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Hong Kong Pain Society Ne

Dear Members, Colleagues and Friends,

It is my honour to take up the post of President of the Society again since | stepped
down in 2015. Thanks to our council members, | can see that our society has grown
stronger and stronger to become a unique local organization that is centered at provid-
ing continued education for multidisciplinary healthcare professionals with interest in
pain management.

This year has been quite chaotic for the society. With the COVID-19 pandemic, most of
the conventional face-to-face educational activities have been cancelled or postponed.
Nevertheless, we have managed to hold some of our activities in between waves of
pandemic, or via the online platform.

Next year we will be celebrating our 15th anniversary. We will continue to strive to
increase the awareness of pain among healthcare professionals and improve the care of
our patients suffering from pain. We will explore more modalities of learning opportunity
for our members

May | wish every one of you wisdom and courage to face our future challenges.

Dr Steven Weng
President
Hong Kong Pain Society
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Pain education in Hong Kong —

where we are now and the way forward

Dr Fiona Tsui
Supervisor of Trainee (Pain Medicine) and Associate Consultant

Department of Anaesthesia, Pamela Youde Nethersole Eastern Hospital Hong Kong

Persistent pain is becoming more common in our aging population, and is often accompanied by
disability when poorly managed. In 2013 the WHO's Global Burden of Disease study identified 4 pain
related disorders in their top 10 causes of years lived in disability (YLDs), with low back pain being top of
the list (neck pain at 4th, migraine at 6th and other MSK disorders at 10th), and this trend has remained
largely the same since then.1.2 (Figure 1) In Hong Kong, the prevalence of chronic pain has increased
from 10.8% in 1999 to 28.7% in 2013.3 The |IASP Global Year in Pain Education in 2018 highlighted a
significant gap between knowledge and practice in pain management.4 It is important for us as pain
educators to narrow this gap in order to reduce or even prevent pain related disability in our population.

Pain is everyone’s business

Pain is a common symptom of disorders of many body
systems. Almost all health professionals have come across a
patient with pain, but few would treat pain as a disorder itself.
While most pain will resolve with treatment of the underlying
disorder, there are some which will persist and become a
disorder of its own. Evidence suggested that many chronic
pain conditions could be prevented at early stages.5 Hence
non-pain specialists and health professionals may play a
huge part in mitigating the disease burden of pain, if they are
equipped with the knowledge and skills for early detection and
treatment of pain.

The International Association for Study of Pain (IASP) was
formed in 1974 by the University of Washington Professor
John J. Bonica, with a mission to bring together scientists,
clinicians, health-care providers, and policymakers to
stimulate and support the study of pain and to translate that
knowledge into improved pain relief worldwide. Since then the
IASP has become a global leadership in the field of pain
medicine. Being an |ASP Chapter, the Hong Kong Pain
Society has fostered the collaboration between different
health professionals to promote pain education and
knowledge to healthcare workers and the public.
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Figure 1. Treemap of leading causes of Years Lived with Disability (YLD),

Global Burden of Disease 2017.

Pain medicine as a medical specialty

In the 80’s of 20th centuary the world of western medicine
began to recognise persistent pain as a disorder of its own.
This had led to the establishment of pain medicine as a
speciality. Faculties, colleges, societies and advocacies have
been set up all around the world (e.g. Australia and New
Zealand, United Kingdom and United States etc).

The Hong Kong College of Anaesthesiologists established the
Diploma in Pain Management in 1999 and is well recognised
as a professional qualification for pain specialists for over a
decade. The College has made an advancement in 2012 and
bring forward the Fellowship of Pain Medicine. It is recognised
by the Hong Kong Academy of Medicine and allows its fellows
to register as a Specialist in Pain Medicine with the Medical
Council of Hong Kong. Trainees with at least 3 years of basic
training and passing the intermediate exam of their parent
specialty may enter a 24-month vocational training in pain
medicine, with a curriculum encompassing various aspects of
the bio-psycho-social model of pain. Since 2015 the college
has admitted 13 pain fellows via examination, and there are
new trainees and training centres joining our course. Our pain
fellowship is also gaining international recognition, with 2 of
our training centres accreditated by the Faculty of Pain
Medicine, Australia and New Zealand College of
Anaesthetists as Level 1 training centres in Hong Kong
(Kowloon East Pain Management Centre, Department of
Anaesthesia, Pain Medicine and Operating Service and Pain
Service of Department of Anaesthesia, Pamela Youde
Nethersole Eastern Hospital).

