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) . 4. Referral Indications for Specialty Pain Management
Management performed for new or worsening pain.
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mprovement (Ql) project to improve patient satisfaction with pain ey o | | record (EMR). Pain assessment taken by the RN was not consistently improve pain management or function. Specialties may include
management in the GI Oncology clinic. cute v chronic pai Clinic busy, patients Inpatint to oupatent transmitted to the MD or Advanced Practice Nurse (APN). Palliative Medicine, Physical medicine/rehabilitation, Psychiatry, and

with many needs

Substance Abuse counseling.

Treating psychological

Improvement Strategy: Updated EMR pain template to be In
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Problem: Patients living with GI cancer can experience pC o Patients with addiction alignment with NCCN guidelines& improved information flow between Current Performance: Members of the Gl Oncology clinic did not
significant amounts of pain that may affect their quality of B RN and MD/APN regarding pain assessment. have clear triggers for when to refer to specialty pain management,
ife. According to Press Ganeve survevs. in 2015. 14% of Patient use of pain scale Daic A < Taken: Pain Stated and Palliative Medicine reported receiving many consultations that
am.bulator %tien s cared foryat . Jer;es Gl Ohcolo Adjusting L.A. opioids Septembem,ma'" Ssessrzfu':wszg,;:"- ain >ta eFEbmaww” were outside of their scope of practice.

. y patients . 9y " J| Effect 2% Implementation Strategy: An interdisciplinary team of Oncologists,
Clinic rated their pain as poorly controlled. This led to a 6 management Palliative Medicine specialists, PMR specialists, and social workers
percentile ranking compared to peer institutions. | suboptimal met to discuss proper indications for specialty consultation. A

ey have e document was created and shared amongst various departments.
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Not detailed Insurance approval Limited interventional Pain Flowsheet @ RN Assessment Only
enough delays pain management
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| - | 2. Primary Team Pain Management controlled?"
Pain Accessibility/ Access to Specialty

Defl n | n th e Pr() b I em Assessment Availability Pain Management 100
g . e . NCCN Best Practice: Analgesic therapy done in conjunction with %0
Pros: Interdisciplinary & multidisciplinary process elicited

management of symptom clusters and [possibly involving] complex

Interventions completed

perspectives from primary O_ncolog_y pr_owders and Palliative team. pharmacologic therapies. = 70 -
Cons: Disagreement regarding which issues were true root C ¢ Perf W 4 MD 4 APNS to identi 3 60
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WeeKenas e Primary team pain management

. - - - » Family/caregiver education 3. Patient and Family/Caregiver Education :
Pros: We obtained direct feedback from our patients . Referral indications for Specialty Pain Management Take Home Point

Gancy. Diteot pationt infoniows are fme mtonsewe spent e o 1ottt Lo oenty anc impemen NCCN Best Practice: Need for patient and family/caregiver

two full days in the GI Onc clinic but few patients had complaints countermeasures to close the gaps between our current education should be assessed. Education should include written »  Specialty-specific national guidelines that include

Overall. we were unsure if we had a representative samole of practices and the desired standards. materials. recommendations for Palliative Care can be leveraged to create
. nt’ nolaint P P Pros: We obtained buy-in from our multidisciplinary group by consensus regarding best practices and direct QI initiatives to
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Current Performance: Patients and family/caregivers were not
routinely screened for education needs. Educational material was, in
some cases, out of date.
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