion of care and participation of patient in treatment plan,
improvement of treatment patterns by eliminating inap-
propriate practices, response not only to pain intensity but
to functional status and side effects, monitoring processes,
and outcomes of pain management." New quality indica-
tors were recommended and new measures for acute pain
management were suggested. These new recommendations
and suggestions were utilized in the questionnaire to better
address the needs of the patient and help the APS come up
with plans and strategies to institutionalize all its efforts.

METHODOLOGY
Data for this baseline analytical study were obtained

from patients admitted at St. Luke's Medical Center, a
tertiary hospital in Quezon City, Philippines. The subjects
included patients ages 20-79 years old who were scheduled
for elective abdominal procedures from May to Septem-
ber 2008. The breakdown classification used was: Upper
Abdominal Surgeries and Lower Abdominal Surgeries.
These procedures were chosen based on the high frequency
with which these were performed at St. Luke's Medical
Center and the perceived degree of pain that arose from
the procedures. Patients who cannot communicate because
of physical or cognitive limitations, outpatient procedures,
presence of other painful conditions, and those with emer-
gency procedures were excluded from this study.

The Ethics Review Board of the Research and Biotech-
nology Division ofSt. Luke's Medical Center approved the
study protocol. Researchers did not directly get involved
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in the medical care and acute pain management of the
respondents.

The tool for this study was based on the American Pain
Society Quality Improvement Patient Outcome Question-
naire. This questionnaire was developed by a multidisci-
plinary task force of the American Pain Society to assess
patient's pain experience.

Modification of the tool was done by adding questions
pertaining to inadequacy of pain medication, side effects,
and satisfaction to pain management. The tool was prepared
in English and Filipino. Ten patients were validated by
assisting the patient in answering and evaluating response
time, appropriateness of their response to the question, and
documenting patient feedback regarding comprehensibil-
ity of the questions. Revision was done after which the
questionnaire was again revalidated in ten other patients.

Conduct of the Survey
Preoperative visits were done to patients who quali-

fied for the study and informed consents for the study
were obtained. Tracking number, demographic data, and
information regarding type of surgery and anesthetic tech-
nique were recorded in a separate form by the attending
anesthesiologist or assisting anesthesia resident. This page
was then detached from the questionnaire. The research
assistant conducting the survey was completely blinded
from the information on this page. The survey using the
validated questionnaire was done on the patients who gave
consent for the study with the research assistant conducting
the survey 24-48 hours after the surgery. In assessing pain
score, the research assistant made use of the Pain Score
Ruler as a guide.
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RESULTS

Demographic Data
There were 400 subjects enrolled in the study with a

mean age of 44 years old (minimum age - 20, maximum
age - 83, SD - 12.50), majority of whom are females
(76.3%) and the rest are males (23.7%) (Table 1).

Most of the subjects were admitted in individual
suites (70.8%), the rest were admitted in either the private
ward (18.5%) or the ward for the social service patients
(10.8%). There were 200 (50%) patients who underwent
upper abdominal surgery and 200 (50%) patients for lower
abdominal surgery. Ofthe 400 patients, 207 (51.8%) were
given general anesthesia, 172 (43.0%) regional anesthesia,
and 21 (5.3%) combined general and regional anesthesia.
Fig. 1 shows the anesthetic techniques and type of surgery
done on the patients.

Methods of Pain Assessment
Out of 400 subjects, 389 (97.3%) reported that a nurse

or doctor assessed their pain within the 24-hour period
after the surgery while surprisingly, there were 11 patients
(2.8%) who were not assessed within the 24-hour period
postoperatively. The method of assessment done for most
of the patients (n = 20/400, 69%) was a numerical rating
scale whereby the subjects were made to verbally grade
their pain from a scale of 0-1 O. A small number of the re-
spondents (n = 20/400,5.0%) were assessed via the visual
analogue scale using a ruler with numberical grid as a tool.
The remaining 93 patients (23.3%) were assessed using a
combined method ofNRS and VAS.