Pain education for healthcare workers

While patients with complex pain programs may require
specialist care, most patients with pain can be managed in
non-specialist settings. However, pain education had
remained scarce in most of our undergraduate education for
health professionals (see Table 1). The Essential Pain
Management Workshop (EPM) was introduced to Hong Kong
during the World Congress of Anaesthesiologists 2016 as a
basic pain education program for all health professionals. The
workshop adopts an interactive approach to equip
participants with essential pain management skills, via an
acronym called RAT (Recognise, Assess and Treat pain).
(Figure 2) During the workshop, participants from various
health disciplines (including doctors, nurses, clinical
psychologists, occupational therapists and physiotherapists
etc) gather and exchange ideas about multidisciplinary pain
management. The Pain Management Service Committee of
Hospital Authority has adopted and modified EPM into a
format suitable for our frontline healthcare workers, and we
have over 1200 staff underwent this workshop with very
positive feedbacks. (Figures 3 and 4) Globally, EPM has also
been implemented in undergraduate programs of medical,
nursing and other health disciplines (e.g. New Zealand,
Phillipines and United Kingdom).

Table 1. Show of hands on questions about pain education in undergraduate training
(data extrated from: Essential Pain Management Workshops, 2017 — 2020)
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Transending from multidisciplinary to interdisciplinary
pain management

Pain is a common problem to all health professionals, and
once it becomes persistent, it will require huge effort to reduce
disability and improve quality of life of those affected. In stead
of working on the parts related to their respective disciplines,
health professionals should start to adopt an interdisciplinary
approach by increasing our shared understandings in pain
management. The corner stone of this shared understanding
is pain education. It is hoped that pain education will be
available for all undergraduates and post-graduates of health
professionals, with EPM as an example and platform to
promote basic and essential pain education.
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Question

Yes No 4

. Fact Sheet 1. The gap between knowledge and

Do you recall receiving specific, formal undergraduate training in the
multidisciplinary management of pain?

24% | 76%

practice. |ASP Global Year for Excellence in Pain
Education.

Do you feel that your personal undergraduate training in pain management

was adequate?

hitps://www.iasp-pain.org/Global Year/PainEducation

10% | 90% 5. Fricton J. The need for preventing chronic pain:

the "big elephant in the room" of healthcare. Glob

Do you feel that undergraduates in all healthcare professions currently

receive adequate training in multidisciplinary management of pain?

10% | 90%

Adv Health Med. 2015 Jan;4(1):6-7. doi:
10.7453/gahmj.2014.075. PMID: 25694846;
PMCID: PMC4311557.
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Essential Pain Management

(EPM)

RECOGNIZE
s Ask and look

ASSESS
* Severity?
o Measura at rest
o Mezsure with movement
* Typa?
o Acute/ chronic
o Can:er { non-cancer
o Mociceptive / neuropzthic / mixed

s Other factors?

o Physical
o Psycholzgical

TREAT

* Nan-pharmacological treatments —
for both noci :’? and 1 thi

o Physical (e.g. rest, ice, mlevatior,
gi‘ymc‘.h:ra . massage)

a Psychological (s.o. reaszurance,
explanation, zounzelling)

* Pharmacological treatments
- nociceptive
o Consicer paracetamol, NSAIMs,
tramadel, codeine, morphine
o Use combinatiors [e.g. peracstamol,
MNSAIM, cpieid)
o Use IV norprine for acute, severe pain
¢ Pharmacological treatmeants
— neuropathic
o Consicer tramadol, tricyclic
antidcpressant le.g amitnptyling)
ar anticanyvulsant (& g gebapanting
REASSESS
* Repeat RAT
15 your reatmen !l worang?
* Arc cther treatmonts necdad?
wwiiessentisloainmanagement org

