


D Improve pain management in:
‘en

‘adults

en

| and ethnic minorities

% FAM)
e ——————— L A




Module 1




s general issues of pain In children, includi
thophysiology of pain

ferences In perception and expression of pain
ferences In response to and acceptance of pain

atment
ysician attitudes and beliefs

.rrlnrc fn pmn mnnnnnmnnf

111 111l IMH\J 1IN T 0L

ategies to Improve management
sessment tools

AMER
§ FaMmI




loskeletal
minal pain
Headache |
Other |
0 25 50 75 100
Percentage
DA. Chronic Pain: A Primary Care Guide to Practical - é%ﬁ}

. 2nd Edition. Totowa, N.J.: Humana Press, 2008.

e ———— .
D —




i | — 1 P— [— — [ |
yS Girls 7to9 10 to 12 13to 15
Gender Ages (years)
s DA. Chronic Pain: A Primary Care Guide to Practical ) AMER
t . 2nd Edition. Totowa, N.J.: Humana Press, 2008. FAMI

__\_
D —




assumed that neonates

fante didn
[ TCAL IO U

\ued exposure to painful
| may Increase sensitization

treatment of chronic pain
significant conseguence

2diatric Drugs. 2005;7:245-57.



atient Popuition: ¢

2ssion influenced by level of cognitive
lopment

may be expressed by

ying and facial expressions conveying pain
“reases In vital signs (e.g., pulse, respirations
ceplessness or irritability

. JAMA. 2003;290:2464-9.



atient Popuition: ¢

‘'en may be reluctant to report pain
ider actions of medications
s are different for children compared with

\

D

‘e that analgesic levels are achieved

er Council. 1999.
ch Div Child Ed Pract. 2006;91;ep111-4.
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[patient Popuiaiion: ¢
s / children experience pain the same wé
5 do
nce on adult reports of pain rather than c|

eXxperienced by very young children isn’t
mbered

can’t be adequately assessed In children



atient Popuition: ¢

nceptions about pain in children (e.g.,
ning that verbal children will state when t
Xperiencing pain)

2rs for children requiring palliative care (€
tain prognosis, family perception that
tive care means giving up)

of evidence-based guidelines

al. Pediatrics. 2008:121:282-8.
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atient Popuition: ¢

2rt to the possibility of pain
je families
ge with schools Iin school-aged children

t the Intervention to the patient to the exte
nle

 possible, give the child some control ove
ent

h Div Child Ed Pract. 2006;91;ep111-4.
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ndations:

on and hypnosis are effective interventions for procedures in chi
lescents (age 2-19)

) to music may have a small effect, but is not recommended bec
d benefit

et al. Psychological therapies for the management of chronic and
n in children and adolescents. Cochrane Database of

Reviews 2003, Issue 1. Art. No.: CD003968.

et al. Music for pain relief. Cochrane Database of

Reviews 2006, Issue 2. Art. No.: CD004843.



patient Popuation: ¢

nent should include thorough history and physical
if ible
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[ablish 1 presen nce of | Pal POSSIDIEe, SOurt
n

e targeted strategies

servation of painful behaviors is important

member, there may be inconsistencies between behavic
n intensity

termine If there i1s another source of distress

ports from parents, family members, and others

CR, et al. Pediatric Drugs. 2002;4:737-46.
al. Pain Manag Nurs. 2006;7:44-52.
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 trial of analgesics to relieve the pal
in cycle; reassess to Gétérmmé off
ed treatment

ame basic approach for infants / pre-verbal
'S

ility to self-report existence of pain appears

~2 years

children <2 years, use behavioral observations
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ninophen 60 mg/kg/d in 4 divided doses; maximi
dose 4 g/d for children >12 years

fen 5-10 mg/kg up to 6 hourly

Xxen 2 years old: not recommended

>2 years old: 10 mg/kg in 2 divided do
(higher doses can be used)

lac >6 months: 0.5 mg/kg IM/IV g6 hours |
/2 hours

Management of chronic pain in children. Arch Dis
ract. Dec 2006;91:epl11-epll4. Used with permission.



