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Freedom from pain is a 
basic human right

-WHO



ñPain is whatever the 
experiencing person says it is 

and exists whenever he says it 
does.ò

McCaffery , 1968



The Joint Commission

The JC mandates routine pain assessment, 
treatment, and reassessment in all patients.



Prevalence and Types of Pain

ÅPain classifications

ïIntensity (mild, moderate, severe)

ïDuration (acute, chronic or persistent)

ïPathophysiology (nociceptive or 
neuropathic)



NociceptivePain: Normal Pain 

Processing

Somatic

ÅWell - localized

ÅAching, throbbing, 
gnawing

ÅBone, skin, soft tissue 
injury

Visceral

ÅPoorly localized

ÅDeep, aching, 
cramping, referred

ÅHollow, solid organs

ÅBowel obstruction, 
biliary colic



Neuropathic Pain

ÅAbnormal pain processing

ÅCaused by dysfunction of the nervous 
system

ÅTingling, numbness, pain with normal 
touch

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

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



Hospitalized patients have pain despite 

analgesic therapy
ÅLarge discrepancy 

between amount  
prescribed and 
administered

1973   Marks & Sachar

Å Patients still receive 
only   quarter of amount 
prescribed

1987   Donovan, McGuire & Dillon

Å42% of patients in 54 
ECOG  Centers were not 
given adequate 
analgesic therapy

1994  Cleeland, et. al



Chronic Pain

ÅMore than half of all Americans suffer 
from chronic pain

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



Statistics

ÅNumber one reason a person seeks out a 
health professional

Å76 million Americans report pain lasting 
greater than 24 hours

ÅMore than 73 million surgeries each year 
in US

ï>80% have moderate to severe pain during 
first 2 weeks postop

ÅPain is common in cancer

ï64% advanced disease, 59% during tx , 
33% in those cured, >33% mod -severe



Statistics

ÅChildren

ïMore than 5 million children have surgery in 
US each year

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

ÅOlder Adults

ï1/5 th over age of 65 report pain with 57% 
having pain lasting over one year

ïBack and joint pain most common

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



Consequences of Unrelieved Pain

ÅIncreased BP, HR

ÅIncreased 
consumption of MI 
oxygen

ÅIncreased metabolic 
rate

ÅDecreased gastric 
motility

ÅStress response

ÅSleeplessness

ÅAltered pul function

ÅDelayed healing

ÅReduced mobility

ÅReduced cognitive 
function

ÅIncreased risk for 
chronic pain



Reasons for Undertreatment of Pain

Å Attitudes and misconceptions

Å Lack of education

Å Lack of knowledge of pharmacology of 
analgesics



Advocacy

ÅBelieve and accept the patientôs 
assessment of his or her pain

ÅUse of Placebos

ïASPMN NEVER!  (1996)

ïñViolates patient rightsò The JC

ïñDo not use placebos to assess the nature of 
pain, APS

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



Undertreatment of Pain in Special Populations

ÅPain in the patient with cancer

ÅPain in women

ÅPain in the minority population

ÅPain in the Older Adult

ÅPain in Infants and Children

ÅPain and Addictive Disease



Undertreatment of Cancer Pain

1308 patients at 54 ECOG treatment 
sites

ï67% had daily pain and took 
analgesics daily

ï36% had pain severe enough to 
impair function

ï42% had negative pain 
management scores

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



Risk Factors for Undertreatment of Cancer 

Pain

ÅMinorities: 3x increased risk

ÅPoor pain assessment

ÅNoncancer pain

ÅñGoodò performance status

ÅAge > 70 years

ÅFemale  Patient

Cleeland et al. N Engi J Med. 1994.



Pain in Women

ÅPainful conditions like headaches, 
fibromyalgia, rheumatoid and lupus 
more common in women

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

ÅAssume women ñexaggerateò

ÅWomen more likely to get sedatives for 
pain while men get analgesics



Ethnic Barriers

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

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

ÅAmerican Pain Foundation, 2001



Pain and the Older Adult

ÅPain is common in the 
elderly population

ÅDefined as age greater 
than 65 by AGS

ÅPain intensity ratings 
increase with age

ÅPersistent pain 
commonly affects older 
persons and is associated 
with a number of adverse 
outcomes



Impact of Undertreated Pain in the Older Adult

ÅDecreased quality of life

ÅSleep disturbances

ÅMalnutrition

ÅDepression, anxiety

ÅDecreased physical activity

ÅDecreased social activity
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Infants and Children

ÅUnrelieved pain contributes to morbidity 
in neonates

ÅUnrelieved pain may cause long term 
physical, biochemical, behavioral 
changes

ÅMay interfere with sleep, play, appetite, 
mobility



Substance Abuse

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

ÅIt is a brain disorder, not a character 
flaw

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

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



Physical and Psychological Dependence

Physical dependence

Åoccurs when  an abrupt 
discontinuation of an opioid produces 
an abstinence syndrome

Psychological dependence (addiction)

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

Åuse of opioid for reasons other than 
pain relief   American Pain Society Clinical Practice Guidelines, 1999



Addiction

ÅChronic, relapsing, treatable disease

ÅLack of control, compulsive use despite 
harm

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



Physical Dependence

ÅNormal, physiologic response

ÅCaffeine, nicotene steroids, insulin

ÅManagement:

ïTaper off medication 20% every 3 -7 days

ïDo not stop abruptly



Substance Abuse or Addiction Disorders

ÅLarger doses of medications may be 
required to relieve pain

ÅDo not withhold/reduce opioids with 
severe pain

ÅMultidisciplinary approach is needed

ÅRelapse may be a consequence of under -
treatment

ÅPerson may ñself-medicateò if pain is not 
adequately managed



Myths and Misconceptions

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

ÅPatients and families are also 
opiophobic



Addiction

ÅFear of addiction is still the 
greatest barrier to adequate 
pain control.  

