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1. Executive Summary 

The Integrated Pain and Spinal Service (IPASS) in West Berkshire is an award 

winning service which provides multi-disciplinary specialist assessments. This 

includes investigations and diagnoses for patients with spinal pain and personalised 

treatment plans for patients with generalised persistent pain. Using the latest 

evidence based research; the team are able to address the physical and mental 

needs of patients through a range of programmes with a focus on self-management 

strategies to address patient specific goals.  In 2016, IPASS won a British Society for 

Rheumatology (BSR) award for Emerging Best Practice. This toolkit was 

commissioned by the BSR as a result, in order to encourage further adoption of this 

initiative across the NHS 

The pain arm of the service was launched in September 2015, and joined with the 

well-established Community Spinal Service to form the Integrated Pain and Spinal 

Service. Staffing consists of specialist physiotherapists, and a psychologist, with 

support and mentorship from Spinal and Pain consultants based in the acute 

hospital, and a very dedicated administration team.   

Effective collaboration between the different stakeholder groups represented by 

secondary care, primary care and the community services is key to the success of 

IPASS, and has enabled a seamless pathway for the patient.   

The positive outcomes resulting include a reduction in waiting times  from an 

average of 8 months to 3 weeks across multiple sites; overwhelming positive patient 

feedback and significant improvement for all patients in all six patient outcome 

measures representing physical and mental health(PHQ-9, GAD-7, W&SAS, FS, 

PSEQ, PSFS)  following community intervention have been recorded.   

It was forecast that IPASS would reduce multiple attendances linked with pain by at 

least 50% each year and that pain related day case procedures could be reduced by 

5%. The overall saving for the project for 16/17 is £201,120 which equates to 979 

fewer appointments 

 

 

  



Page 4 of 36 
 

2. Context & History 

Context 

Low back pain is reported by about 80% of people at some time in their life1. In a 

1998 Department of Health survey2, 40% of adults reported back pain lasting more 

than a day in the previous 12 months, while 15% said they were in pain throughout 

the year and 40% of those in pain consulted a GP for help.  Evidence shows that 

most of the care for people with back pain can be dealt with effectively in non-

hospital settings such as a Clinical Assessment Team1 

Chronic pain affects up to 28 million adults in the UK. Axial spine pain, arthritis and 

other musculoskeletal conditions account for 3 of the top 12 disabling conditions 

globally. Treatment of persistent pain involves a biopsychosocial approach, where 

the goal is to improve function and quality of life. Limited service provision is a 

common obstacle to the optimal management of these conditions. Frequently, 

patients are seen across a variety of outpatient specialist services, waiting times are 

long and services are disjointed with inadequate communication between specialities 

and primary, intermediate and secondary care.  

The proactive management of people with long-term conditions, including the 

promotion of self-care by patients, is a key priority for the NHS3.  Primary care has a 

central role in delivering more integrated and personalised care as well as 

implementing policies that target ‘at risk’ individuals with appropriate interventions.   

In 2008, the Chief Medical Officer for England4 reported that “each year over five 

million people in the United Kingdom develop chronic pain, but only two-thirds will 

recover. Much more needs to be done to improve outcomes for patients.” The 

National Pain Audit report5  states that patients with persistent pain have a very poor 

quality of life and often have other substantial co-morbidities making clinical 

management complex and more difficult. 

History  

In 2008 the Berkshire West PCT started looking into plans for developing a 

Community Pain Service as the number of patients with chronic pain was a major 

concern to GPs. The local secondary care hospital provided a high quality specialist 

service for a small number of patients with complex chronic pain.  However, it was a 

very expensive service with long waiting lists (> 1 year). At the same time, facet joint 

injections were being decommissioned, following NICE guidance that they were not 

effective for long term management. A stakeholder meeting was set up which was 

well attended by GPs, commissioners, consultants and allied health professionals to 

discuss the best way forward. There was insufficient money available to set up a full 

                                                           
1 The MSK Services Framework, 2006, DOH 
2 The prevalence of back pain in Great Britain in 1998, Government Statistical Service, DOH 
3 Managing people with long term conditions, 2010, The king’s fund 
4  Chief Medical Officer Annual report, 2008,  DOH 
5 The National Pain Audit  Report, 2012, Healthcare Quality Improvement  Partnership 
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community pain programme however there would be funding from the reduction in 

facet joint injections to help these people be managed in different ways.  

It was agreed that the spinal pathway should be reviewed as this would be affected 

by the decommissioning of facet joints, coupled with the fact that 50% of all chronic 

pain patients had back pain. An external project management company were 

brought in to review the current pathway and develop a pathway based on lean 

principles. 

In 2010 the Community Spinal Service (CSS) was started with the aims:- 

 To deliver high quality, safe and effective community spinal pain services 

based on agreed clinical strategy for patients with spinal pain.  

 Provide greater patient satisfaction through an integrated spinal pain pathway 

which supports self-management strategies.  

 Reduce the need for secondary care referrals and provide cost effective 

services for the PCT 

 

This service has been running very successfully for the last 6 years and has 

significantly reduced the number of referrals entering secondary care.  Patients with 

spinal pain and related symptoms can receive a specialist assessment and 

diagnostics in the community within 6 weeks of GP referral followed by primary or 

secondary care treatment as appropriate.  

 

Following the success of CSS, there have been regular discussions over the years to 

take it to the next step and develop a community pain programme.   

In 2014 the Berkshire West CCG reviewed the current pathways. It was known that 

many patients move from speciality to specialty without their condition being 

resolved and that this was not good patient care nor financially sustainable. A review 

of patients with chronic pain conditions highlighted that a significant number make 

multiple attendances within secondary care.  Within a 5 year period, the cost 

associated with patients who attended multiply services within the Acute Hospital in 

Berkshire (Trauma & Orthopaedics (T&O), rheumatology and neurology 

appointments as well as a pain outpatient appointment) totalled £2.1m. An analysis 

of the top 20 highest attenders within this group of patients, revealed that they 

received 1035 attendances at a cost £540,000 in a 5 year period. It was 

acknowledged that this was not ideal and that a service to support patients with 

chronic pain was needed. 