Analgesic Techniques and Modalities
Majority of the patients (n = 367/400; 91.8%) received

multimodal analgesic technique using a combination of
opioids, non-steroidal anti-inflammatory drugs (NSAIDs),
and local anesthetics given in a combination of routes like
intrathecal, oral, intravenous drip, intravenous push, and

Combined
GA-RA

• Regional
Anesthesia

• General
Anesthesia

Lower
Abdominal

Surgery

Figure 1. Patient Distribution According to Anesthetic Technique and Type of Surgery.
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patient-controlled analgesia in a round-the-clock regimen.
The remaining 33 subjects (5.2%) received a unimodal
approach to analgesic regimen with pure opioids alone (n
= 11/33,33.3%), pure NSAIDs alone (n = 21133,63.6%)
and pure local anesthetic alone (n = 1/33,3.1 %) (Tables 2
and 3).

No patient was given an intramuscular postopera-
tive analgesic nor was meperidine hydrochloride used in
a round-the-clock regimen postoperatively. It was also
observed that sole reliance on "as-needed" analgesic ad-
ministration is no longer being done.

Based on mode of administration, majority still use the
round-the-clock approach (n = 186,46.5%) followed by
intrathecal morphine single dose with round-the-clock or
continuous or patient-controlled analgesia (n = 100; 25%).
Surprisingly, many patients (n = 224; 56%) did not receive

rescue doses in their postoperative regimens. Table 4 shows
the different mode of administration for postoperative
analgesia.

Pain Ratings
Mann- Whitney Test was used to determine if pain rat-

ings are significantly different between those who had upper
and lower abdominal surgeries. Level of significance was
set at < 0.05. In this study, both upper and lower surgeries
had a mean and median worst pain scores at rest at 4-5
and 5-6, respectively, on movement with no significant
difference between the type of surgeries (p-value = 0.449
and 0.090, respectively).

Frequency distribution for worst VAS scores at rest
and on movement is shown in Fig. 2. A significant num-
ber of patients (n = 183,45.75%) experienced their worst

Table 1. Distribution of Patients According to Type of Surgery and Age, Gender and Room Assignment.

Type of Surgery

Upper Abdominal Lower Abdominal
Surgery Surgery Total

n % n % n %

Age group 20-30 29 14.5 43 21.5 72 18.0
31-40 26 13 56 28 82 20.5
41-50 53 26.5 66 33.0 119 29.8
51-60 61 30.5 26 13.0 87 21.8
> 60 31 15.5 9 4.5 40 10.0
Total 200 100.0 200 100.0 400 100.0
Mean 47.80 40.62 44.21
(SO) (13.32) (10.72) (12.60)

Gender Male 84 42.0 11 5.5 95 23.8
Female 116 58.0 189 94.5 305 76.3
Total 200 100.0 200 100.0 400 100.0

Room no. Social service ward 26 13.0 17 8.5 43 10.8
Private ward 27 13.5 47 23.5 74 18.5
Individual suites 147 73.5 136 68.0 283 70.8
Total 200 100.0 200 100.0 400 100.0

Table 2. Routes Used in the Single-Route Approach to Pain Control.

Route No. %

Oral

IV push

IV drip

Epidural push

PCA-IV

PCA-epidural

Intrathecal

Total

8
14
2
2
1

5
1

33

22.7
31.8
4.5
4.5
4.5
27.3
4.5

100
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Table 3. Distribution of Patients Given Unimodal Analgesia According to Analgesics.

Analgesic With PRN Without PRN Total

NSAID 17 4 21 (63.6%)

Opioid 4 7 11 (33.3%)

Local anesthetic 1 1 (3.0%)
"Total 21 (63.6%) 14 (42.4%) 33 (100%)

Table 4. Mode of Administration.

