50 Years On
The History of the Oxford Pain Relief Unit 1970 – 2020
This year is the 50th anniversary of the Pain Service in Oxford. It was set up by
Dr John Lloyd who was a world class leader in the management of pain. He
developed the Oxford Pain Relief Unit, one of the first of its kind in the NHS.

Early Life
John Lloyd (1923 -1999) was born in London and grew up in Carmarthenshire,
South Wales, where his father was a General Practitioner in Llandeilo. He
trained as a doctor, like his father and grandfather, at The London Hospital
Medical School, qualifying in 1946. He worked in The London Hospital and
Hackney Hospital before joining the Royal Air Force in 1951. He became a
squadron leader and spent time in charge of medical services in Cyprus and
then was transferred to the Canadian Air Force from 1954 until 1956.

Anaesthetic Career
When he left the RAF John decided to specialise in anaesthetics so began his
training in Morriston Hospital, Swansea. In 1959 he moved to the Radcliffe
Infirmary (RI) in Oxford to continue his training. In 1965 he was appointed as a
consultant anaesthetist at the Nuffield Department of Anaesthetics in Oxford,
specialising in heart and chest surgery. He also developed and led the new
Intensive Care Unit (ICU) at the RI, and he started to become interested in pain
management.
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The Management of Chest Injuries
Around this time, the A34 was being extended with the Oxford Ring Road
completed in 1962. The faster traffic speeds led to more car accidents and
more serious injuries. Cars at that time did not need to have seatbelts fitted,
and wearing a seatbelt only became law in 1983. This caused many patients to
suffer chest injuries and fractured ribs as they were thrown forwards onto the
steering wheel. The pain of the fractured ribs meant that patients couldn’t
breathe or cough properly, so they often developed chest infections. If their
oxygen levels dropped dangerously low, patients were admitted to the small
ICU for artificial ventilation, where their breathing was taken over by a
machine until their chest infection got better. John Lloyd realised that if he
could treat the pain better, patients might be able to breathe more easily and
be less likely to develop a chest infection. Together with other anaesthetic and
emergency department doctors he wrote an important article on how to
notice and treat chest injuries [ref 2].
He started to use epidural analgesia for these patients. After an injection into
the patient’s back, local anaesthetic was given to numb the painful nerves and
reduce the pain. This was a brand-new use of epidurals and turned out to be a
very successful treatment for severe chest injuries. Patients were now
comfortable and could breathe more easily, so were less likely to develop a
chest infection.
John said he “became interested in the trauma side of things because… [he]
was much more interested in the people than actually putting them to sleep.”
His idea is still important today where we use local anaesthetic blocks and
other pain medicine to keep patients comfortable and able to cough.
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Interest in Intractable (Chronic) Pain
Dr Lloyd had become interested in helping patients in hospital with acute pain
– short-lived pain after surgery or trauma. His next project was to start helping
patients with chronic (long-term) pain, or intractable pain as it was called at
the time. Chronic pain is pain that can last for months or years and is due to a
damaged pain system. Until then there was not much available to help
patients living with long-term pain, such as backache, headache, abdominal
pain, neuralgia (nerve pain) or phantom limb pain.

John Lloyd at work at Abingdon Hospital
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Establishment of the Pain Relief Unit
Dr Lloyd joined Dr (later Professor) Ritchie Russell who had set up a pain clinic
at the Churchill Hospital. Over time, John took over the running of the clinic.
As people heard of Dr Lloyd’s interest in pain, more doctors started sending
their patients to the pain clinic, creating long waiting lists. John realised that
he needed to expand the service.
He was lucky to have the support of Dr Oddie, the planning officer of the
Oxford Regional Hospital Board, who understood how important a bigger and
better pain service would be. In 1970, John was allowed to use 8 inpatient
beds in Abingdon Hospital. He called it the Oxford Regional Pain Relief Unit
(PRU). It was the first pain service in the UK to see patients as outpatients (in
clinic) and then admit them as inpatients (to stay overnight or longer) for more
tests and treatments.

The Oxford Regional Pain Relief Unit at Abingdon Hospital in 1972

Under Dr Lloyd’s care, the Pain Unit became busier and more patients were
seen every year (see graph below of 1970 – 1977), reaching 2289 outpatients
and 726 admissions by 1989. The unit was supported by Christine Mattock, the
ward sister, and Aprille Cornell, John’s secretary.
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Number of inpatients and outpatients seen at Pain Relief Unit 1970-1977

The unit was unusual at the time. John said, in a 1980 article in the British
Medical Journal: “Unfortunately, pain relief units are not yet commonplace,
though such units attached to every teaching hospital authority might add
much to the management of these patients” [Ref 30].

