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Call Monitor:  Good afternoon and welcome to today’s conference call.  The topic today is Resident-Centered Pain Care Training.  During the presentation all participant lines will be muted.  You will be able to ask questions at the end of the presentation by pressing 0-1 on your telephone keypad.  If time does not allow for all questions to be answered, you may email your questions to your state Quality Improvement Organization.  At the conclusion of the conference there will be a brief polling session allowing you to provide feedback on the topics discussed today.  As a reminder this conference call is being recorded.  And now without further delay I’ll turn over the conference call over to Laurie Gibbons with the Carolinas Center for Medical Excellence.

Laurie:  Thank you Michelle.  We would like to welcome all of you to this exciting opportunity to discuss, learn and share information about providing Resident-Centered Pain Care.  Before I introduce our speaker, I would like to recognize the sponsoring quality improvement organizations that have worked very hard to bring this educational opportunity to you.  DelMarva from D.C., Georgia Medical Care Foundation, DelMarva of Maryland, The Carolina Center for Medical Excellence in North Carolina and the Carolinas Center for Medical Excellence in South Carolina, Q-Source and Virginia Health Quality Center.  Quickly again, this call will be muted during the presentation by the conference center as the call is being recorded for posting to each of our web sites.

You will be in a listen mode until the question and answer session, which begins at approximately 2:20pm.  At that time if you would like to ask a question, please touch 0,1 on your telephone keypad and the operator will un-mute your line.  Please remain on the line following the 10-minute Q&A to complete a brief polling to evaluate the call.  This is very important to give us feedback.  We are in the process of planning other calls and we want to make sure that we are meeting you needs.  If by chance your question is not addressed during the open question and answer time, if you would, just email your question to your state quality improvement organization again and will be more than happy to email that to Ms. Curtis for a reply.

So, we would like to introduce to all of you, Ms. Carol Curtis, Clinical Nurse Specialist and owner of Curtis Consulting in Greenville, Maine.  Ms. Curtis received her masters in Nursing from Yale University in 1981 and has presented more than 600 local, regional and national sessions in 45 states in the United States and has authored over 39 publications on pain management.  Ms. Curtis serves on the Editorial Board of Pain Management Nursing and is an adjunct faculty member at the University of Massachusetts School of Nursing in Amherst, and the University of Southern Indiana School of Nursing in Evansville.  Thank you Ms. Curtis for sharing your time and your expertise with us.

Carol:  Thank you Laurie so much for having me here.  I’m delighted to be with each of you and welcome you.  I thank you for taking time out of your busy day and I know July is really a tough time with people on vacation trying to attend a conference.  So I appreciate your commitment to this.  I also understand from you QIOs that most of you have been really working very hard to improve pain management in your facility.  I’m going to focus today on sustaining and maintaining practice changes, because one of the things that we found out early on about pain, and unfortunately, it hasn’t changed over the years, is education alone doesn’t change pain practice.  It’s one of the few clinical areas where we don’t have an expectation that if you learn new information then you should put it into practice.  So that if you are simply educating and not tracking and not monitoring, you can expect that old practice will sneak back in within about 3 months.

The piece that is important for you to remember is that somewhere on your calendar, about every 3 months, to put pain back on the front burner.  Remind people that it is important.  Perhaps so far as you can see in this second slide after the title slide that you’ve evaluated policies and perhaps developed new ones.  You now perhaps have screened policies for assessment and reassessment.  And by the way, reassessment has been a consistent problem in every clinical setting, not just long term care.  In every clinical setting, the reassessment piece has been a problem and it’s also been an area that the Joint Commission on Accreditation of Healthcare Organizations has stressed in the past year and in this coming year as well.  Whether there is evidence that reassessment has been done after an intervention.