 

In May 2014 a stakeholder group was convened to review their recommendations 

and to formulate plans for an integrated pain service. The aim was to reduce the cost 

from rising activity while supporting patients to better manage their pain. A working 

group co-chaired by secondary care rheumatologist and MSK GP Lead was set up. 
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A kick off workshop was  organised to  brainstorm ideas and this was well supported 

by all stakeholders in the pathway – GPs, Consultants from rheumatology, pain and 

T&O, Commissioners, Allied Health Professional (AHP) providers and patients, who 

all came together to look at the opportunities for improving services for these 

patients. Without this early commitment the pathway would not have progressed.  

This then progressed with follow up meetings, workshops and teleconferences, 

keeping the aim and objectives in the forefront of all discussions. 

 

3. New pathway development / Steering Group   

 A steering group was set up to look in detail at the requirements of a Community 

Pain Service which would run alongside the Community Spinal Service. The group 

was jointly chaired by the GP CCG lead for the MSK and the secondary care 

rheumatology consultant which enabled engagement from both commissioners and 

providers.  The project was clinically led from the beginning with involvement from 

specialists within secondary care pain and T&O, physiotherapists from CSS, as well 

as the relevant managers from each organisation, along with patient representation 

and project management support from a Programme Manager within the CCG.  

The group recognised the unmet needs of patients in the Community with chronic 

pain.  They defined the objective which was ‘to develop a service to better manage 

patients with chronic conditions at reduced cost, generating savings’.  It was agreed 

by all that a successful service would prevent patients with chronic pain from 

‘bouncing around the system’ with repeated, and often specialist costly 

appointments.  This was a different focus compared to the Community Spinal 

Service which was set up with the aim of reducing secondary care referrals.   

The aims were: 

 Improved guidance for GPs to enable better pain management in primary care  

 Establishment of a multidisciplinary community pain service for rapid MDT 

assessment of patients with chronic pain.  

 Improved communication between primary care, community and secondary 

care to enable more co-ordinated care and a consistent approach.  

 Better support for patient self-management and a consistent approach to this 

across the system. 

The whole secondary care team (Consultant, manager, psychologist and 

physiotherapist) were keen to be involved in the development of the new pathway 

despite being under resourced.  They appreciated this was the best way to help the 

patient as there was a large unmet need that could be managed in the community. In 

the long-term there would be benefit to all with the right patient seen at the right time 

in the right place. Without this commitment the project would have struggled to be 

successful. The steering group reviewed information received from other community 
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pain programmes across the country, however none were working to a similar model 

and therefore most of the work was agreed internally.    

The outcome from the steering group was to produce two work streams which were 

implemented: 

a. Management of Chronic Pain in Primary Care through clearly defined 

pathways to be detailed on the GP IT online software known as DXS.  Each GP 

would have would access to the system to find the most up to date versions of 

relevant local guidance and forms.  

b. Integration of the community pain service with the existing spinal service to 

form the Integrated Pain Assessment & Spinal Service (IPASS) to better manage 

patients with chronic conditions and reduce secondary care activity 

 

4. Developing the Business Case for the IPASS - Pain Service  

The steering group used statistical and clinical information from the CSS and Royal 

Berkshire Hospital (RBH) to calculate the needs of the patient. The aim was to keep 

the less complex pain patient in the community to allow the specialist pain service at 

RBH to continue to see the highly complex cases but with a greatly reduced referral 

rate and therefore reduced waiting times. One challenge was quantifying the current 

unmet community need as many GPs did not refer into RBH pain service because of 

the waiting times.  

To deliver a seamless patient focussed service, the group integrated with the 

community spinal service and secondary care services, even though the providers 

were not the same trust.    

Within the established CSS the Extended Scope Physiotherapists were able to order 

investigations outside their usual scope of practice i.e. MRI and blood tests. They 

also had weekly mentorship time with a Spinal Consultant to discuss cases, which 

was invaluable in providing quality assurance and timely intervention. Regular 

support from a pain consultant was equally important to the service quality. 

It was agreed that the service available in the community for the pain patients would 

include:- 

 All referrals triaged to decide initial destination  

 Assessment either by MDT team (Consultant, Psychologist & Physiotherapist) 

or by a joint AHP team (Psychologist & Physiotherapist) or individually by 

either a  Psychologist or a Physiotherapist 

Following assessment – Patient pathway 

 Pain education session  

 Pain Management programme 

 Fibromyalgia Programme 
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 1:1 session with Pain ESP or Psychologist 

 Further investigations as required  

 

System requirements 

 All clinicians to have regular mentorship with the pain consultant to discuss 

complex cases and decide on pathway and for learning.  

 Able to refer directly into RBH Pain Management Service and receive referrals 

from them  

 Directly refer seamlessly between the pain and spine arm of the service as 

well as Community Physiotherapy services 

 Directly refer externally to the service such as Neurology, Orthopaedics, and 

Rheumatology 

 Discharge back to GP 

Referrals: source and mode of assessment  

 1500 referrals to IPASS-Pain as well as the established 3000 referrals to 
CSS.  

 Based on information from RBH & external providers it was possible to 

estimate the number of different types of clinical assessments needed i.e. 

joint physiotherapy/psychology, individual physiotherapy, individual 

psychology, multi-disciplinary assessment. 