A Multi-Disciplinary Approach
Dr Lloyd put together a team of people from different medical specialities to
set up a multidisciplinary chronic pain service that became internationally
famous. Anaesthetists, radiotherapists, oncologists, neurosurgeons, physicians
and psychiatrists all joined his ward rounds to help decide what was best for
patients.
As well as helping patient care, the mix of experts became a Research Unit to
investigate ways of improving pain relief. The research team included pain
consultants, a University Reader, a biochemist, a control engineer, research
nurses, and laboratory staff, together with input from neuroscience, oncology,
orthopaedics, anaesthetics, intensive care, obstetrics and gynaecology.
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Pain Relief Unit Team at Abingdon Hospital 1988
Back row:
Dr Henry McQuay (anaesthetics and pain), Dr Jane Porter (anaesthetics), Dr Jill White (anaesthetics), Dr Peter
Evans (research fellow), Dr Mike O’Connor (pain trainee), Dr Jack Cherry (GP Abingdon), Dr P Stow (pain
trainee)
Front row:
Mr Chris Adams (neurosurgery), Dr Jane Watson (anaesthetics), Dr John Lloyd, Dr Chris Glynn (anaesthetics),
Dr Keith Durrant (radiotherapy), Mr David Barnard (maxillofacial surgeon), Dr Geoffrey Hanks (palliative care)
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Innovation
Dr Lloyd was able to look beyond the usual ways of providing pain relief and
used control engineering skills, brought to the team by his friend and engineer,
R H Salt, to solve the problems of giving drugs to patients.
Dick Salt was the chief technician in the Nuffield Department of Anaesthetics
(NDA) and made many of the original machines for anaesthesia and pain
medicine. Together, John Lloyd and Dick Salt developed the technique of
continuous epidural (also called extradural) analgesia: giving repeated doses of
local anaesthetics through a small tube placed in the epidural space (in the
patient’s back) to provide pain relief after surgery [ref 1].
Continuous epidural analgesia is still used today, but we use more advanced
pumps.

The Lloyd-Salt Apparatus (left) and a modern epidural pump (right)
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The Development of Cryoanalgesia
Numbing nerves with local anaesthetics was useful but the effects didn’t last
long. This was fine for patients with acute pain after surgery or trauma, but it
didn’t help those patients with chronic (long-term) pain. John studied a
technique called cryoanalgesia, where nerves are frozen to minus 70oC (colder
than ice). He found that freezing the nerves could give pain relief that lasted
for weeks or months. Together with Spembly Medical Ltd, Dr Lloyd developed
the Lloyd Neurostat SL 2000, a cryoanalgesia machine to freeze the nerves that
are causing chronic pain. John published his results in a paper in the Lancet in
1976 [ref 16].
The Lancet publication led to interest from all over the world. Dr Lloyd was
interviewed on the BBC World Service and appeared on BBC TV’s “Tomorrow’s
World” to talk about the cryoprobe. Duncan Flockhart Ltd made a film about
the work of the Pain Relief Unit.
Dr Lloyd said: “Cryoanalgesia does not have the disadvantages of drugs which
can cause addiction and have side effects…”

Spembly Lloyd Neurostat: early and late versions
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Further Pain Research
By having a biochemist and laboratory staff as part of the team, Dr Lloyd and
his colleagues were able to investigate how drugs were absorbed into the
body. Now drugs could be given at the right dose, by the safest route (either by
taking a tablet or having an injection), giving the patient the best outcome.
He was ahead of his time by saying that people should be careful with opioid
drugs like morphine and pethidine, as he felt that large doses are clearly
undesirable and that other pain relief measures “…may allow reduction in the
[opioid] dose and an improvement in the level of consciousness”.
John had good relationships with other doctors including Professor Henry
McQuay (pictured), Dr Tim Jack and Dr Chris Glynn.

They worked together at the Pain Relief Unit and were important in developing
and improving the pain service. Henry McQuay developed an ‘on demand’
analgesia machine, so that patients could control how much opioid (like
morphine) they used after surgery [ref 23]. Henry later became Nuffield
Professor of Clinical Anaesthetics in the University of Oxford, and he carried on
his research looking into the best drugs to treat pain.
Professor Henry McQuay and Dr Andrew Moore, who was originally a
biochemist, researched pain and pain studies for over 30 years and started the
Pain Research Group. They also started Bandolier, a newsletter and website
that has helped doctors and nurses across the world to give the safest and
most effective pain relief to patients.
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John Lloyd retired in 1989. In 1991, the Pain Relief Unit (PRU) moved to a
specially built unit at the Churchill Hospital, using money raised by the team
led by Dr Chris Glynn. The PRU is now known as the Pain Management Centre.
It is still an international centre of excellence, teaching many of today’s leading
pain specialists.