You’ve probably looked at developing a plan of care.  A lot of times assessment gets done but it doesn’t result in a change in the plan of care and evaluating the resident’s response.  You’ve evaluated clinically relevant performance improvement measures, perhaps with the help of your QIO.  You’ve educated staff; hopefully educated residents and families as well.  And you may find that initially your scores really showed your efforts.  Perhaps initially you had more pain in residents than you anticipated, but once you began to look at it clearly and have a system in place to manage pain, you began to do better.  And then all of the sudden, after a period of time, pain sort of becomes invisible and perhaps your scores are now drifting down a little bit.  Old practice might be sneaking back, and perhaps others have identified the issue that this is not an important issue, that we’re on to other things..there’s a lot of other things other than pain.  It’s really easy to make pain invisible and that’s why it’s so important to bring it back to the forefront periodically so your staff remembers that pain is important to all residents.

The next slide is a compilation of published standards and guidelines for best practices for pain assessment and management.  I’m going to go over them fairly quickly, but they are absolutely key.  This is the best practice that each of us should be looking for in your facility in order to improve pain management.  One of the easiest things to say, but the hardest thing to do put into clinical practice is the best practice that the person with pain knows his or her pain better than anybody else.  If you have pain right now, you know it better than I do, and yet we’ve been socialized in the health care system to mistrust self reports or perhaps doubt self reports.  You’ve probably heard somebody say in the corridors at your facility, “you know he reports this pain at level 8, but he sure doesn’t look like he’s in pain at level 8.”  Or “that procedure doesn’t cause pain at level 6.”  And yet if this were your pain or my pain we would be really skeptical of somebody telling us that we didn’t know our own pain management.  The single most important piece of pain assessment is self report whenever you can get it.  We’ll talk about the individual’s dementia as we go along.

Systematic and ongoing assessment is key.  We can’t fix a problem until we understand what is causing the problem.  So that assessment and an ongoing assessment is absolutely necessary.  It is often absent.  We hear a report of pain and then go right to intervention without assessment.

Combine medicines with non-drug interventions in an order that manages pain effectively. Hmm.  Now what is that order?  If I could tell you that, I probably would never have to work again in my life.  Unfortunately, I can’t tell you what order that is and what combination that is because all pain management is based on individual response.  We all respond differently to pain.  We all respond differently to pain medicines.  Adjust medicines to individual response – either titrated up or down, depending on the person’s response is a key best practice.  Continuing to check out to see if your intervention made a difference.  In other words, perform an ongoing evaluation of whether or not the intervention worked.  That helps us to tailor plans of care.  It makes no sense to continue using a heating pad for example, if the heating pad has made no difference over time on the resident’s pain.

Communicate the plan to others.  This is where a systems approach is absolutely vital.  That everyone understands the plan and knows and is expected to comply with the plan.  Each of you will have a certain set of barriers to identify and deal with.  Some of them are common, like fear of addiction, lack of education on healthcare provider’s part in the area of pain management for example.  And others will be unique to your facility.

And the last and vitally important is to continue to improve.  This is an ongoing lifetime process, if you will, to improve pain management.

This next slide that says, “Best Practices:  All pain management is based on individual response.”  Circle it and put a start on it because it’s the key message from this entire hour talk.  We don’t know what will work for an individual until we try it.  We don’t know what medicine, we don’t know what non-drug intervention.  All pain management is based on individual response.  And I’ll talk a little bit later on more about that.

I’ve given you in the next slide some of the references for the best practices.  The good thing about all of these, and there are many more published standards and guidelines for managing pain, are that every single one of them are consistent with every other one and gives that set of best practices we just reviewed in the previous slide.  So this give you a little bit of extra reference material.

Clinical practice will not change to improve pain management one staff person at a time.  It will only change with a facility-wide approach to pain management, as you can see in the next slide.  That facility-wide approach requires us to assess and reassess our pain management programs.  Do you have a program in place?  How well do you manage pain right now?  To develop an interdisciplinary team, and it’s key that the team is interdisciplinary, not just nursing, and in some situations, not just one person who is identified as the quality improvement person in your facility.  Gather a team.  You are bound to fail if you are trying to do this by yourself.  Look for champions – people who are interested in improving pain management, people who are interested in making some changes for residents.  You might look to the Physical Therapist, the Social Worker, if you have a chaplain.  I consult in one home that is fortunate enough through an ____ Grant to have a Music Therapist.  These individuals can bring a tremendous amount to your interdisciplinary team.