IPASS Intervention/ Treatment Services: 

There was significant development of a number of new treatment pathways:- 

 Explain Pain Education session which is a one off group session run by a 

Physiotherapist to explain  and educate patients about chronic pain 

 1 to 1 treatment with either a Psychologist or Physiotherapist which may 

include traditional Physiotherapy techniques as well as advanced pain 

management strategies 

 Back Rehab Programme: an exercise based 6 week programme, run by an 

MSK Physiotherapist, for those with early and resolving lower back pain with 

the aim of complementing the recovery phase by building exercise tolerance 

and ensuring maintenance of normal movement 

 Pain Level 1 programme: a 6 week programme run by a MSK Physiotherapist, 

consisting of exercises and education in equal measures for those patients 

with chronic or who experience episodic pain and require reassurance and 

education to manage this.  

 Pain level 2 programme: a 6 week programme run by a Pain Specialist 

Physiotherapist and Psychologist focusing on the management of pain 

through education and group discussion covering a variety of topics. This 

group focuses on more chronic and entrenched pain presentations and 

require a focus on functional ADL. 
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 Fibromyalgia programme which is run in the same way as the Pain level 2 

programme but focusing on Fibromyalgia specifically 

 Referral to Community MSK physiotherapy  

 

Finances  

 

From research of other pain services and discussion with RBH and other community 

pain services it was possible to work out the correct staffing required to meet the 

needs of the different clinic appointments and treatments. 

 

First Appointments within Pain arm  

 

No of 
referrals 

% of 
referrals 

Destination post triage   

500 33% To secondary care from triage  

75 5% Assessment by MDA ( Cons. Physio & Psych)  

150 10% Assessment by both a Pain Physiotherapist / 
Psychologist.  

625 42% Assessment by either a Pain Physiotherapist or 
Psychology  

75 5% From triage into established treatment pathway  

75 5% Discharge back to GP with advice from triage  

 

All spinal appointments were seen by an Extended Scope Physiotherapist  

Treatments within Pain arm 

No of 
patients 

Treatment    

200 1-1 Treatment by either a psychologist or physiotherapist  

280 Back Rehab Programme 

384 Pain Level 1 programme 

280 Pain level 2 programme 

100 Fibromyalgia programme 

 

From the information above and clinical knowledge of required staffing levels for the 

work required, a costing model was developed. This financial model included staffing 

costs, room hire, consultant mentorship, travel and other non-pay costs.  

The budget agreed for IPASS, for both pain and spinal arms, was £1,012,000 

(including non-pay). 
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5. Operational Development of Pathway 

 

i. Implementation of Business Case  

The business case (Appendix 1) was approved in February 2015 with a start date of 

1st September 2015.  The steering group consisting of the MSK GP lead, CCG 

Transformation Lead, Pain consultant, Rheumatology Consultant, Service Manager 

and Project Manager, with the addition of the operational service managers, 

developed into the implementation team and met monthly for the first year of 

mobilisation.  

ii. Project Plan  

A project plan was developed to include  

a) Development of referral pathway to be uploaded to DXS (the on-line GP 

patient information system) 

b) Development of service specification for IPASS service  

c) Development of IPASS service pathway to be uploaded onto DXS 

d) Recruitment of IPASS team  

e) Service Structure & Sites  

f) Development of standard operating procedures (SOP) for IPASS service  

g) Links with EMIS Web interoperability    

h) Communication plan developed and delivered    

 

A Go-live date was set for 1st September 2015 (7 months from funding approval).  

The service launched at the GP training event in July 2015 

 

a) Referral Pathway on DXS  

It was agreed that a robust referral system ensuring appropriate referrals was 

necessary to ensure service success. A flow chart (appendix 2) was developed and 

tested by a local GP, to aid GPs in their primary management of patients and 

guidance on onward referral.  The existing spinal referral form was well used and 

familiar to GPs and so this was modified and incorporated into the referral pathway 

(appendix 3) along with the MSK STarT back tool (appendix 4). As this is a validated 

screening tool widely used to assess patients at risk of developing chronicity, it was 

prudent to have this completed to help in the triage of referrals.  

Once the referral pathway was agreed and tested it was uploaded to DXS for GPs to 

access. The referral paperwork was then uploaded by the GP to the referral booking 

system (e-referrals) as this was a commissioning requirement for all referrals. 
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b) IPASS Service Specification 

The Service Specification (appendix 5) was developed, based on the information in 

the Business Case, but with greater detail about how the service would run.  

The key service outcomes:  

 • Delivery of a high quality, evidenced based and value for money service for 

the patient and commissioner 

• Optimal package of care provided – all routes explored for effective 

treatment in compliance with NICE Guidance, early in the patient journey. 

• Extended Scope Physiotherapists working in the IPASS will have the 

authority to order MRI’s on demand where appropriate and necessary 

• Enhanced patient education and self-management of conditions 

• High levels of patient and referrer satisfaction with the Service 

• Fewer patients requiring onward referral to secondary care and surgical 

intervention  

 

The key service aims:  

 Purpose -  aim and objectives, national and local context with evidence 

base 

 Service Scope – service description and exclusion criteria 

 Service Delivery – service model, care pathway, days/hours of operation, 

locations of service delivery, referral criteria, discharge process 

 Response Time and prioritisation 

 Quality Performance Indicators 

 Indicative Activity Plan 

 Price and Costs 

 

c) IPASS Service pathways 

This process map shows the clear care pathway for patients entering the IPASS 

service. This demonstrates the interrelationships between primary care, IPASS, MSK 

physiotherapy and secondary care and all the treatment options available within 

IPASS.   The existing Community Spinal Service Pathway was well established and 

after a review (internally and by commissioners) it was decided that this did not 

require modifications other than to directly add the pain pathway 
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d) Staffing 

The staffing levels for IPASS were worked out as stated below 

Staffing Band Spinal 
wte 

Pain  
wte 

Total wte 

Physiotherapy - management  8a 0.57 0.5 1.07 

Psychology - management  8a 0 0.4 0.40 

Pain Consultant    0.2 0.20 

Spinal Consultant   0.1  0.10 

Psychologist  7  1.8 1.80 

Psychology Assistant  4 0 0.8 0.80 

Extended Scope 
Physiotherapist  

7 4.05 2.88 6.93 

Physiotherapy assistant  3 1.33 0.6 1.93 

Admin & Clerical Manager  5 1 0 1.00 

Admin & Clerical  3 3.47 2.8 6.27 

Total   10.52 9.98 20.5 

 

 

 

e) Recruitment  

Once funding had been approved, there was a concern that the required specialised 

staff would not be recruited in the short time span set for the service to go live.   