Figure 2. Bookmark for EPM Workshop
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Figure 4. Group discussion during

EPM HK workshop
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A report on

“4-day Workshop of
Cognitive Therapy
for People with Pain™

Ms. Flori LAM
Course Director,
4-day Workshop of Cognitive Therapy for People with Pain

Cognitive-Behavioural Therapy (CBT) was founded by Dr
Aaron Beck in 1960s. It is a well-established, systematic and
evidence-based psychotherapy which is extensively used in
clinical settings for people with various mental health
problems, and in non-clinical situations like general physical
well-beings, schools, occupational distress. The applications
can be in the format of individual, couple, family and group
therapy. This approach applies what is known as Socratic
dialogue, in which the questioner explores the implications
of the opinions and statements of the other person, in order
to stimulate rational thinking and insight. Evidenced-based
cognitive-behavioral interventions, capably applied, can
help to fight chronic pain. The treatment focuses specifically
on helping patients to understand that it is important to
optimize self-management strategies by restructuring
dysfunctional thoughts, while they continue to look for a
diagnosis and the right medical treatment. Guiding patients
to focus on what they can do and to view the world in an
understanding way as early on as possible will facilitate
recovery and rehabilitation.

Chronic pain is associated with negative impacts across an
array of physical and psychosocial domains, including
physical functioning, sleep, mood, emotions, cognition,
work, and relationships. It is a major cause of disability,
financial loss, social withdrawal, and isolation. Depression,
anxiety, posttraumatic stress disorder, and other
psychological disorders commonly co-occur with chronic
pain. For people with chronic pain, their thoughts are often
automatic but not necessarily clear in the immediate
consciousness, and have an intense impact on both
short-term reactions and long-term adjustment about pain.
In the course, participants learnt to identify chronic pain
people’s maladaptive pain beliefs and the Cognitive model
of Pain, the basic knowledge of assessment and case
formulation.

Cognitive-Behavioural Therapy (CBT) was founded by Dr
Aaron Beck in 1960s. It is a well-established, systematic and
evidence-based psychotherapy which is extensively used in
clinical settings for people with various mental health
problems, and in non-clinical situations like general physical
well-beings, schools, occupational distress. The applications
can be in the format of individual, couple, family and group
therapy. This approach applies what is known as Socratic
dialogue, in which the questioner explores the implications
of the opinions and statements of the other person, in order
to stimulate rational thinking and insight. Evidenced-based
cognitive-behavioral interventions, capably applied, can
help to fight chronic pain. The treatment focuses specifically
on helping patients to understand that it is important to
optimize self-management strategies by restructuring
dysfunctional thoughts, while they continue to look for a
diagnosis and the right medical treatment. Guiding patients
to focus on what they can do and to view the world in an
understanding way as early on as possible will facilitate
recovery and rehabilitation.

The Hong Keng Pain Society (HKPS) co-organized with the
Department of Anasethesiology & OT Services, Kwong Wah
Hospital and Yang Memorial Methodist Social Service to
hold a “4-day Workshop of Cognitive Therapy for People
with Pain” to train participants in the basic concepts of CBT
and its application in pain management. One of objectives of
the HKPS is to promote training and continued education.
So we partially sponsored around 30 healthcare
professionals to attend this course to equip them in treating
chronic pain conditions. Due to COVID-19 Pandemic, the
course was held by classroom as well as on a virtual basis
from June to September 2020. The feedback was very
positively and participants reported that it was very helpful
not only for their clinical practice but also to their social life.
Besides, some responses reported that if the course could
be extended to cover the concept and handling of patient
core belief. Another comment stated that the zoom
arrangement was surprisingly good. All replies positively
motivated us to consider holding the certificate course in
Cognitive Therapy model in future.