s may be oral or parenteral [patent Poputaiion: ¢

e-based variations in pharmacokinetics of opioids
2-term Infants may have a paradoxical respiratory respor
mmon side effects at any age include nausea and vomit

uropathic pain, gabapentin may be used
ate slowly and taper If discontinued
sing recommendations in children:

Age 3-12 years: start 10-15 mg/kg/day divided tid max do
50 mg/kg/day

Age >12 years: start 300 mg tid max dose 3600 mg/day
<3 years: Not recommended
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endation: Local anesthetics anb useful for procedure
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- Cochrane

e : www.cochrane.org

h of Evidence . Meta-analysis

t al. Lidocaine-prilocaine cream for analgesia during
n in newborn boys. Cochrane Database of Systematic Reviews
2 3. Art. No.: CD000496.
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[Patent Popuiati

atal Infant Pain Scale

S tool: Measures crying,
en requirement, vital signs,
2ssion of pain, and sleeplessness

ature Infant Pain Profile (PIPP)

ed evidence of equivalent
ty of CRIES and PIPP

~ollege of Clinical Pharmacy 2005 Annual Meeting.
JAMA. 2003;290:2464-9.
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| Analog Scale
lal Pain Scale

scent Pediatric Pain Tool
n Spanish)
/ioral Observational Pain Scale

ated In post-operative children
ars of age)

<, et al. Pediatr Crit Care Med. 2007:8:102-8.
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ormation about pain in children contributes t
treatment

standing medications, their interactions and
5, as well as differences in dosing Is critical

\prehensive approach to pain management
es a careful assessment, utilizing available
ngaging family and schools in developing th
nanagement plan



()
Igh self-report Is reliable, clinicians should n
I patients to complain of pain

e directly about pain and anticipate situation
 pain Is likely, intervening as necessary
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atient opuiation: &

lence of chronic non-malignant pain

/0 of those living In long-term care facilities

% of those living In the community

ates of patients experiencing pain that
ontrolled

-40% of frail adults living in the community
-80% of the elderly living In nursing homes

y patients often have diseases that
pain (e.g., arthritis) along with other
nses that complicate pain management

~Arch Intern Med. 2001;161:2721-4.
)01 Annual Meeting of the American Pain Society.






atient Popuition: &

ges In the brain and nervous system ma:
an impact on the experience of pain

ased pain threshold for pain
2ased tolerance for pain

or resolution of the Iincreased sensitivity t
after injury

|, et al. Pain Med. 2008:9:240-8.
et al. Clin J Pain. 2004:20:227-39.



atient Popuition: &

» may be an age-related decrease In pain
ption and reporting

2ss manifestations of problems painful In
age groups

es show the elderly experience pain inter
Ich as other age groups

> et al. Topics in Advanced Practice Nursing eJournal. 2007;7(1).
1. J Am Board Fam Pract. 2001:14:178-83.



[Patient Population: E
arception that pain Is part of aging
tance to “become a burden”

of outcome (e.d., expensive tests,
talization)

2ption of lower priority compared to other
eMS

lemented elderly Is a special
2nge



atient Popuition: &

trition may have depleted protein stores
f multiple medications
ed Gl motility, kidney function, or cardiac out

npact absorption, metabolism, and clearance
1edications

medications are known to cause mental stat
es In the elderly

ts may fear addiction to opioids, tolerance, o
ation side effects

P, et al. Topics in Advanced Practice Nursing eJournal. 2007;7(1).



Patient attitu

e Reluctant tc

part of aging

lerate strong medications
n about addiction

evalent

e Fear
e Cognitive
Impairment

n knowledge
nderstand pain
training

Practice issu
e Time

al. JAMA. 2008;299:89-91.
nkel E. Psychiatric Services. 1998:49:1545-8.



vey of family physicians conducted by the
Ist/September 2008.



atient Popuition: &

month study of adverse drug events In
latory practice (>30,000 patients) ident
drug-related events

(.6% overall considered preventable

2% of serious or life-threatening events were
nsidered preventable

et al. JAMA 2003; 289(9) 1107-1116.



et al. JAMA. 2003;289(9):1107-16.



Cet al. JAMA. 2003;289(9):1107-16.