Therefore the following plans were implemented: 

 

 The Secondary Care Provider assisted in the training of staff in exchange for 

helping them to reduce their waiting times. This included   teaching sessions 

and staff buddying once per week for three months.  

 The Commissioners agreed funds to start staff employment from 1st August 

2015 in order to induct and train up the new team before the go-live date.  

 

Job Descriptions (JD) 

All new Job Descriptions were written for the pain service from JDs in other services 

of Berkshire Healthcare or Secondary care Pain Services See list below and 

examples in the appendix 6. 
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Job Description 
 

Original Adapted from 

IPASS Manager 
 

Existing Community Spinal Service 
Manager  

Psychology Clinical lead 
 

Community Psychology Team  

Clinical Psychologist 
 

Community Psychology Team  and 
Secondary Care Pain Team 

Pain Specialist Physiotherapist Community Physiotherapy MSK Team and 
Secondary Care Pain Team 

Psychology Assistant 
 

Community Psychology Team 

Physiotherapy Assistant 
 

Community Physiotherapy MSK Team 

Administrator 
 

Existing Community Spinal Service 

 

Start date  

Following a successful recruitment campaign the majority of staff were able to start 

one month prior to the ‘go live date’ to undergo induction, training and help with 

service development. A combination of staff were recruited: internal staff who could 

start quickly and required further training in the specialist area and external staff who 

required less training as already had significant experience. All posts were filled by 

the end of November 2015, 6 weeks after the official ‘go live date’ which was 

manageable as initial referral numbers increased slowly.    

Administration staff were recruited one week before the service start date to enable 

induction, training and to meet and integrate with the rest of the team.  

The established spinal team were already fully recruited.  

  

f. Service Structure &Scheduling 

Timetabling  

The logistics of the new service were that:- 

 Appointments were required within 3 different localities (Newbury, Reading, & 

Wokingham) which were 30 miles apart. 

 There were 4 different types of first appointment required in each location – 

Physiotherapy assessment, Psychology assessment, Joint Physiotherapy & 

Psychology assessment and a Multi-disciplinary Assessment (MDA) with 

Consultant, Physiotherapist & Psychologist  

 There were 1-1 treatments required with physiotherapist or psychologist in 

each locality  



Page 15 of 36 
 

 There were pain programmes, fibromyalgia programmes and pain education 

sessions required in each locality. 

This meant that the scheduling of staff and appointments was the most complex of 

all the operational tasks. Initially the number of each different type of appointment 

and class each week had to be calculated and the time required by each 

professional. This was developed from the information in the original business case 

and discussion with the clinicians in the secondary care pain service.  It was also 

important to ensure availability of appointments across the community so that 

patients could be seen locally.  

The next step was to investigate clinic room availability across area. This was 

relatively easy in the first instance because links of communication had already been 

established with the various departments and sites via the Community Spinal 

Service. Whilst the spinal schedule was well established and did not change, the 

pain schedule evolved quickly and continuously to meet demands of the various 

clinic types and locations. An example of the initial schedule can be seen in the 

appendix 7.  

Staff or patients were not offered any flexibility outside the core hours (9-5pm) 

initially as there were not enough staff in post to cover extended hours and there 

were so many types of appointments and classes it was hard to ensure all areas 

were covered. Once all staff were in post the schedule could be made more flexible.  

Staff Induction & Training  
 
Generic Trust Induction  
Induction and mandatory and statutory training were completed within the first two 

weeks of employment. Guidance was sought from the learning and development and 

Community Psychology and Physiotherapy teams, concerning specific professional 

training. Additional training was also booked for brand new staff to Berkshire 

Healthcare so they were able to access and use the IT patient record system.  

Specific Service Induction and Training  
 
The induction schedule for clinical staff can be found in the appendix 8.   
All staff were invited to attend an introductory day to understand the service, its 

conception, development to date, processes and pathways. It provided an early 

opportunity for the team to meet and get to know each other and discuss and agree 

on service developments. This was a well-attended day even from staff who had not 

yet officially been employed.     

 

Further induction included the following: 

- Induction with service manager 

- Time shadowing a Spinal ESP in clinic 
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- Time in the Secondary Care Pain Clinic shadowing the pain team, including 

MDT, ward round, Pain Management Programme, assessment and treatment 

sessions with the Psychology and Physiotherapist   

- Additional training  day provided by the secondary care Pain Team covering 

explain pain, comparative management techniques i.e. Acceptance and 

Commitment Therapy (ACT) versus Cognitive Behavioural Therapy (CBT) 

and medical intervention such as pain medications and invasive techniques 

such as injections 

- Time in relevant professional department seeing patients: MSK physio or 

Community Psychology service 

- Time for delegated service development work 

 

It was realised early on after recruitment that the majority of new staff were relatively 

inexperienced in the specialised field of pain management.  It was therefore agreed 

with the secondary care pain clinic, that each staff member would spend one day a 

week for a 3 month period working alongside them.  An honorary contract was set up 

so that in exchange for greater experience and teaching the community staff could 

treat the secondary care patients. This was a particularly good use of time for both 

trusts as it helped reduce secondary care pain clinic waiting times whilst the 

community pain service increased the number of referrals received.   