The current Pain Management Centre (formerly known as the Pain Relief Unit) at the
Churchill Hospital, where there is a plaque commemorating John Lloyd’s contribution to
pain medicine in Oxford.
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The Pain Management Centre
Pain management is now seen as important in its own right. It is taught to
nursing and medical students to help them understand that pain involves
nerves, emotions, stresses and other things that can affect how a patient feels.
In the Pain Management Centre today there are doctors, specialist nurses and
clinical psychologists who support patients to manage their pain. We also work
with other departments including:
 the Optimise team of physiotherapists and psychologists at the Nuffield
Orthopaedic Centre who help patients with Pain Management
Programmes
 neurosurgeons who look after patients with trigeminal neuralgia, and
can insert spinal cord stimulators for back pain and other conditions
 neurologists for patients with headache
 gynaecologists and urologists for patients with pelvic pain
 the Oxford Centre for Enablement at the Nuffield Orthopaedic Centre
for patients with phantom limb pain and spinal injury pain
Chronic pain remains difficult to treat with no easy solutions. What we do now
is to support patients to cope with their pain and to have a good quality of life
despite their pain, using exercise and self-management.
In 1970 there was no internet to support this. Now the PMC has a website
with more information to encourage this approach.
The research done by Dr John Lloyd and his colleagues has helped patients and
has helped doctors and nurses to understand their patients. We know more
now about how pain works, the effect pain has on patient’s lives, and how we
can help patients live a better quality of life with their pain.
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Continuing Pain Research in Oxford
Oxford pain research and new ideas, started by John Lloyd fifty years ago, is
now being carried on by Professor Irene Tracey (pictured).

She set up the Oxford Centre for Functional MRI of the Brain (FMRIB, now part
of the Wellcome Centre for Integrative Neuroimaging - Wellcome Centre). She
and her research team carry out internationally respected research on the
science of pain, particularly in the effect of pain on the brain.

Functional MRI scan of the parts of the brain activated by a painful stimulus

Professor Tracey was born in the Radcliffe Infirmary around the time that Dr
Lloyd was developing his interest in pain there, and she took over the position
of Nuffield Professor of Anaesthetic Science from Professor Henry McQuay.
Irene Tracey .
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Dr John Lloyd’s International Reputation
Dr Lloyd taught local doctors about the management of chronic pain, and
specialists from around the United Kingdom and from around the world came
to Oxford to learn from him. They then returned to set up pain services in
their own regions and countries. Because of this, John Lloyd had a global
impact on pain medicine but also made lifelong friends.
Dr Lloyd helped set up the Pain Societies of South Africa, Egypt and Belgium. In
1983 he became chairman of the Intractable Pain Society of Great Britain and
Ireland, now known as the British Pain Society. He was later awarded its
highest honour: an honorary membership.

Quote from his obituary in the Telegraph:
John Lloyd was a charming and amusing man with many
interests outside of medicine. He was the owner of a 1926 3litre Bentley and at Silverstone acted as medical officer for the
Bentley Driver Club.
He captained the London Hospital rugby team and played for
Wasps and London Counties. During his service career he was
Captain of the Cyprus RAF rugby team (reputedly made up of 14
New Zealanders and John Lloyd) and Commodore of the RAF
Cyprus Yacht Club.
He was essentially a ‘team’ man, giving and receiving loyalty
from this staff and countless friends.
John loved his sport, whether playing squash or tennis, watching international
rugby and hoping that Wales would win, or encouraging his children from the
side-lines when they played sport at school.
In 1988 Dr Lloyd was awarded an OBE by the Queen for his services to pain
medicine.
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Many of John Lloyd’s ideas and inventions are still important now, and pain
medicine across the world is very grateful to him. Without his compassion,
kindness, intellect and ideas, the pain community, and the patients it cares for,
would be a poorer place.

John in his vintage Bentley outside Abingdon Hospital

As one patient put it: “how very lucky I feel to have been treated by someone
who obviously cares so deeply about his fellow human beings.”

Written by Dr Jane Quinlan, Consultant in Anaesthesia and Pain Management
in Oxford, and Mary Lloyd, John’s widow.
With thanks to:





Joe Lloyd
Professor Henry McQuay
Dr Peter Evans
Jennifer Beinhart. A History of the Nuffield Department of
Anaesthetics, Oxford 1937-1987 Oxford University Press, 1987
 Peter Cole. Spotlight on Oxford. Transmitter, Spring 2016. (The
newsletter for the Faculty of Pain Medicine)
 Photographs from the Lloyd family
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