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Assessment and Management of

Chronic Pain




LEARNING OBJECTIVES

A Understand bio psychosocial model of pain

A Understand approach towards Assessment and its
importance

A Understand pain relief as an important aspect of

quality of care @ @ @

A Learn WHO analgesic ladder

A Learn drugs in the WHO analgesic ladder and their @
effective usage

—




WHAT IS PAIN?

An unpleasant sensory and emotional experience associated with, or
resembling that associated with, actual or potential tissue damage - IASP-
2020

A An unpleasant bodily sensation

A An experienced threat associated with this sensation

A A negative emotion based on this experienced threat
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CASE DISCUSSION

AA 33-year-old female patient (Married, 2 year old son, husband was sole
earning member in family and he left job from last 1 year because of her

treatment)

ADiagnosis: Carcinoma Right Breast (Post Surgery, Post Radiotherapy)

APresented to Pain clinic with severe pain all over the body

How will you approach this?




UNDERSTAND BIO-PSYCHOSOCIAL
MODEL OF PAIN

Treat person as a whole

N

Spiritual Emotional




TOTAL PAIN

Physical Emotional

Pain

Dain Social Pain

. lllness (Cancer) « Anger at delays in « What is the point of « Worries about
. Cancer Treatment diagnosis this all? family, finances
. Unrelated to Cancer « Anger at therapeutic « Why has this « Loss of income
failure happened to me? . Loss of social role
« Disfigurement . |s there any purpose . Loss of role in the
. Fear of pain / death in life”? family
. Feelings of - Is this a . Feeling of isolation
helplessness punishment?

« Why me?



GATE CONTROL THEORY (MELZACK &
WALL, 1965)

A Gate is present in substantia gelatinosa of dorsal horn of spinal cord which can
be opened or closed

Central Control

A-alpha
A-beta
fibers _
Fain
or
Response

A-delta
C fibers
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OPENING AND CLOSING GATE

Factor Opens Closes
Nerve fibres C fibres A-beta fibres
Physical Injury Medication
Emotional Anxiety Relaxation
Stress Optimism
Frustration Happiness
Depression
Tension
Behavioural (cognitive) Boredom Enjoyable activities

Social interaction




MOST IMPORTANT

Knowing your patient




EVALUATION

AHistory

ARecords

Alnvestigate if required
AConfirm site

Aldentify cause

AEstablish trust




UNDERSTANDING THROUGH PHYSIOLOGY

Pain
Nociceptive Neuropathic
Inflammatory Peripheral Central

Non-Inflammatory

TN — T

; Background Breakthrough
Somatic Visceral J J
Superficial Deep Solid Hollow ldiopathic  Incident  End of

dose



UNDERSTANDING THROUGH ETIOLOGY

—

Disease related

Pain

/\
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Treatment Related

N

Treatment modalities

N
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Aching
Superfictal fSomatic

Dull/sharp

Stabbing
Burning
Gripping

Dull
Cramping  Bowel

Colic

Capsular

Quality of Pain

Tight
Squeezing
Choking

Stinging
Electric like
Shooting
Burning

Numbness

Cardiac

FNeuropathic




FURTHER EVALUATION REQUIRED

Pain Milo
Severit Moderate
Site Severe

Character

Referred

Radiating

Radicular .
Aggravating
Precipitating
Relieving

Impact




PQRST PAIN ASSESSMENT METHODS

P=Provocation

When pain started? What caused it? What makes it better or worse? What triggers
it? Stress? Position? Certain activities?

/Pal“atiOn What relieves it? Medications, massage, heat/cold, changing position, being active,
resting?
What aggravates it? Movement, bending, lying down, walking, standing?

Q=Quality/ What does it feel like? sharp, dull, stabbing, burning, crushing, throbbing, nauseating,

. shooting, twisting or stretching.

Quantity

R=Region/ Location of Pain? Radiation of Pain?

Radiation

steverity How severe is the pain?

T=T|m|ng When/at what time did the pain start? How long did it last? How often does it occur?

Is it sudden or gradual?