ÅSuspicions of a substance -
abuse problem arenôt enough 
to justify withholding pain 
relief.



Opioid Pseudoaddiction

Inadequate Pain Management

ANGER FRUSTRATION

Patient Health Care Team

ISOLATION AVOIDANCE

CRISIS

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



Opioid Pseudoaddiction

Pseudo -addiction goes away 
when the pain is treated 
adequately



Differences Between a Chronic Pain 

Patient & Drug Seeking Behavior (Addict)

ÅPain Patient

ïConcern about the 
physical problem

ïFollows the 
agreement

ïFrequently has 
medicines left over

ÅAddict

ïUnaware or in denial 
about any problems

ïDoes not follow the 
agreement

ïDoes not have medicines 
left over, loses and always 
has a story



Lawsuits

ÅTerminally ill patients, physician failed 
to provide adequate pain relief in dying 
patients

ÅOregon Board of Medical Examiners 
found him guilty of ñunprofessional or 
dishonorableò conduct and negligence

ÅPhysician told to participate in one -year 
program, 1999



Lawsuits

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

ÅPhysician found guilty of ñElder Abuseò 
for undertreatment of pain

ÅHospital settled prior to trial

ÅPhysician had to pay $1.5 million to 
family

Å2001



Legalities

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

ÅThe lay public (hence jurors) attach 
great importance to the physicianôs duty 
to relieve pain and suffering

ÅBoth overtreatment and undertreatment 
can give rise to legal liability and 
professional discipline



Legalities

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



ASSESSMENT

ÅP   Place (Location)

ÅA  Amount (0 - 10 Scale)

ÅI    Interactions  (What aggravates) 

ÅN  Neutralizers  (What helps)



Assessment

ÅSelf -report is the single most reliable 
indicator of pain



Order of Assessment Indicators

ÅSelf -Report

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

ÅPain behaviors (crying, grimacing, 
restless -ness, guarding)



Pain Assessment in the Elderly

ÅUse a standard scale (pain thermometer)

ÅVerbal descriptors (soreness, aching)

ÅExplain scale EACH time

ÅAsk about present pain only

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



Pain Assessment in the Elderly

ÅAllow enough time 3 -5 minutes

ÅLarger print

ÅSpeak clearly

ÅUse words other than pain (hurt, ache, 
sore, discomfort)

ÅAssess during movement

ÅAsk questions 2 times

ÅUtilize information from family

ÅConsistenty use selected tool for each pt



Possible Indicators of Pain

ÅFacial expressions

ÅVerbalizations/Vocalizations

ÅBody movements

ÅBehavioral changes

ÅMental status changes

CONSIDER ANALGESIC TRIAL



APP (Assume Pain Present)

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



Pain Scales

ÅNumerical Rating Scale

ï0-10

ïValid and reliable for adults

ïValid in children older than 8

ïEasy to use

ÅVisual Analog Scale

ïNo pain__________________worst pain

ïValid and reliable in adults

ïMust be able to hold a pen and write



Pain Scales

ÅWong -Baker Faces Scale

ï6 faces

ïNo hurt_____________hurts the worst

ÅBieri Faces

ïLook like aliens

ï7 faces

ÅThermometer

ïUseful for older adult

ïTop of thermometer the hottest, worst pain



Pain Scales

ÅFLACC

ïObservational scale 2months -7 years

ïFace, legs, activity, crying, consolation

ÅCognitively Impaired

ïADD (assessment of discomfort in 
dementia)

ïCNPI (checklist of nonverbal pain 
indicators)

ïPAINAD (Pain assessment in advanced 
dementia scale)



Assessment in Cognitively Impaired

ÅTry a pain scale first

ÅObservation check - list (Herr, 2002)

Nonverbal cues, behaviors

Vocalizations

Facial expressions

Change in usual activity or behavior



Cognitively Impaired Conõt

ÅGrimacing or crying are obvious 
indicators but may NOT be present in 
dementia

ÅMake assumptions (APP) and proceed 
with treatment

ÅConsider an analgesic trial



Pain Scales

ÅPAINAD

ïBreathing, negative vocalizations, facial 
expressions, body language, consolability

ÅCNPI

ïNonverbal, vocal sounds, facial grimaces, 
bracing, restlessness, rubbing, vocal 
expressions

ïASPMN, 2006



PACU, Critical Care, others

ÅUse various approaches to obtain self -
report

ÅThe absence of behavioral and 
physiological indicators DOES NOT mean 
the absence of pain

ÅMake assumptions (APP) and proceed 
with treatment

ÅConsider an analgesic trial



Four Principles of Pain Control

1. Give drugs orally

2. Give drugs regularly

3. Give drugs in adequate dose

4. Give drugs in combination



Pharmacological Treatment

ÅNon -opioid analgesics

for mild to moderate 
pain

ÅOpioid analgesics

for moderate to severe 
pain

ÅAdjuvant drugs