Mode of Administration

Round-the-clock

Continuous

Patient-controlled

Round the clock +
continuous
Patient-controlled + round-the-clock!
Continuous
Intrathecal morphine + round-the-clock!
continuous/patient-controlled

Total

Without PRN

100
(44.6%)

1
(0.4%)

7
(3.1%)

49
(21.9%)

16
(7.1%)

50
(22.3%)

224
100.0%

Rescue Total

With PRN

86
(48.9%)

1
(0.6%)

o
(0%)

36
(20.5%)

3
(1.7%)

50
(28.4%)

176
100.0%

186
(46.5%)

2
(0.5%)

7
(1.8%)

85
(21.3%)

19
(4.8%)

100
(25.0%)

400
100.0%

pain at rest during the first 6 hours after surgery while the
remaining IS.75% (n = 75) had it between 7-12 hours,
13.2% (n = 53) between 13-1S hours, 11.75% (n = 47) on
the 19-24th hour and the remaining 10.5% (n = 42) had
it on the 24-4Sth hour. On movement, pain tends to occur
within the first 24 hours (Figs. 3 and 4).

There is a statistically significant difference in VAS
scores for least pain on movement between those who had
upper and lower abdominal surgeries (p-value = 0.026).
Mean VAS scores equal to 2.S for those who had upper
abdominal surgeries while for those who had lower ab-
dominal surgeries, mean scores equal to 3.2.

Despite experience of moderate pain for both types of
surgeries, the pain experienced by the patients who under-
went lower abdominal surgeries tend to interfere more with
sleep and movement compared to those who underwent
upper abdominal surgeries at a p-value < 0.001 and 0.003
respectively (Fig. 5).

Comparing the mean VAS scores of each procedure,
the following surgeries are ranked in the top ten list with
the highest mean VAS scores: 1) nephrolithotomy; 2) ap-
pendectormy; 3) colon surgery; 4) nephrectomy; 5) low
anterior resection; 6) liver resection; 7) elective CS; S)
anatrophic nephrolithotomy; 9) pelvic lap; 10) TAHBSO
(Fig. 6).

The Spearman's correlation coefficient of -0.123 (p-
value = 0.013) suggests that there is a weak correlation
between age group and pain scores given on movement.
The older the patient, the less pain interferes with move-
ment. The scores given for interference on sleep patterns
were also weakly correlated with age groups (Spearman's
correlation coefficient = -0.114, p-value = 0.002). As for
gender differences, females tend to have their sleeping
pattern affected by their VAS scores more than the male
population with mean interference scores of 2.5 and 1.5
respectively, p-value = O.OOS.

Factors Affecting Pain Ratings
Room assignment and VAS scores were not found to

be correlated. Looking into the relationship between VAS
score and occurrence of side effect, analysis showed that
there was no significant difference in the pain scores of
patients who experienced side effects and those who did
not experience these side effects. It was also noted that
there is no significant difference between VAS scores of
patients whose analgesics were given in a unimodal ap-
proach compared to those whose analgesics were given
via multimodal approach.

To determine if there is a relationship between the
anesthetic technique used and the VAS score of patients
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Figure 2. Frequency Distribution of Worst VAS Score at Rest and on Movement.
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Figure 4. Period When Worst Pain Was Experienced on Movement.
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postoperatively. Kruskal- Wallis test was done which
revealed no significant difference as to whether general,
regional, or a combined technique was used in relation to
the pain scores postoperatively. However, patients who
underwent regional anesthesia had a significant sleep inter-
ference brought about by pain compared to other anesthetic
techniques with mean interference score of 2.8 compared
to 1.9 for general anesthesia and 2.0 for combined GA-RA
at a p-value of 0.008. This was also observed for those who
were given intrathecal morphine whose mean interference
score was 2.9 with a p-value of 0.040.