0
patient Popuiation: &

der whether drug therapy Is necessary

yte the use of a small number of drugs to trea
on problems (don't prescribe newly marketec
Cts)

' doses, dosage Intervals for medications, or |

Ish reasonable therapeutic endpoints and mc
Sired outcome

Related Adverse Patient Events Among Older Adults Are
)7 Henderson State-of-the-Art Lecture AGS News
r 2007 Volume 38 Number 3
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cr [patient Popuation: £
r for medication-related adverse patient evel

irage adherence (but only after ensuring optit
ation prescribing)

arly review chronic medications and take a
Igh "brown bag" drug history

Related Adverse Patient Events Among Older Adults Are
)7 Henderson State-of-the-Art Lecture AGS News
r 2007 Volume 38 Number 3



%
atient Popuition: &

e good lighting
large print materials
equipment to amplify hearing

ain logs or diaries to monitor pain and effecti
\tment

n care approach—patient, family, nurses,
lans—may be needed to achieve pain mana

A. J Am Board Fam Pract. 2001:14:178-83.



& |

dation : Initial evaluation should include a description of pain in relation to
ents in phy3|cal and social function (e.g., activities of daily living, sleep, apy

nynrmcn mnnrl r‘ngnn‘l\/n fllnm‘lnn mfnrpnrcnnnl nnrl mflm:my IRQLIAS <NCI:

I I A Iy \J\J\JI\

\Ctivities, ‘and overall guality of Ilfe) (I1A) The patient’s attitudes and beliefs
g pain and its management, as well as knowledge of pain management str
)e assessed. (IIB)

1erican Geriatrics Society
ttp://www.americangeriatrics.org/

Evidence : IlIA (Il = Evidence from at least one well-designed clinical trial v
zation, from cohort or case-controlled analytic studies, from multiple time-s
or from dramatic results in uncontrolled experiments. A = Good evidence t
of a recommendation; clinicians “should do this all the time.”) 1IB (Il = Evide
one well-designed clinical trial without randomization, from cohort or case-c
studies, from multiple time-series studies, or from dramatic results in uncor
ents. B = Moderate evidence to support the use of a recommendation; clini
do this most of the time.”)

| on Persistent Pain in Older Persons. JAGS. 2002;50(6Suppl).
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dation: For the older adult who is cognitively intact or who has mild to moc

a. the phvsician should attempt to assess pain bv directly quervina the pati
] I~ J r- -~ J J J J I~

r adult with moderate to severe dementia or who Is nonverbal, the physicia
to assess pain via direct observation or history from caregivers. (lI1A)

1erican Geriatrics Society

ittp:// www.americangeriatrics.org/

Evidence: IlIA (Il = Evidence from at least one well-designed clinical trial v
zation, from cohort or case-controlled analytic studies, from multiple time-s
or from dramatic results in uncontrolled experiments. A = Good evidence f{t
of a recommendation; clinicians “should do this all the time.”)

on Persistent Pain in Older Persons. JAGS. 2002;50(6Suppl).



atient Popuiation: &

minophen, around the clock, Is useful in
lling mild-to-moderate musculoskeletal pain

th normal kidney and liver function and no history
ohol abuse, maximum dose = 4000 mg in 24 hr

duce dose in the presence of these problems or u
1er options, such as NSAIDs

on Persistent Pain in Older Persons. JAGS. 2002;50(6Suppl).



() ST
2 IS an unacceptable rate of life-threatening G

ng” with use of NSAIDs in older patients with
system disease, especially If used persistentl

elief, opioids may be considered

hough physical dependence may result, this can t
inaged by tapering when discontinued

on Persistent Pain in Older Persons. JAGS. 2002;50(6Suppl).
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7 e Fopoion €
rial Pain Scale
/erbal Visual Analog Scale
Intensity Scale
eric Rating Scale
Il Questionnaire (short form)
al Rating Scale
diary may also be useful

cetal. J Am Geriatr Soc. 2000:48:1607-11.