Improved patient care remains the most important aspect for
the pain care team because the integration of pain
management strategies into their daily lives that will give
them the optimal results. Best pain care involves a
comprehensive biopsychosocial approach and includes
psychosocial and proactive self-management modalities. As
a healthcare provider, we play a critically important role in
helping to shift patients’ perception away from a biomedical
perspective about their chronic pain treatment. We educate
them about the cognitive mode in changing the pain
experience and coping pain properly. We validate their pain
experience, provide education, and empower them with their
resources to reduce their suffering. Future directions may
include the broad integration of free or low cost resources
into health care, including;

e Essential pain management for health professionals
e Education for patients and providers on pain care
e Hong Kong Pain Foundation

Finally, better training in pain is needed on all levels. To meet
the increasing public needs and demands to prevent chronic
pain, more similar training programmes should be
developed. With better understanding about the definition of
pain, educational policy, and scientific research efforts, the
prevention and treatment of pain and suffering can be more
effectively targeted.




Mindfulness practice is now being widely accepted as a clinical intervention to help
the patients, professionals, or the general public handle physical and emotional
distress. Apart from the most commonly promoted mindfulness-based interventions,
namely, Mindfulness-Based Stress Reduction (MBSR) and Mindfulness-Based
Cognitive Therapy (MBCT), a wide variety of mindfulness-based therapeutic protocols
are now welcome by healthcare teams to enrich their resources in helping patients’ in
the clinical settings.

The featuring of the Jon Kabat Zinn in the documentary “Healing from Within” captured
his aspiration started in the late '70s in helping patients who suffered deeply, both
physically and emotionally. The distressful physical condition had eroded the patients’
sense of hope. Kabat Zinn's MBSR groups offered in the hospital became a turning
point to instill hope for patients. Since then, numerous research studies in the past 40
years shows promising results for mindfulness practice in helping patients who
suffered from chronic pain and other physical and emotional conditions.

While mindfulness practice is getting popular as an intervention,
contemplating “why it helps?” is vital for future development. The
positive outcomes are usually being ascribed scientifically as an
indicator of the mind-body connection. Nevertheless, the quality of
presence demonstrated by the mindfulness teacher is sometimes
overlooked. Started from Kabat Zinn's story, the quality of
presence and compassionate care received by the patients in
his group was indeed one of the essential components of the
healing atmosphere in his MBSR group. Patients’ physical
and emotional pain was felt, witnessed, understood, and
embraced in the group environment. The capacity to be able

to sit with the pain was enhanced.

Mindfulness practice:
feeling,
withessing,
understanding,

In traditional medical practice, the primary goal points towards
fixing the pain rather than “being present” with the pain. The
humanistic value of being able to be present with the patients

and the pain they are going through are usually forgotten. Any

attempt to put it into practice seems like a test of mental and

emotional stability among the professionals, especially in a highly
stressful working environment with critical time pressure.

embracing the pain

Dr Venus P. Y. WONG

Lecturer and Acting Program Director —
Master of Social Sciences (Behavioral Health)
The University of Hong Kong.

In recent years, mindfulness practice is gaining its popularity among
medical teams. Apart from being promoted as the skills for stress
management, its impact to cultivate clarity and compassion in medical practice is
being recognized. Such training guides the medical profession to acknowledge
frustration, uncertainties, and grief as typical medical care components. Through the
formal meditation training, appreciative inquiry, and the narrative exercises,
practitioners are reminded of the importance of self-care for the individual and
relational care for their fellow team members. These factors become the building
blocks for a caring atmosphere in the medical practice environment.

Mindful Practice® for healthcare professional training is currently offered by the Centre
on Behavioral Health, The University of Hong Kong. Registration is now open for the
Nov 2020 and Jan 2021 training groups. The project is sponsored by The D. H. Chen
Foundation and offered for free.

For more information, please visit:
https:/iwww.cbh.hku.hk/4-day-mindfulness-training-extra

The 2021 Combined Spring Meeting
of the Faculty of Pain Medicine and the
Hong Kong College of Anacsthesiologists

Moving with pain

15-17 October 2021 | Millennium hotel | Queenstown, New Zealand

The Faculty of Pain Medicine, ANZCA, and the Hong Kong
College of Anaesthesiologists organising committee are
excited to announce that the Combined Spring Meeting
will now take place in October 2021 in Queenstown, New
Zealand. The theme will be *Moving with pain”.

This meeting will take place across three days, 15-17
Qctober 2021 with a range of workshops, sessions, and
social events. The meeting will be run in a hybrid format,
allowing for those restricted from travel to participate and
continue their professional development from any location.