Regarding relationship between use of non-drug inter-
vention and VAS scores, it was found that those patients
who employed non-drug interventions were those who
had higher mean VAS scores for least pain (2.0) and worst
pain (5.6) at rest (p-value c 0.003) and on movement (3.3
and 6.1 respectively, p-value j; 0.20) and those whose pain
interfered with movement, sleep, and coughing, with a
mean interference score of 5.2,2.9, and 5.4, respectively
(p-value :s 0.002).

Adequacy of Pain Relief and Response Time
When asked whether an additional pain reliever was

requested by the patient due to inadequate pain relief from
current treatment, 336 subjects (84%) denied doing so while
the remaining 64 patients (16%) did request for additional
medication to relieve their pain. More than half (n = 37/64,
57.8%) of those who asked for additional medication had
their needs met in 1-15 min. The other patients had their
needs met in 16-30 min (n = 8/64,12.5%),31-45 min (n =
6/64, 9.4%) and 46-60 min (n = 7/64, 10.9%). There was a
positive correlation between those who asked for additional
pain medication and their VAS scores (with mean worst VAS
scores of 6.8 and 7.6 at rest and movement, respectively;
least pain scores of 2.6 and 4.1 at rest and on movement,
respectively), as well as the degree with which the pain
interfered with movement, sleep, and coughing with mean
interference scores of 5.4, 4.0 and 5.4, respectively with a
p-value of < 0.05 using Mann-Whitney Test.

The Spearman's rho correlation coefficient of 0.028
revealed that the longer it takes for the additional pain

reliever to be given, the greater is the VAS score at rest.
This correlation is significant at the p-value of 0.05 level
(two-tailed).

Side Effects
A total of 138 patients (34.5%) experienced side effects

with lower abdominal surgeries occurring more frequently
at a significant rate of 23% (n = 95) compared to upper
abdominal surgery (10.75%, n = 43) (chi-square, p-value <
0.001). Based on the anesthetic technique used, those who
underwent regional anesthesia had higher incidence of side
effects (n = 88, 22%) than those who underwent general
anesthesia(n =42,10.5%) or combined GA-RA(n= 8.2%)
with a significant difference of p-value < 0.001. For the
mode of administration, it revealed that those given intra-
thecal morphine tend to have more side effects compared
to other mode of administration using chi-square test with
a p-value of < 0.001. Itchiness, nausea, and vomiting were
the three most common side effects experienced. Table 5
shows the frequency occurrence of the side effects.

Other Factors Affecting Occurrence of Side Effects
Demographic data showed that the mean age of those

who experienced side effects is 42.03 and is significantly
younger than the mean age of those who did not experience
side effects which is 45.35 (p-value = 0.012). There is also a
significant difference in occurrence of side effects between
males and females (p-value < 0.001). More females (40.7%
experienced side effects than the males (14.7%).

Use of Non-Drug Intervention
Less than half of the patients in this study used non-

drug interventions (n = 171,42.8%) and this occurred more
with patients who underwent lower abdominal surgery
(51.02%) than those who underwent upper abdominal
surgery (36.73%) (chi-square, p-value = 0.014) in order
to alleviate pain. Common methods used are deep breath-
ing exercises, application of binders, relaxation, walking,
and heat application. Other less common methods are
cold application, meditation, imagery/visuals, positioning,
exercise, and distraction.

Table 5. Side Effects.

Side Effects
Itchiness
Nausea
Vomiting
Itchiness and nausea
Itchiness and vomiting
Nausea and vomiting
Itchiness, nausea, and vomiting
Others

Total

No.
33
28
23
8
8
15
12
11

138

%

23.9
20.3
16.7
5.8
5.8
10.9
8.7
8.7

100
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Satisfaction Scores
. A total of388 patients (97.1 %) were either satisfied or

very satisfied with the pain management they received, while
12 patients (3.0%) were dissatisfied with their treatment.