Remember to document all your observations




SUMMARY OF ASSESSMENT OF PAIN

AElicit the distressing concerns for the patient and family

ADetermine underlying pathophysiology, cause, and contributing factors
AReview current and past treatments, their effectiveness, and side effects
ADocument assessment and plan

AReassess at regular intervals

If we cannot assess pain, we will never be able to relieve pain
- Betty R. Ferrell




WHAT TOOLS/QUESTIONS
YOU USE TO ASSES PAIN?




ASSESSMENT TOOLS

AUnidimensional Scales
0 Visual Analogue Scale (VAS)

-

i Numeric rating scale (NRS)

i Verbal Rating Scale (VRS) -
U Wong-Baker faces pain rating scale {_) )
AMultidimensional Tools

0 The McGill Pain Questionnaire (long and short form),
U The Brief Pain Inventory (BPI)
0 The Pain Thermometer (PT)




AMultidimensional Tools

U The Memorial Pain Assessment Card

U The Wisconsin Brief Pain Questionnaire

U The Edmonton symptom Assessment system (ESAS)
U Multidimensional pain inventory-Screening Chinese version(MPI-SC)
U Neuropathic Pain Scale

U The Leeds Assessment of Neuropathic Symptoms and Signs (LANSS)




i it 4 A
Visual analog scale Numeric rating scale
Place a mark on the line below to , _
indicate how bad your pain feels. What does your pain feel like?
% J \ y.
No pain Worst pain T S T T S T T I I A
imaginable 0 1 2 3 4 5 & 7 8B 9 10
No Pain Worst Imaginable
Pain
A Patient is asked to mark a 10 cm A Patient indicates the number that
line at a point that corresponds to corresponds to pain severity, either
the degree of pain. verbally or by marking the scale.
A The VAS score is the distance in
millimeters from the left end of the
line to the patient's mark.
VAS vs NRS

| | | | | |
No Pain Mild Moderate Severe Very Severe Worst

Verbal Rating Scale




UNIDIMENSIONAL TOOLS

Visual Analogue Scale

Numerical Rating Scale

Verbal Rating Scale

Validated for research

| ess sensitive

Easy to Use

Simple to use

Requires patient to be able
to translate pain severity to
number.

Useful in mildly
cognitively impaired

Sensitive to small
changes

Not useful in visually
Impaired, cognitively
Impaired and children

Insensitive to small
changes in pain intensity

Not useful in visually
Impaired, cognitively
impaired and small
children




NUMERIC RATING SCALE

Numeric rating scale
What does your pain feel hke?

MILD










WONG-BAKER FACES PAIN RATING SCALE

} Some important Pain Rating Scales For Paediatric Population |

o10) 20 \ (®®
i —_ Wi
0 1 2 3 3 S5
No hurt Hurts Hurts Hurts Hurts Hurts
little bit little even whole worst
more more lot

A For persons age three years and older.
A Point to each face using the words to describe the pain intensity.

A Ask the child to choose the face that best describes own pain and record the
appropriate number.




REVISED FLACC PAIN SCORE

Can be used in preverbal children

. Scoring
Categories
0) 1 2
: : Opcasmnal grimace or frown, Frequent to constant frown, clenched
F No particular expression or withdrawn, ) L . .
: . , jaw, quivering chin; distressed-looking
Face smile disinterested; appears sad or . : ) :
. face: expression of fright or panic
worried
Kicking or legs drawn up; marked
L - Uneasy, restless, : : .
Normal position or relaxed , . Increase in spasticity, constant tremors
Legs tense; occasional tremors .
or jerking
Squirming, S.h'ff“ng bac;k and Arched, rigid, or jerking; severe agitation,
: : L. forth, tense; mildly agitated (eg, SR : .
A Lying quietly, normal position, 2 | |head banging; shivering (not rigors);
. : head back and forth, aggression); . : .
Activity moves easily gy breath-holding, gasping or sharp intake of
shallow and splinting . S
L. : : : breath; severe splinting
respirations, intermittent sighs
C Moans or whimpers, occasional |Crying steadily, screams or sobs,
Cry No cry (awake or asleep) complaint; occasional verbal frequent comp.lalnts; repeated outbursts,
outburst or grunt constant grunting
C Reassured by occasional Difficult to console or comfort; pushing
Consolability Content, relaxed touching, hugging, or being away caregiver, resisting care or comfort