 

i. Consultant Mentoring 

Within the Community Spinal Service: consultant mentoring of the Extended Scope 

Physiotherapists has proved highly successful for all the stakeholders concerned.  It 

provides each specialist physiotherapist with dedicated time each week to discuss 

patient cases and their management, following MRI results, without the need for the 

patient to see the Consultant. It also provides clinical quality assurance to the 

commissioners and referring GPs, which ensures an efficient pathway that the GPs 

can trust. With time, ESPs have been able to list patients directly for orthopaedic 

interventions, such as epidurals and nerve root blocks, which have further reduced 

waiting times and unnecessary paperwork and appointments.  

Consultant mentoring of the pain team was integral to its success. The Pain 

Consultant from the Pain clinic in secondary care provided a day a week, fully 

integrated into the team at the IPASS base, for patient assessments, Multi-

disciplinary Team Assessments, pain medication reviews and contributing towards 

the Continuing Professional Development of the AHPs by means of mentoring, 

training and educating.  

The two mentoring contracts can be found in the appendix 9. The main difference 

between them is the amount of time provided each week. The spinal team generally 

require more frequent but shorter periods of mentoring because of  the higher 

volume of patients with acute presentations requiring discussion and early 
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intervention. Spinal mentoring is also contracted for 52 weeks of the year compared 

to 42 weeks for pain mentoring.  

 

f) Standard Operating Procedure (SOP) 

This pulls together a number of documents mentioned above into a clear outline of 

the service. It should hold all the important processes and information that are 

required for new staff induction and to later act as a reference point. We found it 

useful for all staff, but particularly for staff working away from the main administrative 

office where they may not be able to access first hand, face to face assistance. It is 

recognised that this needs updating and revising at regular intervals as the service 

progresses. The summary of contents includes: 

- Service Overview including service specifications and pathways 

- Team roles and contacts  

- Associate contacts, internal and external to the Trust 

- Clinic information  

- Class information 

- Clinic and class venue address and contacts 

- Triage process and responsibilities 

- Team meetings 

- IT access 

- Central drive (team information store) 

- Radiology protocols 

- Radiology and haematology referral processes 

- Clinic letters 

- Mentoring 

- Personal admin i.e. time sheets, annual leave and study leave requests, 

expenses 

  

g) Promotion & Communication of the New Service 

Approximately 3 months before the go live date, the new service was 

presented to all the GPs in the area at their regional study day. This provided 

a valuable platform to promote the new service, build on existing and form 

new relationships with referring GPs, to discuss what attributes were required 

to make a successful integrated pain and spinal service.  

A ‘Go live’ date was agreed with the steering Group and Communications 

were sent out via the Commissioning Transformation Team to all GPs entitled 

to refer their patients to the service. Postal communications were also sent 

directly from the Service to GP practices, which included the referral form, GP 

pathway, STarT back Tool and referral criteria. Internal Communications also 

informed other departments within the Community Trust of the new Service 

via a newsletter delivered to all employee mailboxes. 
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6. Service Implementation 

 

i. Building the IPASS Team 

It was important from the offset to build a team that would work well together and 

ensure clear lines of communication. A workshop was held to allow internally and 

externally recruited staff to meet, receive background information, commissioner’s 

requirements and discuss the initial plans for the service.  

Once the service went live and most staff had started, a training day was arranged 

with all IPASS staff and the acute staff. This was a combination of teambuilding and 

developing the detail into how the services should work together in a seamless way. 

This was at the time that the staff were shadowing their colleagues in the acute 

hospital. At this meeting the team agreed a shared vision and team plan, which 

aligned with the Service Specification, trust vision and goals. 

Regular team meetings were essential for updates and feedback on any relevant 

information and developments.  A priority list of service developments was drawn up 

and circulated. Some tasks were led by a sole clinician and fed back at the meeting 

and others were developed in a small working party. Everything was fed back to the 

group at the meetings chaired by the service manager with agendas and minutes 

recorded.    In the first couple of months these were weekly and then monthly as the 

intensity of the service design reduced  

The following priority list was drawn up by the new team prior to patients being seen 

in the service: 

- Agree triage method and process 

- Research and agree patient specific outcomes 

- Develop and agree method of recording patient notes and correspondence to 

referring GPs: face to face notes and letter dictation 

- Develop procedure for assessing patients at risk of harm to self or others  

- Draw up service evaluation questionnaire/s ready for patient use, including 

method of delivery and capture of data 

- Pain Management Programme content, structure and format (appendix 10) 

- Fibromyalgia Class content, structure and format (appendix 11) 

- Review of existing back classes  

- Develop and produce service posters for PR purposes to be distributed to GP 

surgeries and other Community Services (appendix 12) 

- Develop and produce patient information leaflets: service, appointments, 

classes (appendix 13) 

- Update service website 
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ii. Integrating the new pain team with the existing spine team 

Integrating the new pain team with the established spinal team has been a work in 

progress and has taken time. Having shared responsibilities, a common interest and 

deeper understanding of each other’s roles has been crucial.  Each clinician has 

spent time: 

- shadowed colleagues in their respective profession and speciality 

- worked with MSK staff to revise existing MSK back classes 

- triaged patients together  

- delivered and participated in training – in house and externally  

- attended regular team meetings to update on service developments and 

share successes and learning.   

A team building day facilitated and supported by the Community Learning and 

Development team has also helped to recognise and build on the team’s attributes. 

A good helping of social events outside of work has also cemented relationships.      

 

 

 

 

7. Outcomes 

A number of outcomes were agreed for both the commissioners and at service level: 

i. Commissioner savings following reduction in secondary care activity 

The success of IPASS pain is based on a number of factors including the reduction 

of secondary care appointments, day case surgery, reducing GP appointments etc . 

Due to constantly increasing referrals to secondary care the direct effect of IPASS 

are hard to prove in this gross way. Therefore, initially it was agreed to concentrate 

on the reduction of patients who have had multiple attendances within Pain 

Management, T&O, rheumatology and neurology in the Secondary Care Hospital.  