The reasons given for being satisfied with the pain
treatment are ranked as follows: 1) comfort and experience
of no pain; 2) pain expectation which is either less than
expected or just as expected and therefore tolerated; 3)
prompt response to request for pain medication and relief
from the pain; 4) concern by the healthcare providers as
evidenced by constant assessment of pain; 5) good overall
care given by all healthcare providers; 6) explanation given
by doctors regarding the procedure and the anesthesia; 7)
absence of side effects and complications from procedure;
8) functional recovery; 9) completion of surgery.

The causes for dissatisfaction were as follows: 1) in-
adequacy of pain relief obtained from the pain reliever that
was given and the demand for an additional pain reliever
was denied by the nurse saying the next dose is not yet due
or the response to the complaint is delayed; 2) experience
of pain in the recovery room upon awakening (from gen-
eral anesthesia given for cholecystectomy) which was not
experienced from the previous operation of appendectomy;
3) experience of side effects such as itchiness and difficulty
of breathing in-the recovery room which reportedly was
ignored and met by indifference by the nurses despite the
complaint; 4) non-therapeutic environment in the recovery
room, e.g., noise; 5) experience of pain before the next dose
was due; 6) experience of inadequate anesthesia inside
the operating room which was verbalized as pain during
abdominal manipulation for which the anesthesiologist
refused to acknowledge and even contradicted saying the
patient's lower extremities were numb so this could not be
possible.

Factors Affecting Satisfaction Scores
The computed Spearman's rank correlation coefficient

of 0.234 (p-value < 0.001) suggests that there is a weak
correlation between age and satisfaction score, i.e., the
older the patient, the higher the satisfaction score.

The males' median satisfaction score equals 5 while
for the females, the median satisfaction score equals 4. A
total of 55.8% of the males gave a satisfaction score of 5
while only 33.8% offemales gave the same rating (p-value
= 0.002).

Regarding the relationship between VAS score and
patient satisfaction score, computed Spearman's rho cor-
relation coefficient of 0.307 implies that there is a signifi-
cant negative correlation between worst mean VAS score
on movement and patient satisfaction score. There is an
inverse relationship between the two, i.e., the higher the
worst mean VAS score, the lower the patient satisfaction
score (p-value < 0.00 I). Furthermore, those who used non-

drug intervention to manage their pain had much lower
satisfaction scores than those who did not use non-drug
interventions (Mann-Whitney Test, p-value = 0.014).

Concerning the impact of side effects experienced by
the patients and their satisfaction scores, Mann-Whitney
Test revealed a significant association between the two
whereby those patients who did not experience any side
effects had higher satisfaction scores of 4-5 than those who
experienced side effects (p-value = 0.015).

DISCUSSION

Postoperative pain is the expected undesirable by-
product of all surgical procedures. Despite its universal
occurrence, our understanding of the causes and our ability
to treat postoperative pain is still incomplete. Our cur-
rent treatments are largely the result of applying existing
techniques to control pain symptoms rather than a specific
attempt to control or minimize physiologic, sensory, affec-
tive, cognitive, behavioral, and sociocultural events leading
to the pain response. Despite our lack of complete under-
standing, we have developed many analgesic techniques
that when appropriately applied are capable of providing
good to excellent postoperative pain control, improving the
peri operative experience and minimizing many of the unde-
sirable consequences of poorly controlled pain. Literature
suggests that two routes of administration, when compared
with a single route, may be more effective in providing
perioperative analgesia." However, this observation is not
supported by the data gathered in this study which revealed
no significant difference in mean VAS scores between those
patients who were given analgesics using a single route
and those using multiple routes. Perhaps the use of the
PCA technique and the utilization of drug combinations
with different mechanism of actions influenced patient
satisfaction score.

