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TPS

CASE 

REPORT

(Weinrib et al., 2017)

Referral from APS to TPS.  

Male in his 50s, several weeks post-surgery and taking 460 
mg morphine equivalent dose (MED). Severe pain 
(mostly chronic, not post-surgical).

Patient had undergone laparotomy subsequent to 
duodenal bleed, likely due to long term overuse of over-
the-counter NSAIDs

History of chronic pain (fibromyalgia)

History of alcohol, benzodiazepine, and nicotine 
dependence



Pain Medicine 
(Anesthesia): 

Gabapentin 600 mg TID, 
guided opioid weaning

Physiotherapy: 

Declined at TPS (had a 
physiotherapist)

Psychology: 

Acceptance and 
Commitment Therapy, 
Mindfulness Meditation

Eventually… transition to 
buprenorphine/naloxone

TPS

CASE 

REPORT

(Weinrib et al., 2017)



What is the Transitional Pain Service?

 Early intervention by pain specialists

 Targeted to patients at risk of persistent pain AND/OR long-

term, high-dose opioid use

 Multi-disciplinary care from the beginning: pain medicine, 

physiotherapy, psychology

 For our TPS, procedures include: surgical oncology, multi-

organ transplantation, vascular, cardiac

 Treating complex patients who would otherwise fall through 

the cracks in our medical system



Katz , Weinrib, et al. J Pain Res 2015:8;695-702

Dr. Joel Katz



Preop
Acute 
Postop PostOp

Goal transition to 
primary care 6 weeks 

to 6 months after 
discharge

• Intense pain
• High opioid use
• Emotional distress
• Need ongoing 

pain management

• Chronic pain
• Opioid use
• Mental health 

concerns

The mission of TPS is the treatment of 
patients who are at risk for transitioning 
from acute to chronic postsurgical pain.



Chronic Neuropathic 
Pain Guidelines 
(Canada)

(Moulin, Boulanger, Clark, 

Clarke, Dao, Finley et al., 2014)



The Challenge of the Transitional Pain 

Service is its Scope

Pre-Surgical Acute Transitional Persistent 

(6 months)



TRANSITIONAL PAIN SERVICE: 
Lessons Learned



LESSON 1: Expect Complexity.



We are selecting for complexity.

Medical 
Complexity

Rare diagnoses and surgeries 

Multiple comorbidities

Acute on chronic pain

Neuropathic pain

ICU/Palliative

Psychological 
Complexity 

Elevated distress

Pain catastrophizing

History of chemical coping

History of substance use

Untreated trauma

History of self-harm

Personality disorder



Spotlight on Borderline Personality Disorder

“I don’t treat borderline personality disorder.”

• Marked emotional dysregulation

• More difficulty with pain and opioids

• Longer hospital stays

• Interpersonal conflict

• Self-harm and suicidal behavior

We all treat borderline personality disorder.



What is Borderline Personality Disorder? 
(HiTOP Model, Kotov et al., 2017)



One third of patients seeking treatment for chronic pain have 
borderline personality disorder (Sansone & Sansone, 2012).



Why do we see so much BPD in acute, 

transitional, and chronic pain?



LESSON 2: We can help.



(Not randomized.  n = 252 pain medicine only; n = 91 meds plus ACT.)



Opioid Weaning
(Azam, Weinrib, et al., Canadian Journal of Pain, 2017)

@actnorth



Pain Interference
(Azam, Weinrib, et al., Canadian Journal of Pain, 2017)

@actnorth



Depression
(Azam, Weinrib, et al., Canadian Journal of Pain, 2017)

@actnorth



LESSON 3: There is a need for expertise 

in de-prescribing opioids.



Our data suggests that our complex patients may leave the 
hospital on 3x the opioid they started on before surgery – if they 
don’t see TPS.

-Dr. Hance Clarke, Medical Lead for TPS



An Evolving Mission:

Addressing the Opioid Use “Gray Zone”
(Ballantyne, 2013)



Compassionate 

Care That 
Addresses the 

Opioid Crisis in 

Hospital

“As challenging as this crisis may appear, we can 

overcome the opioid epidemic… if we remember that, 

in the battle against addiction, compassion is our most 

powerful weapon. It’s what allows us to stop judging 

and start helping.”

-Dr. Vivek Murthy, U.S. Surgeon General 



What is 

the scope 

of TPS?

Every opioid problem in the hospital?

Every pain problem in this hospital?

Need to have clear criteria that work for 
your team, communicate your criteria and 
set boundaries.



COMMON QUESTIONS



“We don’t 

have the 

money.” 

No one does!

• Start small

• Pick a priority

• Trainees

• Technology

• Stepped care models

How to stretch a dollar?



Who 

should we 

target?

Medical Risk Factors: High risk surgeries, pre-surgical 
pain/opioid use, high intensity pain/neuropathic 
indicators after surgery

Psychological Risk Factors: pain catastrophizing, 
depression, anxiety, trauma, substance use 
(including daily long-term benzodiazepines), 
borderline personality

Or… everyone? My bet is that holistic and timely 
intervention is cost-effective at a systems level.



What measures should we use? 

 There is no right answer.  Here are some suggestions:

 Pain Catastrophizing Scale (PCS-13)

 Depression(PHQ-9)

 Anxiety (GAD-7)

 Is the patient currently taking an SSRI/benzo?

 Trauma (PCL-5)

 Borderline Symptoms (BSL-23)



How many 
sessions of 
psychological 
treatment are 
needed?

We don’t know!

Let’s experiment.



When it 
comes to the 

Transitional 
Pain Service 

model, there 
is much 

exploration 
still to be 

done. 