#
% e
ntensity Scale

re likely to identify pain and also easier to use by
tients Iin one study

vioral observations are an important part of
1Ssessment

Jns Include wandering, outbursts, aggressions, an
rfulness

H, et al. J Am Geriatr Soc. 2000:48:1607-11.
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atient Popuiation: &

1formation about pain in older adults
ributes to undertreatment

erstanding medications, their interactions
effects, as well as differences in dosing,
al

mprehensive approach to pain managern
des a careful assessment, using availabl

)
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)ugh self-report is reliable, clinicians should
for patients to complain of pain

re directly about pain and anticipate situatio
e pain is likely, intervening as necessary
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Is DA. Chronic Pain: A Primary Care Guide to Practical Management.
Totowa, N.J.: Humana Press, 2008.



ent patterns of cerebral
\tion In response to laser
lation were found In women
en

women, pain is associated with
2ater activity in the limbic regions

N given the same pain stimulus
ve greater activity in the cognitive
jions

y. November 2003.

aient Popuiation:



, DA. Chronic Pain: A Primary Care Guide to Practical
. 2nd Edition. Totowa, N.J.: Humana Press, 2008.



F , |

nce of gender differences In response to some
cations (e.g., women respond better to kappa

Js)

en are more likely to use non-pharmacologic
ures

en are more likely than men to use coping
2gles, such as reaching out to family and friends

en with high stress levels may respond more p«
rapy

al. Nat Med. 1996;11:1248-50.
t al. J Midwifery Women'’s Health. 2004;49:473-81.



atient Popuiation:

ler stereotyping may influence prescribing of op

st-operative men receive a higher initial dose of opioids

male gender Is a predictor of inadequate pain managem
lents with metastatic cancer

ysicians select optimal pain management strategies mor
metastatic prostate cancer patients vs metastatic breast
1cer patients (though actual percentages were low for bc

en may be at greater risk than men of having tf
attributed to psychogenic causes

1. J Am Board Fam Pract 2001;14:178-83.
‘al. Pain Med. 2003:4:1-3.



atient Popuiation:

der differences driven by differences in h
and women communicate

nen are more likely than men to be unins

. J Am Board Fam Pract. 2001:14:178-83.
| Health Interview Survey, 2007.
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atient Popuiation:

prehensive approach

ucation, behavioral strategies

am approach is helpful

1en’s health clinics show improved patient
faction and improved quality of care

ovide a comprehensive approach to care

"U.S. Department of Health and Human Services,
nen’s Health, 2007.



ry and physical exam to determine source of pail

-’ S Wl S’

management Is a collaboration between clinician
Nt

mprehensive treatment plan

t goals

luding non-pharmacologic as well as pharmacologic mo

en experience more opioid side effects such as
Ing and dry mouth

et al. Journal of Pain. 2005:6:116-24.



H
e tools as for other adults
sual Analog Scale

rbal Pain Intensity Scale
Imeric Pain Intensity Scale

| has strengths and weaknesses

e Numeric Rating Scale has been found to be onh
ydestly accurate and may miss up to one-third of
tients with significant pain

atient Popuiation:

ment of Health and Human Services,
omen’s Health. Clinician. 2005;23(3):1-17.
t al. J Gen Intern Med. 2007:22:1453-8.
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[patient Popuiaiion:
en are at high risk for undertreatment of pain

en are more likely to report pain and experienc
S more severe and of longer duration

lones influence the experience of pain at both tl
al and peripheral nervous system level

orehensive approaches result in better patient
action as well as improved clinical outcomes
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S general Issues of pain in minorities, inclu
thophysiology of pain
ferences In perception and expression of pain

ferences In response to and acceptance of pain
atment
ysician attitudes and beliefs

rriers to pain management
ategles to Improve management

sessment tools



mented racial and ethnic

ritinc 1N 2 variats nf
HUcoS il a valicty Ui

1 care settings

ften believed that

Ity patients tend to

[ more pain than white
1S

1. J Am Board Fam Pract. 2001:14:178-83.



L) o
ertreatment seems unrelated to diagnosi

patients with fractures, Hispanics are less
an whites to receive analgesics

nority patients with cancer are commonly L
ated for pain

JAMA. 1994;271:925-8.



s DA. Chronic Pain: A Primary Care Guide to Practical
Iit. 2nd Edition. Totowa, N.J.: Humana Press, 2008.



[Patient Populaton: M

n-Americans and Hispanics exhibit lower pair
ce

n-Americans report higher levels of pain
lated with a variety of diseases such as glauc
S, and migraines

al. Psychosom Med. 2001,;63:316-23.