Currently, a multimodal approach of pain relief is
applied in this institution which accounts for 9l.8% of
postoperative pain management. However, even with this
approach, mean and median worst pain scores of 4-5 in the
first 24 hours after surgery for upper and lower abdominal
surgical procedures remain evident. Contrary to common
belief that upper abdominal surgeries tend to cause more
pain and functional incapacity, this study showed that those
patients who underwent lower abdominal surgeries did not
differ significantly in terms of mean pain scores with those
of upper abdominal surgeries. This observation is supported
by a study done by Mitsuhata et al., regarding site of surgery
and related pain experience. 10 The pain scores from lower
abdominal surgeries, however, tend to affect movement
and sleep, compared to upper abdominal surgeries.
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It is noteworthy that giving intramuscular injection for
postoperative analgesia is no longer practiced nor is me-
peridine hydrochloride given in a round-the-clock fashion
since these practices are no longer recommended by the
American Pain Society."

As for the method of assessing pain, it is evident that
pain assessment is not yet standardized in this institution.
The two common methods of NRS and VAS scoring are
used either alone or in combination. There are no guidelines
as to when to use the different methods of pain assessment.
Additionally, these two methods are both assessments of
pain intensity alone. This is said to be insufficient. What is
recommended is a comprehensive pain assessment which
should include pain location and quality, aggravating and
alleviating factors, and previous treatments and their ef-
fectiveness.v'l-F It is also recommended that the tool to be
used for pain rating should take into account patients who
reported that their pain was not assessed at all. This clearly
indicates the need to include pain documentation as part
of the nursing process and there should be clear account-
ability regarding certain roles that healthcare providers
play in acute pain management. This is one of the major
recommendations cited by the APS Quality of Care Task
Force."

Regarding the response time to request for additional
pain medication, 32.81 % of the 64 patients who requested
for additional pain medication obtained it after 15 minutes.
This can be attributed to the time it takes to call the anes-
thesiologist to refer such request, the time to write down
the order, to request and get the additional medication from
the pharmacy, and finally to prepare the drug to be adminis-
tered to the patient. This time can be shortened by making
protocols for all major painful surgeries to have a written
postoperative order for breakthrough pain occurs. Based
on this study, it is revealed that 56% ofthe patients did not
have rescue doses ordered routinely on their postoperative
regimen. Another strategy that can also shorten the response
time to the giving of pain medication for breakthrough pain
is the use of patient-controlled analgesia which gives the
patient more control on the administration of additional
pain medication as necessary. In addition, education of
nurses and healthcare providers who are in charge of
pain management should also stress on the importance of
prompt response to complaint of pain and the consequence
of unrelieved pain. The result of this study which revealed
that there were six patients whose demands for additional
pain relief were not met is truly a cause for concern.

In terms of side effects, itchiness, nausea, and vomit-
ing were more commonly observed which was related
to the intrathecal administration of morphine which also
explains why side effects were also more notable in female
patients who received regional anesthesia undergoing lower
abdominal surgeries. The experience of side effects in turn
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. was found to elicit patient dissatisfaction in a significant
manner. This was made evident again by the higher dis-
satisfaction score of young females who underwent lower
abdominal surgery under regional technique.

One report of dissatisfaction was due to nurses' in-
difference to the complaint of itchiness and difficulty of
breathing. This is worth mentioning since this behavior of
healthcare providers regarding side effects may compro-
mise safety of the patient. Further assessment and interven-
tion should have been done. The incidence of postoperative
nausea and/or vomiting with or without pruritus in our
institution is 68.2%, much higher than in the study con-
ducted by Wermer' where 36% were observed in hospitals
without anAPS. In his paper, he indicated that the manage-
ment of PCA by an APS seemed to reduce the incidence
of postoperative nausea compared with management by a
ward physician, despite an increase in opioid consumption.
However, although postoperative nausea and/or vomiting
may be decreased by an APS, the mechanism remains un-
clear as to the other role played by increased awareness,
new strategies for antiemetic treatment, or opioid reaction.
Since these side effects are observed significantly in our
institution and such side effects significantly contribute
to patient dissatisfaction, there is a need to look into this
problem in an in-depth manner and further studies should
be done on the subject.

