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Prevalence and Types of P

\

A Pain classifications
I Intensity (mild, moderate, severe)
I Duration (acute, chronic or persistent)

I Pathophysiology (nociceptive or
neuropathic)




NociceptivePain: Normal.Pain

Somatic

A Well -localized

A Aching, throbbing,
gnawing

A Bone, skin, soft tissue
injury

Processing

Visceral
A Poorly localized

A Deep, aching,
cramping, referred

A Hollow, solid organs

A Bowel obstruction,
biliary colic



Neuropathic Pail

A Abnormal pain processing

A Caused by dysfunction of the nervous
system

A Tingling, numbness, pain with normal
touch

A Hyperalgesia (an increased response to
a stimulus that is normally painful)

A Allodynia (pain due to a stimulus which
does not normally provoke pain, eg
gentle stroking)



Hospitalized patients have pain desp
analgesic therapy

A Large discrepancy A 42% of patients in 54
between amount ECOG Centers were not
prescribed and given adequate
administered analgesic therapy
1973 Marks & Sachar 1994 Cleeland, et. al

A Patients still receive
only quarter of amount
prescribed

1987 Donovan, McGuire & Dillon




Chronic Paur

A More than half of all Americans suffer
from chronic pain

A For one -fifth of all Americans, the effect
of chronic pain has led to a major
ifestyle change in employment,
residence, or personal freedom and
mobility



~ Statistics

A Number one reason a person seeks outa
health professional

A 76 million Americans report pain lasting
greater than 24 hours

A More than 73 million surgeries each year
In US
I >80% have moderate to severe pain during
first 2 weeks postop

A Pain is common in cancer

I 64% advanced disease, 59% during tx,
33% In those cured, >33% mod -severe




Statistics

A Children

I More than 5 million children have surgery in
US each year

I >80% dying from cancer have pain; only
1/3 had effective relief

A Older Adults

i 1/5 t over age of 65 report pain with 57%
having pain lasting over one year

I Back and joint pain most common

I Almost one -half of nursing home residents
report pain of moderate or greater intensity




Consequences of Unrelieved P
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A Increased BP, HR A Sleeplessness

A Increased A Altered pul function
consumption of Ml A Delayed healing
oxygen | A Reduced mobility

A Increased metabolic A Reduced cognitive
rate _ function

A Decreased gastric A Increased risk for
motility chronic pain

A Stress response



Reasons for Undertreatment of

— .

A Attitudes and misconceptions
A Lack of education

A Lack of knowledge of pharmacology of
analgesics




Advocac)

ABel i eve and accept th
assessment of his or her pain

A Use of Placebos
i ASPMN NEVER! (1996)
inVi ol ates patient ril ght

InNDo not use placebos to
pain, APS

I Placebo use violates the AMA Code of
Medical Ethics and ANA Code for Nurses



Undertreatment of Pain in Special Populati
A Pain in the patient with cancer
A Pain in women
A Pain in the minority population
A Pain in the Older Adult
A Pain in Infants and Children
A Pain and Addictive Disease

\ ,




Undertreatment of Cancer Pain

\

1308 patients at 54 ECOG treatment
sites

i 67% had dally pain and took
analgesics daily

I 36% had pain severe enough to
iImpair function

I 42% had negative pain
management scores

Cleeland et.al. N Engl J. Med. 1994.



Risk Factors for Undertreatment of Car
Pain

A Minorities: 3x increased risk

A Poor pain assessment

A Noncancer pain

AiGoodo performance s
A Age > 70 years

A Female Patient

Cleeland et al. N Engi J Med. 1994.



Pain in Wome

\

A Painful conditions like headaches,
floromyalgia, rheumatoid and lupus
more common Iin women

A Women seek help more than men but
are less likely to get treated

AAssume women fexagger

A Women more likely to get sedatives for
pain while men get analgesics



Ethnic Barrier:

A In the E.R., Hispanics are 2x as likely,
and blacks are 2/3 more likely than
whites to receive no pain medications
for fractures

A Blacks, Hispanics, and women have a
threefold increased risk of undertreated
cancer pain

A American Pain Foundation, 2001



Pain and the Olde&r Ad

APain is common in the

elderly

population

ADefined as age greater

than 65

oy AGS

APain intensity ratings
Increase with age
APersistent pain
commonly affects older
persons and is associated
with a number of adverse
outcomes

*\




Impact of Undertreated Pain in the Older

—

A Decreased quality of life

A Sleep disturbances

A Malnutrition

A Depression, anxiety

A Decreased physical activity
A Decreased social activity
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Infants and Childre

A Unrelieved pain contributes to morbidity
IN neonates

AL

P
C

nrelieved pain may cause long term
nysical, biochemical, behavioral

nanges

A May interfere with sleep, play, appetite,
mobility



Substance Abus

A Patients with a current or past history of
substance abuse at risk for unrelieved
pain

A It is a brain disorder, not a character
flaw

A Patients with addictive disease have a
RIGHT to treatment with dignity,
respect, and same quality as all others

A Nurses should advocate for pain
management for patients actively using,
In therapy, or in recovery (ASPMN)




Physical and Psychological Dependen

Physical dependence

A occurs when an abrupt
discontinuation of an opioid produces
an abstinence syndrome

Psychological dependence (addiction)

A pattern of compulsive drug use
characterized by a continued craving
for an opioid

A use of opioid for reasons other than

pal n rellef American Pain Society Clinical Practice Guidelines, 1999



Addiction

A Chronic, relapsing, treatable disease

A Lack of control, compulsive use despite
harm

A A primary, chronic, neurobiologic
disease with genetic, psychosocial, and
environmental factors



Physical Dependenc

A Normal, physiologic response
A Caffeine, nicotene steroids, insulin

A Management:
| Taper off medication 20% every 3 -7 days
I Do not stop abruptly



Substance Abuse or Addiction Disord

A Larger doses of medications may be
required to relieve pain

A Do not withhold/reduce opioids with
severe pain

A Multidisciplinary approach is needed

A Relapse may be a consequence of under -
treatment

APer son mamedisehfeo if
adequately managed



Myths and Misconceptior

— .