[Patient Populaton: M

lons In response to medications Is based O

~ ANifforonecroe NifFfaranecroc dAdamMmnncectratad 1N
IC aliterences viirerences aemonstateg n

)olism, absorption, and excretion

ences demonstrated In metabolism, absorg
xcretion

5 and timing may need to be adjusted

al. J Natl Med Assoc. 2002;94(10 Suppl):1-26.



ective cyclooxygenase inhibitors.
onsteroidal anti-inflammatory drugs.

s DA. Chronic Pain: A Primary Care Guide to Practical
t. 2nd Edition. Totowa, N.J.: Humana Press, 2008.



5 DA. Chronic Pain: A Primary Care Guide to Practical
t. 2nd Edition. Totowa, N.J.: Humana Press, 2008.
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[Patient Populaton: M

lons in the gene CYP2D6 are involved in the
olism of codeine

tients with the “poor metabolizer phenotype” get little
ef from codeine

ra-metabolizers convert the drug rapidly and have an
nanced response

valence of the “poor metabolizer phenotype” is not
lated to a specific racial group, but is higher In
ucasians and sub-Saharan Africans

etal. I NMA. 2002;94(10 Suppl):1-26.



[Pationt Populaton: M

research to explain disparities in pain
gement

riability in clinical decision-making exposes it to
luences of social context, thus contributing to disp
tial for racial and ethnic bias in pain
gement must be considered In light of studie
nstrating the influence of race / gender on
1ent recommendations In other disorders

al. Pain Med. 2003:4:277-94.



[Patient Populaton: M

lers often have opinions about how people of
Nt backgrounds and cultures express pain

IS NO uniformity in response among people o
culture

lers also respond to expressions of pain In
arison to their own response to pain

). End-of-Life Physician Education Resource Center.
2 Www.eperc.mcw.edu.
. JAMA 1994;271:925-8.




L7 [Patient Popuiation:
nce that physician bias may explain some
2Nnces In pain treatment

m barriers also exist

~etal. N Eng J Med. 2000;342:1023-6.
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[Patient Populaton: M

ite patients regarding pain

1se research that includes racially and ethnic
e populations to provide evidence-based
\mendations

ulturally-sensitive, language-appropriate
sment tools

al. Pain Med. 2003:4:277-94.
I D, et al. Pain Med. 2007:8:17-24.
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ndation : Studies have shown that African Americans and Hisp:
re reluctant to complain of pain, and more likely to believe In sto
concerned about opioid addiction. Physicians should make an ¢
2ry patient about pain or discomfort. This may require asking mc
nded questions or using descriptors other than the word “pain,” .
nfort,” “ache,” or “soreness,” with which patients who are stoic m
omfortable.

. Cintron A, et al. Pain and ethnicity in the United States: A syst
~Journal of Palliative Medicine 2006;9(6):1454-1473.

te : http://www.ncbi.nim.nih.gov/pubmed/171875527?dopt=Abstrs
th of evidence : Systematic review




[Patient Populaton: M

strategies are no different than for other groups

Ic differences exist In responses to some
ations just as there are differences in pain =~
otion; these should be kept in mind when creatil

ent plan

for pain relief appear to be an important predic
/ of pain management



()* [Patient Popuiation:
stand both the culture and beliefs of the patient
ans should be aware of their own beliefs about

for cultural competence

rch is needed to identify evidence-based strate
)roving pain management in racial and ethnic
lies

. End-of-Life Physician Education Resource Center. October 2002.
icw.edu Green C, et al. Pain Med. 2003;4:277-94.



v Car
S assessed for use In older minority patient

-
S U\ N SN SN

torial Pain Scale Revised
rbal Descriptor Scale
Imeric Rating Scale

va Pain Thermometer
ere found to be valid

' L, et al. Pain Manag Nurs. 2006;7:117-25.



’ (Faten Popuaton

IS a pathophysiological basis for differences in
ence In raclal and ethnic minorities

are genetic differences in how medication Is
olized, absorbed, and excreted

ishing goals for pain management is an essent
 effective treatment

ans should be aware of their own beliefs about
rive for culture proficiency to better manage pai
atients