Majority of the patients (97.1 %) in the study were
satisfied with the pain treatment given to them. A paper
by Wermer et al., states that there does not seem to be any
relation between the experienced severity of incident pain
and the satisfaction score". The incidence of high numerical
rating score for pain and the satisfaction was also described
in another study and this was attributed to the length of
time spent with the patient rather than the analgesic ef-
ficacy.? However, this is not supported in our study. Our
data revealed that an increasing VAS score elicited lower
satisfaction score from the patients. This is further sup-
ported by higher satisfaction scores given by patients whose
postoperative modality was through patient-controlled
analgesia and the subjective data elicited wherein comfort
and the absence of pain was the number one reason given
for being satisfied with the pain treatment and the quick
response to complaint of pain coupled with the effectivity
of pain relief given also ranked high among the reasons
for satisfaction. A study on quality of postoperative pain
in a university hospital in Sweden also revealed the same
results wherein the patients who experienced more pain
than expected were less satisfied with the quality of their
care." The worst mean VAS scores of 4-5 at rest and 5-6
on movement can still be improved. With the knowledge
that pain at rest tends to occur more on the first 6 hours
but pain on movement tends to extend up to the 24th hour,
the anesthesiologist can now target these crucial periods
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in making his postoperative pain management plan.
. The study also revealed that patients whose pain was

not adequately controlled by medications, they resorted
to non-drug interventions. They also tend to be more
dissatisfied with their pain management. It showed that
these patients were those who underwent lower abdominal
surgery and whose functional status were affected by pain.
This is noteworthy because non-drug interventions are
supposed to be part of the acute pain regimen and should
be taught to patients so that they are able to help in their
management of pain. However, as this study reveals, non-
drug intervention became the patients' last resort in their
pain management when the healthcare providers were no
longer able to address their pain.

The presence of analgesic agent-related side effects
greatly influenced the satisfaction scores of the patients
as revealed in this study. This was significantly correlated
with the use of intrathecal morphine for postoperative pain
control. This only goes to prove that postoperative concern
is not only limited to good pain management but also in-
cludes avoidance of side effects. Having identified the more
common side effects in this study will definitely pave the
way for future researches that can help in decreasing the
incidence of these side effects brought about by efforts to
render the patient pain-free.

In this study, patients' beliefs about pain, e.g., expect-
ing post-surgical pain and therefore tolerance for the pain;
the immediate response of the medical care provider to
alleviate pain and a good preoperative visit and explana-
tion regarding the procedure, outcomes, and expectations
are necessary for good patient-oriented endpoints. On the
other hand, the lack of empathy to the patient's experience
of pain or side effects elicited patient dissatisfaction. The
repetitive mention of the recovery room experience for
those who were dissatisfied with their pain management
obviously requires institutional intervention.

SUMMARY

The inadequacy of postoperative pain relief is widely
recognized. Specialized "acute pain" teams have been
advocated as a means to address this problem. APS were
introduced in the 1980s with a subsequent increase in more
advanced analgesic techniques (e.g., PCEA, continuous
peripheral catheters). Introduction of an APS may improve
outcomes, especially response to complaints and patient
satisfaction. Two systematic reviews have examined the
impact of acute pain services on patients outcomes'>. Both
systematic reviews suggest that the introduction of an APS
is associated with a decrease in pain scores and side effects
although the reasons for this decrease are not clear. The

effect, however, of the APS on patient satisfaction can be
well utilized. .

The effort to establish an APS in St. Luke's Medical
Center with the initiative coming from the Department
of Anesthesiology is a good indicator for a potential suc-
cessful outcome since it has been observed that physician
leadership plays a critical role in this endeavor+

This baseline study has revealed that there is still a
need to educate anesthesiologists regarding multimodal
approach to pain treatment, as well as behavioral responses
to pain. Education of nurses is also crucial in the overall
pain management especially with regard not only to prompt
treatment of pain but also side effects from analgesics and
how it is managed. Education for healthcare providers
should also include other non-drug modalities for pain
management. However, as stated in the manuscript writ-
ten by Stevenson 11 where she quotes an editorial regarding
Quality Assurance Standards of APS, education alone is
not enough. There is a need to put up structures in place
whereby APS becomes more visible, healthcare providers'
roles and responsibilities are defined and accountability
is clearly stated and tools necessary to maintain quality
standards of care are readily available in the workplace.