AHealth Professionals are
reluctant to give opioid
analgesics in adequate doses at
appropriate time intervals

APatients and families are also
opiophobic



~_Addiction
AFear of addiction is still the &=
greatest barrier to adequate
pain control.

A Suspicions of a substance -
abuse problem arer
to justify withholding pain
relief.



Opioid Pseudoaddictio

e

Inadequate Pain Management

ANGER RUSTRATION
Patient Health Care Team
SOLATION AVOIDANCE

CRISIS

Weissman DE, Haddox JD: Pain 1989 ; 36; 365 ..



Opioid Pseudoaddictio

o

Pseudo -addiction goes away
when the pain is treated
adequately



Differences Between a Chronic P,
Patient & Drug Seeking Behavior (Adc

A Pain Patient A Addict
I Concern about the i Unaware or in denial
physical problem about any problems
i Does not follow the
I Follows the agreement
agreement

I Does not have medicines
left over, loses and always

I Frequently has has alst

medicines left over



Lawsuits
—\_;
A Terminally ill patients, physician failed
to provide adequate pain relief in dying
patients
A Oregon Board of Medical Examiners

found him guilty of n
di shonorabl eo conduct

A Physician told to participate in one -year
program, 1999




Lawsuits

e —

A Terminally ill hospitalized elderly man,
nurses charted pain rating of 7/10

APhysician found gui |t
for undertreatment of pain

A Hospital settled prior to trial

A Physician had to pay $1.5 million to
family o
A 2001




Legalities

A Pain management is now recognized as
an essential, core competency for MDs

A The lay public (hence jurors) attach
great | mportance to t
to relieve pain and suffering

A Both overtreatment and undertreatment
can give rise to legal liability and
professional discipline



Legalities

S

A Physicians who adhere to national
guidelines and sound principles of
medical practice are not at serious risk
of malpractice litigation or discipline




ASSESSME

AP Place  (Location)

AA Amount (O - 10 Scale)

Al Interactions (What aggravates)
AN Neutralizers (What helps)



A Self -report is the single most re
Indicator of pain



Order of Assessment Indicatc

A Self -Report

A Presence of pathologic condition
or procedure that usually produces
pain (APP)

A Pain behaviors (crying, grimacing,
restless -ness, guarding)




Pain Assessment in the Elde

\

A Use a standard scale (pain thermometer)
A Verbal descriptors (soreness, aching)

A Explain scale EACH time

A Ask about present pain only

A Utilize family/caregiver reports if they
visit at least weekly (only can rate
presence of pain, not severity)




Pain Assessment in the Elde

\

A Allow enough time 3 -5 minutes
A Larger print
A Speak clearly

A Use words other than pain (hurt, ache,
sore, discomfort)

A Assess during movement

A Ask questions 2 times

A Utilize information from family

A Consistenty use selected tool for each pt



Possible Indicators of Pa

..

A Facial expressions

A Verbalizations/Vocalizations

A Body movements

A Behavioral changes

A Mental status changes
CONSIDER ANALGESIC TRIAL




APP (Assw

If you were in the same situation,
you be experiencing pain?




Pain Sc

A Numerical Rating Scale
I 0-10
I Valid and reliable for adults
I Valid in children older than 8
| Easy to use

A Visual Analog Scale
I No pain worst
I Valid and reliable in adults
I Must be able to hold a pen and write

pain

ale:



aln Scale:

A Wong -Baker Faces Scale
I 6 faces
I No hurt hurts the worst

A Bieri Faces
I Look like aliens
I 7 faces

A Thermometer
I Useful for older adult
I Top of thermometer the hottest, worst pain




Paln Scale:

AFLACC

I Observational scale 2months -7 years
I Face, legs, activity, crying, consolation
A Cognitively Impaired

I ADD (assessment of discomfort in
dementia)

I CNPI (checklist of nonverbal pain
Indicators)

I PAINAD (Pain assessment in advanced
dementia scale)



Assessment in Cognitively Impaire
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A Try a pain scale first

A Observation check -list (Herr, 2002)
Nonverbal cues, behaviors
Vocalizations
Facial expressions
Change in usual activity or behavior



Co g n i el
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A Grimacing or crying are obvious
Indicators but may NOT be present In
dementia

A Make assumptions (APP) and proceed
with treatment

A Consider an analgesic trial



aln Scale:

A PAINAD

I Breathing, negative vocalizations, facial
expressions, body language, consolability

A CNP]

I Nonverbal, vocal sounds, facial grimaces,
bracing, restlessness, rubbing, vocal

expressions

I ASPMN, 2006



PACU, Critical Care, oth

A Use various approaches to obtain self

report

A The absence of behavioral and
physiological indicators DOES NO
the absence of pain

mean

A Make assumptions (APP) and proceed

with treatment
A Consider an analgesic trial



P O

Give O
Give @
Give @

Give @

Four Principles of Pain Cont

rugs orally
rugs regularly
rugs in adequate dose
rugs in combination




Pharmacological Treatmer

e .

A Non -opioid analgesics
for mild to moderate
pain
A Opioid analgesics
for moderate to severe
pain
A Adjuvant drugs



