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Background 

The National Emergency Laparotomy Audit (NELA) aims to improve the quality of 

perioperative care to those undergoing emergency abdominal surgery. Within our 

center, we have collected additional data via the NELA system regarding 

perioperative pain management since July 2016.   A review of this data found that 

patients with known chronic pain had an average of 5.0 episodes of severe pain in 

the first 24 hours whereas, those who did not have documentation of chronic pain 

has only 0.9 episodes. 

 

Aim and Objectives  

The aim was to identify reasons for the increased number of severe pain episodes in 

chronic pain patients in the first 24 hours after emergency abdominal surgery. 

 

Methods 

Our review of the NELA dataset identified 22 patients with chronic pain. Of these, 7 

sets of notes where randomly selected to be reviewed.  Further analysis of 

preoperative medication, intraoperative and post-operative analgesia was performed. 

This included a calculation of the oral morphine equivalent (OME) required within the 

first 24 hours and as a percentage of their normal intake. We also reviewed the 

medications prescribed for discharge as well as the discharge letters’ description for 

ongoing analgesia management. 

 

Main results 

We reviewed a random selection of 7 patient notes for analysis. All of these patients 

were taking a strong opioid. The perioperative pain management technique varied 

and can be seen in Table 1. 
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Patient 1 2 3 4 5 6 7 
Chronic Abdominal Pain? No Yes Yes No No Yes No 

OME (mg/day) 300 120 224 150 60 69 260 

Anaesthetist Grade Cons Cons Cons Cons ST6 Cons Cons 

Intra Operatively 
Fentanyl mcg 150 100 100 100 100 100 100 

Morphine mg 10 15 20 20 10 7 20 

Remifentanil No No No Yes No No No 
Paracetamol 1g No Yes Yes No No No Yes 

Ketamine mg/kg No No 0.2 No No 0.3 No 

Clonidine mcg/kg  No No No 1.5 No No 1.1 

Morphine PCA Yes Yes Yes Yes Yes Yes Yes 
End of surgery Naloxone     80mg   

PCA dose mg 
Background mg/hr 

1 
No 

1 
No 

1 
1 

2 
1 

1 
No 

1 
No 

2 
No 

Rectus Shealth Catheter Yes No Yes Yes No No Yes 

TAP Block  No Yes No No Yes No No 

Recovery 

Paracetamol 1g NA NA NA Yes No No NA 
Ketamine mg/kg NA No No 0.8 No No No 

Post-operative Morphine 

24 hour IV morphine mg * 120 108 132 32 63 150 

Usual opioid given No No No No No No Yes 

OME 24 hours NA 405 384 456 126 210 670 

As % of Normal NA 337.5 320 304 210 304 258 

Table 1. Perioperative pain management and opioid calculation 

 

Patient 1 was transferred to intensive care intubated and ventilated for the first 15.5 

hours post operatively. This patient therefore, could not have an accurate first 24 

hour post-operative opioid consumption calculated.  All the other patients were 

transferred to recovery and then to high dependency care. All patients were 

discharge on the same or increased opioid doses and other analgesic medications.  

No discharge letter had a plan outlining ongoing pain management and stepdown of 

opioids. 

 

Conclusions 

It is not surprising that those patients taking less opioids pre-operatively required 

less opioid post-operatively than the patients on higher doses.  The anaesthetic 

technique varied widely. Although all patients received a form of regional technique, 

no patient had a full multimodal analgesic regime prescribed.  Patients with complex 

chronic pain should have a multimodal approach to their perioperative pain 

management.  This will improve pain scores and reduce the amount of opioid 

required post-operatively. Additionally, discharge documentation should make clear 

changes that have been made to medications, particularly controlled drugs with an 

appropriate tapering plan to facilitate ongoing primary care management. 
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