In setting up the structural elements of the APS, for-
malized interdisciplinary committees should be organized
as recommended by the American Pain Society. A clear
referral system should be established within the institution
regarding acute pain management. The structure of the
APS should be clearly defined and frameworks should be
set up on how a 24/7 acute pain management service could
be established in the institution which will be feasible and
affordable.

In establishing an APS in the institutional level, there
has to be collaborative efforts among the different health-
care providers. Training of nurses in the acute pain setting
should also be explored. There should be emphasis on the
roles of nurses in the recovery room and their training
should be enhanced to mold them to become APS nurses.
They may be trained to become acute pain service nurses
with special knowledge regarding acute pain management,
higher level of involvement in the implementation of pro-
tocols of acute pain management, with more commitment
to the advocacy of good pain control which encompasses
not only effectivity of pain management but also safety.
They should also maintain therapeutic atmosphere in the
recovery room and not allow other health care providers
to use the recovery room as the lounge.

The APS should spearhead the development of the
following: 1) a standardized pain assessment tool which
will include numerical and descriptive rating scales for pain
assessment, use of non-drug interventions, side effects,
and functional status of the patient; 2) a written standard
of practice for pain assessment and documentation; 3)
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guidelines and protocols for proper use of different assess-
ment methods; 4) educational programs and manuals for
anesthesiologists, nurses, residents, patients, and families;
5) guidelines in multimodal approach to pain management;
6) strategies to shorten response time to giving of pain
medications by a) creating a protocol which will enforce
compulsory writing of a breakthrough pain reliever in post-
operative orders for major painful surgical procedures; b)
encouraging the use of patient-controlled analgesia devices
with recommended analgesic dose and combinations; c)
education of nurses and health care providers regarding the
importance of prompt intervention to complaints of pain
and the consequence of unrelieved pain.

The use of a bedside report card for all post-surgical
patients may be explored for better pain monitoring. This
can help document worst pain, functional status, response
to pain complaint, and adequacy of information given about
pain and pain control options. This was recommended by
Bardiau et al. in their study'?

The design of a standard VAS ruler which will be
distributed preoperatively along with other educational
materials regarding pain management may be explored.
These educational materials should be made available to
patients and their family even in the preoperative period.
In this regard, the APS should explore the possibility of
developing a "preoperative pain management educational
kit" for all surgical patients upon admission which will
contain educational materials regarding preoperative,
intraoperative, and postoperative expectations, non-drug
modalities to pain management, as well as the VAS ruler,
bedside report card, and such materials, to orient the patient
and the family to prepare them for the surgical experience.
The assignment of an APS nurse to perform the preopera-
tive tasks of patient orientation and education will definitely
make an impact in preoperative care.

All the guidelines and protocols that will be developed
should be widely distributed throughout the institution
and should include policies and procedures to guide the
use of specialized techniques for analgesic administration
including recommended doses for analgesics most notably
intrathecal morphine to reduce side effects such as pruritus,
nausea, and vomiting. This can be backed up by researches
in the local setting.

Finally, an ongoing process should be established to
evaluate outcomes and works to improve the quality of pain
management such as yearly audits and the establishment
of a databank for APS.

All these recommendations closely adhere to the
recommendations given by the American Pain Society for
quality patient care especially in the acute pain management
setting. These recommendations, however, are now backed
by results of this analysis of current pain management
practices in this institution. This should facilitate institu-
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tionalization efforts in establishing an APS at St. Luke's
Medical Center which is truly responsive to patients' needs
for quality and safe care.
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