The Combined Spring Meeting will welcome speakers from
across Australia, New Zealand, Hong Kong, the UK and
Taiwan. They will bring their experiences to the meeting to
provide a uniguely international perspective where the east
meets west.

Professor Paul Cameron, our international keynote speaker

from the United Kingdom, will be presenting on barriers
to moving with pain, pain advocacy and pain moving

#painCSM21

through the ages. He will be joined by experts sharing their
knowledge on a variety of topics focusing on how to get
people moving including sports medicine, regenerative
medicine, nutrition, and the gut microbiome. We will also
have a range of experts discussing the alternative and
complementary treatments of tai chi, yoga and acupuncture.

The international speaker representation will provide
opportunity for a panel discussion on the pros and cons of
the differing national pain strategies.

Visit the ANZCA website for more information. Details
regarding the program, speakers and registration will be
made available over the coming months so stay tuned!
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Announcements

1. Annual Scientific Meeting cum Annual General Meeting of HKPS (Virtual webinar)
Date: 7th Nov 2020
Registration link:
https://cuhk.zoom.us/webinar/register/\WWN_exHGkOWqSg-TGg07hbw7sw
2. Promotion:
Pain Association of Singapore - Annual Scientific Meeting (Virtual meeting)
Date: 27th Mar 2021
Registration link:
https://www.pain-asm.com/registration

HKPS Council 2019-2021:
President:

Dr. WONG Ho Shan, Steven

Vice President:

Dr. HUI Kit Man, Grace

Hon Secretary:

Dr. LEUNG Wing Yan, Doris

Hon Treasurer:

Ms. LAM Chi Wing, Flori

i HKPS membership:

Benefits:
= Discounted price on conferences and meetings

¢ Conference grant
= Regular newsletter

Lifetime membership with single payments $3000
Regular membership with annual renewal $300

Please click on:
www.hkpainsociety.org/memberships.htm

Council members:
Dr. KWOK 0i Ling, Annie
Dr. LAW Sheung Wai

Dr. LI Ching Fan, Carina
Dr. LEUNG Carmen

Dr. LEUNG Siu Man, Simon
Ms. MA Wai Ling, Eva

Dr. POON Sau Kwan, Connie
Dr. SUN Tin Fung, David

Dr. TSANG Man Han, Sharon

for details and membership form.

Newsletter Editorial Committee
(2020)

Editor:

Dr. CHENG Wai Hui, Christina
Treasurer:
Dr. CHAN Chi Wing, Timmy
Ms. FOK Yan Yan

Ms. LAM Flori

Mr. LEUNG Kenneth

Dr. LEUNG Wing Yan, Doris
Ms. NG Terry

Dr. WONG Chung Hin, Willy
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The First and Only Injectable COXIB
Indicated for the Short-term

Treatment of Postoperative Pain'?
+ Same dose for IV or IM administration?
+ Can be used with opioid analgesics?

Fast Acting
* Dynastat 40 mg IV relieves pain as soon as 7 mins*
= after total abdominal hysterectomy or
myomectomy

Long Lasting

* Dynastat 40 mg IM provides sustained pain relief up
to 12 hrs*

= after gynecologic surgery

Opioid Sparing
+ Dynastat 40 mg reduces postoperative morphine
consumption

= after open prostatectomy®, Gl laparotomy® or
orthopedic surgery’

Promising Safety Profile

+ Gl-related AEs comparable with placebo®

* No significant effect on arachidonate-induced
platelet aggregation®

*Medan onsat ime, ranged fram 3-13 mins

AEs: Adverse events; COXIB: Selective 2 inhibitor; il M= W I
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Paracelamol B. Braun

Reliable and
Effeclive Pain Relief for

Poslsurgical and
ICU Palients

)
O >2x more likely to reduce fever versus placebo'

Significantly reduces opioid consumption?