The overall saving for this outcome for 16/17 is £201,120 which equates to 979 

fewer appointments. This target has been achieved and it shows significant savings 

towards the full target and in the future the service is looking to prove further savings 

by tracking patients to understand the changes in patient journey and activity levels 

in primary and secondary care.   
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Activity data for patients attending multiple departments within secondary 

care including T&O, Rheumatology and Neurology    

 

 

  Financial savings relating to reduced multiple secondary care attendances:  
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Top 20 patients selected according to total number of OP attendances in all of 

the selected specialties (provided at least one was in Pain Management) 

 

 
 

 

 

ii.  Service Specific Outcomes 

These were agreed by the steering group during the development of the 

service specification.    
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Quality Performance  
Indicator 

Threshold Method of 
measurement 

Consequence 
of breach 

Report 
Due 

Service User Experience  

Monitors the  user 
experience of the service   

85% patients perceive 
their experience as 
good or excellent 

User survey – offered 
to patients at 
discharge. 

Remedial action 
plan and/or 
performance 
review 

Yearly. 

Monitor the referrer 
experience  

85% patients perceive 
their experience as 
good or excellent 

Referrer survey. Remedial action 
plan and/or 
performance 
review. 

Yearly. 

Improving Service Users & Carers Experience 

Responsive to patient and 
carer feedback. 

All Patients and 
carers receive 
feedback to their 
concerns or 
complaints  

Evidence of feedback 
of outcomes to 
patients/carers. 

Remedial action 
plan and/or 
performance 
review. 

Quarterl
y. 

Access 

The Provider offers patients 
a choice of appointment 
times. 

100% of patients 
offered a choice. 

User survey. Remedial 
action plan 
and/or 
performance 
review. 

Quarterly
. 

The Provider ensures that 
patients do not wait more 
that 30 minutes for their 
appointment. 

95% patients wait 30 
minutes or less. 

Audit   Annually 

Patients will be seen for an 
initial assessment within 6 
weeks 
 
 

90% of patients will 
seen within 6 weeks 
 
 
 

Audit  Six 
monthly 
for the 
first year 
and then 
annually 

Patients complete  their 
pathway in a timely fashion 

90% of patients 
receive definitive 
treatment within 18 
wks of referral 

Provider reports   Annually   

 
Outcomes 

The Provider responds 
positively to complaints from 
service users and referrers. 

N/A Provider activity report. Remedial action 
plan and/or 
performance 
review. 

Monthly
. 

Personalised Care Planning 

The service promotes self-
care by patients and good 
communication about care  
plans 
 

90% patients receive 
care management 
advice on discharge. 
 

User survey. Remedial action 
plan and/or 
performance 
review. 
 
 

Quarterl
y. 
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6.  Activity  
 

6.1 Indicative Activity Plan 

 
Monthly activity reports will be prepared by the Provider to the format specified by the Commissioner.  
This information will be kept on a database and audited as appropriate  
For each patient episode, the following shall be reported: 

 

 
 

Provider Patient Referral Treatment Outcome 

IPASS NHS Number 
Registered Practice 
Date of Birth 
Postcode 
House No. 

Date- time from 
referral to 
appointment 
Source 
Referrer 
Body Part  
First or Follow up 
(how many) 

Date 
Assessment / 
treatment / 
Back Class 
 
 
 
 
 

Seen/cancelled/ 
DNA 
discharged/ onward 
referral- give 
details/MRI scan 
 

 Performance Activity 

Activity 
Performance 
Indicators 
 

Threshold Method of 
measurement 

Consequence of 
breach 

Report Due 

Number of patients 
referred to IPASS 

4500  
Spinal 3000 referrals  
Pain 1500 referrals  
  
 

Accepted referrals Review of service to 
ascertain value for 
money & future 
funding 

 
 
At 6, 9 and 12 
months 
 

Number of patients 
seen and advised 
regarding self-
management and 
discharged 

Spinal 250 
 

Accepted referrals, 
attendances and 
discharges 

Review of service to 
ascertain value for 
money & future 
funding 

Quarterly 

Number of patients 
referred for MRI 
scan 

Spinal1500 
 

Onward referral 
information 

Review of service to 
ascertain value for 
money & future 
funding 

At 3,6, 9 and 12 
months 

Number of patients 
requiring referral to 
T&O or 
rheumatology 
Consultants 

Spinal 1200 
 

Onward referral and 
outcome 
information 

Review of service to 
ascertain value for 
money & future 
funding 

At 3, 6 and 9 
months to identify 
preferred choices 
and drop out rate for 
GP intervention. 

Performance 
Monitoring 

All quality indicators 
(e.g patient 
questionnaire, data 
submission etc) 
above are adhered 
to 

Submission of 
Governance and 
Patient Experience 
information  

Non payment of 
invoices 

Six monthly 
meetings  
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IPASS Activity Levels and waiting times 

Referrals  

The Pain arm started receiving referrals for the pain arm on 1st September 2015 and 

referrals quickly increased. The target of 125 pain referrals per month was based on 

the assumption that all referrals would go via IPASS with approximately one third 

being triaged on to secondary care Pain clinic.  However this did not happen and 

referrals were continuing to be sent directly to the acute provider and private 

providers under the choice agenda. The 250 spinal referrals per month  were all 

seen in clinic for assessment prior to the two services merging and being triaged in 

October 2016.  

 

Activity  
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Follow-up appointments within the spinal arm of IPASS are mainly via telephone 

consultation following case discussion at Consultant mentorship.   

 

Group classes were very hard to fill over the summer months and therefore there 

was an increase in individual appointments and less group sessions over the 

summer month.  