talked to, distractable

measures




PAIN FORMS

PAIN AND PALLIATIVE ASSESSMENT FORM  ®#%2; Primary caregiver-. . ... ... .
Department of Onco-Anaesthesia and Palliative Medicine "&" (; ’Q‘ .. ]
NCI-AIIMS, New Delhi (Jha_]_] ar Ca]l]leS) (W DESCI‘II]I]OI] of Falm1}" Members-
Ll Eaming Member-..................... Sons..................... Daughters-................................
Marriageable Daughters-............................Dependent Children........ ... ... . ... ... ... ........
Name: Date:
Distance of travel to NCI .............. kmsMode of Transport ........... ... ... ...............
Age/Sex:Phone No.:
NCI/UHID No: Address: Educational qualification:
Uneducated/ 35®Std/ 10® Std/ 12®™Std/ Graduate / Postgraduate
c Di — Current socio-economic Status-. ...
urrent Diagnosis: {Income of family)
Stage of cancer:
Location of pain- —
Secondaries Investigation

(Date) Important Findings

When was cancer diagnosed?

Treatment received: Surgery / Radiotherapy / Chemotherapy / Others
Details:

Present status: On active therapy (CT/RT)/
Advanced malignancy stable/
Advanced malignancy progressive

Referral to palliative care ward

1. Referred from DMG
2. Referred from other oncology department
3. Directly presented to palliative department

Indication for referral .. . e
Time of presentation to palliative care ward after diagnosis

Less than 8 weeks/ Less than 6 months/6 months to 1 year/ More than 1 year




PAIN FORMS

PAIN ASSESSMENT COMPREHENSIVE CARE PLAN

MAXIMUM PAIN experienced- 0/10/20/30/40/50/60/70/80/90/100 ECOC/ Performance Statts. ...

NRS representing LEAST PAIN- 0/10/20/30/40/50/60/70/80/90/100

1. Management of symptoms

Pain Maximum At- Through Out / Morning / Afternoon / Evening / Not Specific

Symptoms Severity (NRS) Medications

Does It Radiate From The Point Of Origin: Yes/INO vttt e e s reea e e e
Worsened DY AT VITY: Y eS /N O ottt ettt ettt e e ceee e aeecaceeaaeesanannaaaaaans
Position/Posture Gives Relef: ... s rssss s ss s s s s aaanas
Pain Relief After Medication: 0/10/20/30/40/50/60/70 /80/90/100

6 —10Hr /> 10 Hr

How Long ReliefLast- <2Hr/ <4Hr/ <6 Hr/

Describe/Nature the Tvpe of Your Pain

How Much Does Pain Interfere with Your Daily Activity-?

Aching Throbbing Burning Shooting

Dull Immobilizing Exhausting Electric like 2. Record of Interventions if any

BOl‘illg Stabbing Numbness S'[illgi‘llg Date Intervention Drugs used Intensity of symptom Intensity of symptom
before intervention after intervention

Not at All / A little / Quite a Bit / Alot / Can’t do anything

PAIN DIAGNOSIS

Somatic / Visceral / Neuropathic / Bony / Mixed

WHO LADDER STEP: Step I / Step I / Step I

OTHER SYMPTOMS: 3. Reference to other collaborative departments (with reasons)
Headache Diarrhoea Vomiting Fatigue Departments Reason
Nausea Fever Mucositis Dizziness Dietary referral
Constipation Shortness of breath Lymphoedema Urmary problems Physiotherapy referral
Lack of appetite Cough Anxiety Bleeding Others
Loss of weight Insommnia Depression Seizures