Paracelamol

/ e
Similar safety profile to placebo® —

Patients were >2x as likely as those receiving
placebo to report ‘Excellent’ satisfaction rating*

Recommended by ASA and ERAS Society
guidelines for use in postoperative patients®
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Paracetamol

Paracetamol B. Braun is licensed for the treatment of pain or fever when
IV administration is clinically justified” or other routes of administration
are nol possible’
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ar hyperthermiz and/or when othor reates of adnin strat on are net pezsible. Desage and administration: The dose to oe admin stered oad the boitle size to be uzed depend cxclusively on the pations weighl.
S0 enl boutle fresivivled lo boddleis and chndren weigting > 10kg o £ 35 kg 15 mufky 1.5 nLayl per admacisbial un, max daily dose 60 nog/dky lnol sxceeding 29l 106 mL bollie resloicted to adolts, edotes coms
and children wesghing = 32 kgl: 15 mgf«g (1.3 motke| per acministration far pat anis = 33 ke to « 30 kg, max daily dosz 80 mg/«3 [nat exceeding 3g): 1 g (100 L) par adrmimistratior for patien:s » 5L 4g wil ne
zdditionz. risk fzctors fo- hepatotox zily, max daily case § g, | g |00 mlLl per admiristral on for aztiznts = 50 ke with additionzl risk faztars for qepatotaxicity, mmax daily dose T 3. The rrax daily dose should be
adjusted ascardingly takirg the administration of athar paracetame -comtainir g products irto ascount. Mo more than 4 doses to be given in 24 haurs. Administration: The saracetame. soluticn is ad mir stered
as a 185 minute IV infusion. The mir mim interval hetwern eachadministratinn must b2 at [2ast £ hoirs, and 77 least & Rours in patients with severe reral irsufficiency. The prodact cen be eiluted ina @ mg/ml
0.9%] sod une chloride solulion or 50 negdml [5%] glucese selulic or @ corbirativ of bull soluors up Lo one lerth lone volun e Farecetamol B, 3raun inle nive volunes cilusall. In Lhis cass, use e dilued

!

)

solution with nthe hour tollowing its orzparat on lintasior e peluded’, Foo single uesz orly. Conptraindication: = dypersensit o ty 1o par arwl, propacetamol hydrochlor de (prodrug of paracetamel] or - 2
10 any of the excipiets Marnital, Sodium ¢ trate dihyd-ate, Acet c acid glacial and Water for injections|. » Casss of severs heaatocellular irsuifficiency. Special precautions: sk of med catica errars due to 8
confusion setwezn mg and mL. “rolorged or frequent use is ciscouraged. May require dose acjust mert if other medicines administerad centain either pa-acetamol or aropacetamel. Doses higher than those
cecommended entzil the risk nf very 22r aus ver damace Use wth 2autinn nocases of- « Hepatesallular insufficiency  Severe renz inzifiiciersy [Creativine cleararss £ 30 mL/minl » Chrarie alechal sm &
» Chronic matratrition L.ow reserves of hepatic clutath one! » Dehydration » Ganelically coused 3-6-PD deficicney [haemolylic anaemia possibtzl. Contains less than 1 mmol sodivm 123 mg) per contziner fe: &
assenlially sudiur-lree’. Interactions: Probenecid Sal cyanide. Sneymre-indueing subslances, Dral aaliceagulants, wher parscelamu. is dosed 4 g per day for 2 4 doys. Adverse reaclions: Freguene: Adverse E
reactiors at inject an site painard bu-r ng seasal on). Rare: Malaise, ircreased levels of vepatic t-ansaminases, hypetens on. Very rare. Tarombocytopenia, leuccaeniz, nevtrapenia, hypersensitivity reaction, T

s2rous skin reactions. Freguency not known, “ruritus, erythemz, flushirg, 1achycardia. Presentation: S0 m- bottle contzinirg 500 mg saracetamc., 100 m- bottle zontainirg * 0C) mg paracetarral.

Reer Lo ‘ull packeying leallel Tor vonplelz in‘vrmalion, Rel: C£/2019 Flease refer to full prescribing information before p_resr.rihinn.

B. Braun Medical (H.K.] Ltd. = o Bl BRAUN

Unit Mes. 13 18 Le'.rej 35 Tower1 Mulenmum Citw 1, No 388 Kwun Teng Road, Kwan Tcmg ang'Kong
: SHARING EXPERTISE
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