 

During the business case stage a plan was made for 83 patients a month to require 

an assessment. Of these, 13 would have a joint assessment, 52 would need either a 

physiotherapy or psychology assessment and 6 would have a multi-disciplinary 

assessment with the consultant. However, as the graph above shows, this did not 

happen. Joint assessments are requested at triage far more than expected and 

these provide the patient with immediate correct assessment and advice thus 

ensuring the correct patient pathway is achieved from the outset.  
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Discharge Outcomes 

 

 

 

i. Patient Specific Outcomes  

These were developed by the team once they were in post. After researching the 

evidence and investigation what other trusts and services were using six outcome 

measures were agreed by the team to use for all patients entering and exiting the 

pain arm of the service: two physiotherapy and four psychology. These were 

manually logged by the Psychology assistant who developed a spread sheet that 

enabled easy collation and comparison of the data into groups.     

 

 

Treatment 
complete  

41% 

Secondary Care- 
Pain  
36% Secondary Care 

Other  
3% 

 Physiotherapy   
1% 

 IPASS Spinal  
1% 

Unsuitable for 
treatment  

3% 
DNA / no 
response 

15% 

IPASS Pain Discharge Outcomes 2016  

Treatment 
complete  

17% 

Physiotherapy  
22% 

IPASS Pain  
12% 

DNA / No 
response 

8% 

Secondary 
Care -Pain  

1% 

Secondary Care 
- Ortho, Rheum 

40% 
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Patient Health Questionnaire (PHQ-9) 
a multipurpose tool to screen, diagnose, monitor and measure the severity of depression 

Generalised Anxiety Disorder  (GAD-7) 
a tool to screen and measure severity of generalised anxiety disorders 

Work & Social Adjustment Scale (W&SAS) 
a measure of impairment in function i.e day to day activities, work 

Flourishing Scale 
a measure of self-perceived success in important areas such as relationships, self-
esteem, purpose and optimism 

Pain Self-Efficacy (PSEQ) 
a tool to assess the confidence a patient with chronic pain has in performing activities 
whilst in pain 

Patient Specific Functioning Scale (PSFS) 
a tool to quantify activity limitation and measure functional outcome for patients with any 
MSK disorder 

 

Data was collected for the first quarter to feedback to the steering group and ensure 

the service was delivering on outcomes, and then reviewed at quarterly intervals.  

Outcomes for all patients in IPASS pain September 2015 to 

September 2016 

For the 3 outcomes below we would expect a decrease in score at the point of 

discharge to demonstrate that intervention has had some positive impact in these 

areas. 

 

 (Patient Health Questionnaire (PHQ-9), Generalised Anxiety Disorder  (GAD-7), 

Work & Social Adjustment Scale (W&SAS)  
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For the 3 outcomes below we would expect an increase in score at the point of 

discharge to demonstrate that intervention has had some positive impact in these 

areas. 

 

(Flourishing Scale (FS) Pain Self-Efficacy (PSEQ) Patient Specific Functioning Scale 

(PSFS) 

 

 

8. Service Evaluation 

Information was gathered three ways in the first six months: general service 

evaluation by means of an optional tablet or online survey, specific post Pain 

Management Programme feedback via a questionnaire at the end of the session and 

general feedback regarding patient’s wishes for future service development. We 

were able to use the information to amend class content, format and times, develop 

separate one off workshops for specific problems relating to pain management ie 

sleep and stress.  

Now the service is established, only the general service evaluation questionnaire 

continues regularly with monthly internal reports provided. Feedback has been over 

whelming positive. 168 patients in total have left feedback since the service was 

initiated in September 2015 and of these 89% said they would be extremely likely or 

likely to recommend the service to their friends and family and a further 90% rated 

the care they received as excellent or good.   
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9. Future plans post service Initiation 

Early patient feedback allowed us to plan for service development. In the first year 

the following were introduced 

- Guided self- help supported by a Psychology assistant following Psychology 

assessment  

- Workshops (appendix 14) now run for patients who have specific problems 

relating to pain or who cannot attend the full Pain Management Programme 

(PMP). These run in the three localities, alternating with the PMP and run by a 

Physiotherapist and Psychologist.  

- Topics include: 

o  Explain Pain 

o Movement and Mindfulness 

o Pacing and Planning 

o Relaxation and sleep 

o Stress and flare up Management 

- One point of entry where by all spinal and pain referrals coming into the 

service are triaged by the specialist clinicians.   

A revised pathway for referral and management of Fibromyalgia by GPs was made 

in April 2016 using the fibromyalgia screening questionnaire.  This allowed for 

patients to be managed in primary care and when needed they could be referred to 

IPASS for further management.  

The following have also been researched and are planned to roll out in year two: 

- Follow up clinics in the Community for patients who have received secondary 

care spinal invasive intervention  

- Online Pain Management Programme  

- On line patient mentoring support group: a pilot of a face to face patient 

mentoring group failed to be successful as not enough patients from across 

the trust could attend any one session on an on-going basis. An online 

mentoring support group is thought to make such a group more widely 

accessible.  

- Mindfulness groups. 

 

10. Successes, challenges and lessons learnt 

The project was a success because the three components of a successful project 

were in place: 

 Organisational commitment to the project at the highest level 

 Clinical leadership and involvement 
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 Good project management support, processes and resources (Incl finances)  

 

Stakeholder buy in was imperative to the project success and this was made 

possible through a combined commissioner/provider approach to developing a 

pathway that included representatives from the existing system i.e. secondary care 

Consultants, community service providers and GPs.  The stakeholder group worked 

well because everyone was committed to a clear objective and there were no 

challenges from vested interests. 

A major learning contributing to the success of the IPASS came from a previous 

Community MSK peripheral service which was set up in 2006 but decommissioned 

in 2013. The service was set up by the CCG without consultant or GP engagement 

and neither group committed to the project. Due to this the service was not able to 

refer for investigations or have consultant mentorship. Consequently, most GPs did 

not utilise the service well and continued to refer direct to secondary care 

consultants. Therefore during all stages of the development process for IPASS, there 

was Consultant and GP involvement. This resulted in all stakeholders being fully 

involved. 