FOLLOW-UP FORM

PAIN AND PALTITATIVE FOLLOWTUP FORM

Name- Diate
Age'Sex Phone no.
NCLTIECH no. Address.
Follow up Mo Follow up MNo. Follow up Mo, Follow up MNo.
Lare- Care- Dane- Diate-
Svmpioms Severiiy | Medicatons Severity | Aledications Seversty | MMedications Severity | Medicatons
Pain - Orpicdd {dose with quantity) Opicid (dose with gnaniicy) Orpicid {doze with quantity) Opiodd (doze with goantity)
(SiteType) Tramadol . ................... Tramadol...................... Tramadol .. ................ Tramadol... ...
M 1 1 Mophine ... ... Morphine. ... ... - i 1 1
FentanylPatch .. ... ... Fentanyl Patch................... Fentanyl Patch ... ... Femtany]l Patch. . ... ...
Other Oeher. ... Odher Crber
OriberAnaleesics: OiiherAnalzesics: Criher Analzesics iOiherAmalgesics:
T PCM. I 2 . T.PCM i TPCM.
T Flexon ... ....................... TFlemom . i TFlexom. .. ... e T Flewon...... ...
T. Gabapenting ... ... T Gabapenfin ... ............ T. Gabapentin. ........__.__...... T.Gabapentin..................._.
T.Pregabalin. ... ... T. Pregabalbim ... T. Pregabalin. ... ... T.Pregabalin................. .
Others Orhers Others Cribiers
Gl prophrylaxs TPan 3. ... TPan 20, ... TPan 4. . TPan 40 .
TERanta.................. TRantac. ... ............ TRamtac......... ... TRamtac. .......ooooveeiiiee.
Constipytion: Syp Cremaffm ...... .. Syp Cremafhm ... Syp Cremafhm ......... .. SvpCremaffin .................
T-Dulcolas . ................. T Dulcolas. . .................. T.Dalcolax ... T Dulolax... ... ...
HNauzeaVomiting T Emset...................... T Emset..................... T.Emset .. ... T. 1 A
T. Perinoqmy.................. T Perinomms. ... T. PerimdIms. . ......ooooooooe. T.Perinorm. . ................
Others ... Others ... Others ... Oibwers. ...
Thspnoaa:
Oithers Plan :
Hext review Date
Name of Doctor




BACK TO PATIENT
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AIMS OF PAIN MANAGEMENT

AOptimize pain control

AMinimize side effects

AEnhance functional abilities

Almprove quality of life




WHO LADDER OF PAIN MANAGEMENT

. Strong-opioids +/- non-opioids +/- adjuvants
 Step3
Severe pain
‘By the ladder’ . 2 - g ST ST
Choose analgesic step Weak opioids +/- non-opioids +/- adjuvants
based on pain severity ~ Step2
~ Mild-moderate pain

Non-opioids +/- adjuvants

‘Mild pain
b ‘By mouth’ c ‘By the clock’
Oral administration Around the clock
preferred over dosing to
parenteral routes prevent pain
d ‘For the individual' ¢} ‘Attention to detail’
Tailor pain relief Explore all sources of pain
to individual needs and adverse effects of treatment

and circumstances

QRRVKVKKK,
QRRNKKRIKR,
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Non Opioid
Analgesics

Weak Opioids

Strong Opioids

Adjuvant Drugs

wParacetamol
wNon-steroidal Anti-inflammatory Drugs

wCodeine
wlramadol

wMorphine-1°TLine
wDiamorphinéFentanyl/Hydromorphone2nd
Line

wMethadone3™ Line

Corticosteroids Pain Caused By Oedema
Antidepressants NeuropaticPain
Anticonvulsant NeuroapthicPain

Muscle RelaxantsMuscle Cramps
Antispamotics BowelColics

Antibiotics- Infection Pain

Analgesics should
be given..

A By the mouth
A By the clock
A By the ladder

INDIVIDUALIZE
TREATMENT



AFE USE OF ANALGESICS




NSAIDS

AMild to moderate pain associated with acute or chronic
Inflammation

U Rheumatoid arthritis, Osteoarthritis, Ankylosing spondylitis

U Acute postoperative pain, Trauma

AAdverse effects

UDue to COX 1 Inhibition- Dyspepsia, Gastroduodenal ulcer,
Platelet inhibition, Renal dysfunction

U COX 2 inhibitors-risk of cardiovascular complications




NSAIDS

ADiclofenac : 25 -75 mg 12hrly ( max 200 mg) topical preparations
available

Albuprofen: 200 -800 mg 8 -12 hrly ( max 3200 mg) platelet inhibition
AKetoprofen: 300-600 mg 6-8 hrly fast elimination

ANaproxen: 250- 500 mg 8 -12 hrly( max 1375 mg) better G| |
R _

A - hrly