 

Commissioning perspective:  

Communication and trust were the key to this project. There was good engagement 

at all stages in the process and this was essential to reassure stakeholders that their 

views were heard. The continuity of people from each of the stakeholder groups 

involved and trust built from these people working closely together throughout the 

process from beginning to present has played a major part in the services’ success. 

There was also the need to involve specific groups and so meetings were arranged 

with these separately, particularly those not directly involved in the steering group.  

Making time to engage with and up-date all those affected by the proposed changes 

was essential.  

In a time when resources are scarce in the Clinical Commissioning Groups (CCGs) 

the financial model had to deliver savings. Developing a robust business plan and 

financial model showed that extra investment in year one would lead to savings 

within two to three years.  

The governance arrangements for the development phase of the service were 

through the CCGs Planned Care Programme Board with the Project Manager and 

GP MSK Lead presenting monthly updates on progress.  

The Project Manager provided the data analysis that guided and supported the 

clinician led pathway and service development and ensured that agreed actions 

happened.  The CCG GP lead was important in ensuring that the CCG and GP 
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members understood and saw the value of the pathway and worked with the Project 

Manager to support the business case for the programme through the CCGs 

authorisation process as well as leading on communication to General Practice. 

The communication and launch of the service was important if GPs were to refer to it 

from the beginning. GPs can often be very sceptical of new services initially and 

therefore reluctant to change referral patterns.  A lot of attention was therefore given 

to continued updates to GPs through CCG locality meetings, development and 

communication of a dashboard to show GPs their uptake of the service (and 

corresponding changes in acute activity) and a launch at a CCG wide training event 

at which the IPASS team presented.  This was followed up with written and 

electronic communication, which was repeated over the first few months of the 

service.  GPs also had the opportunity to get in contact with the group regarding 

questions and comments.   

Trying to prove the financial viability of the model is an on-going challenge:  

Releasing raw data from the host Trust due to information governance is an issue.   

Measuring success would have been easier if outcomes at the commissioning level 

had been made clearer and more defined in the Business case.  

 

Secondary Care Consultant perspective: 

The group engaged widely with all stakeholders and inevitably there was some 

duplication of processes across providers.  This was addressed by reviewing the 

various pathways across providers and to have the agreement of not reinventing the 

wheel.  There was also the 5 Map of medicine pathways that were presented and 

used at different levels by providers.  There was little understanding of the various 

pathways used between different providers and that overlap existed.  During service 

development that all pathways were reviewed, merged and adapted into the 

integrated pathway of the IPASS. 

Being clinically led with commitment from a small group of stakeholders who 

engaged with the process to meet the aim and objectives of the service was key to 

the success of the project.  The focus was on the patient in the centre of all 

pathways that were developed.  

The challenge was to get buy in and commitment from all the stakeholders taking 

note that a review and plan had already taken place in 2013. There was some initial 

reluctance from some members to be involved in another project relating to the pain. 

With understanding and consensus of the common shared aim to improve the quality 

of service for patients, there was coming together of all members of the various 

teams. This allowed working in a collaborative way to make the project a success. 

 



Page 32 of 36 
 

Operational Community Service perspective: 

Once the service became operational we quickly realised we needed to tweak the 

staffing levels to match the demands of the patient group. See below for current 

levels :- 

Staffing Band Spinal 
wte 

Pain  
wte 

Total wte 

Physiotherapy - management  8a 0.57 0.5 1.07 

Psychology - management  8a 0 0.4 0.40 

Pain Consultant    0.2 0.20 

Spinal Consultant   0.1  0.10 

Psychologist  7  1.8 1.80 

Psychology Assistant  4 0 0.8 0.80 

Extended Scope 
Physiotherapist  

7 4.05 3.10 7.15 

Physiotherapy assistant  3 1.19 0 1.19 

Admin & Clerical Manager  5 1 0 1.00 

Admin & Clerical  3 3.52 2.8 6.32 

Total   10.43 9.6 19.03 

 

A significant challenge came after the initial recruitment of the team in the form of 

cover for periods of prolonged leave or during periods of vacancies. This was 

compounded by the very specialised roles required. Bank staff were employed and 

schedules were reorganised to ensure waiting times did not increase unnecessarily. 

Logistical difficulties remain when scheduling the large variety of clinics and classes 

across a large geographical patch with a relatively small team.  It relies on clinicians 

travelling to multiple sites and covering each other which has monetary and time 

implications.  It also relies on a competent administrative team to arrange and 

coordinate changing schedules.   

Retrospectively it would have been prudent to consider and plan more carefully the 

physical space required for the staff base and the clinic rooms/class venues in more 

detail during the planning stage. Staff have had to be flexible and adaptable, 

sometimes working remotely from other sites to do their administrative duties.  

Communication between stakeholders in the form of regular meetings and the on-

going steering group have proved invaluable in ensuring everyone is on board 

working towards a common goal. Building good relationships has led to quick 

resolution of queries and support from GPs at the ground level as well as from the 

Commissioning perspective.   
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Although overall successful, it has been on occasion a challenge to cover mentoring 

in times of Consultant leave or staff shortage. When regular timetabled mentoring 

does not occur it can cause a backlog of patients that require discussion and action.   

The service requires a lot of administrative process which has meant that admin 

staffing levels appear high. A review of processes and the admin pathways has 

ensured these are as efficient as possible. These will need to be reviewed as the 

service evolves.  

11. Conclusion 

The IPASS has been a successful service based on full and continued stakeholder 
engagement and involvement at all stages of its development including regular on-
going steering group meetings. Objectives have been met at both the commissioning 
and service level, with evidence provided for reduced multiple attendances to 
secondary care appointments with reduced associated costs, increased early access 
for patient appointments and excellent patient outcomes and service satisfaction.       
 
Following on from the British Society of Rheumatology’s award for ‘Best emerging 
practice (2016) it is believed that the information here within may provide guidance to 
other interested organisations wishing to address issues of care provision for 
patients with persistent pain in their local areas.    
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