Identify a standard of care so that staff knows what it is that you expect, and that can be a part of your policy, as you look at your policies and procedures.  We’ll talk about that in a minute.

Because most of us don’t have very much pain management education as part of our basic entry education in healthcare - physicians do not, nurses do not, pharmacists do not - it’s important to educate staff and to keep them updated on changes in pain management.  Educate residents and families as well.  I’ll bet each and every one of you has had a situation where you’ve come up with an absolutely fabulous pain management plan and either the resident of the family member said, “oh no, I won’t do that.”  So involve them from the beginning.  Let them know that pain management is important in your admission materials that you give to families and residents.  Make pain a priority within your facility and continuously monitor and improve.

The next slide shows best practices for policies and procedures and you’ll note there are little tiny check-off boxes on that slide.  You might want to begin checking off what’s in place at you facility.  Do you have a written standard of care, and if you don’t have a written standard of care or care expectations, that’s where you need to start so that staff understands what it’s supposed to do in order to manage pain effectively.

Does that standard of care include screening at pre-determined intervals using a standard tool for the cognitively impaired and for the cognitively intact, and does it also include a minimum required frequency.  In long term care for example, on admission and either every shift, or no less than every day.  I like to think of long term care..the question in long term care, who does your bowel screening and how often do you screen for bowels.  The answer is often a certified nursing assistant or licensed nursing assistant, depending how your state identifies those individuals, and add pain screening right on to that bowel assessment because the screening for bowels happens routinely, it’s a common problem of elderly people, pain is a common problem of elderly people.  With the appropriate policy anybody can and should screen for pain.

I like to talk about certified nursing assistant’s responsibilities as identifying and reporting, or recognizing and reporting.  Do you have a process for assessment that includes a standard tool – one for the cognitively intact and another for the cognitively impaired?  Do you have a standard for frequency of assessment and reassessment?  Do you have a process for intervention?  Once again you notice I have a question mark on algorithms.  An algorithm is a guide and that’s only what it s.  An algorithm is only as good as the first resident it doesn’t work for.  It’s a guide that helps us in common situations, but if that resident doesn’t respond to the algorithm, that’s an indication we need to go outside of the algorithm, complete a comprehensive assessment, and then come up with a plan that is individually based.

Do you have in writing a process for reassessment?  What triggers that reassessment?  Some facilities are using a brightly colored paper in the medical record, others are putting some sort of reminder on the door of a resident to reassess for treatment effectiveness.

Do you have a process for staff education?  That includes pain management as part of orientation so that all new staff know your expectations right from the beginning.

We manage pain every single day when we’re at work, and yet few staff are evaluated in our performance reviews on our ability to identify and assess and intervene for pain management.  It’s a core competency.  Consider adding it to your performance reviews.  When you have an annual review for example for fire safety and other required reviews, include an update on the importance of pain management while you have everybody together.  Use the time to your best advantage.  And as I said before, be sure to include resident family education.

In other words, and you don’t have these next couple of comments that I’m going to say on your slide, what’s in place at your facility to assure best practices?  Go through the checklist, and I know you have materials from your QIOs that can help you as well.  What do you have in place, where are the gaps and what do you need to put in place to close the gaps?  Ask yourself what commitment has management and administration made to this initiative.  Because if management and administration is not committed to improving pain management, it’s not likely to be sustained very long in a facility.

Ask the question, how accountability is measured.  As I said before, do you include pain management in annual performance reviews and job expectations?  In other words, within your facility, create a culture of comfort.

For quality care, for ongoing screening and monitoring, as you can see in the next slide, this is a review slide.  Institute the use of standardized screening tools.  Institute a schedule to assess, and I’ve given you examples in the slide.  Institute a schedule to routinely screen all residents, not just those who report pain, but all residents.  Institute a schedule to reassess the response to the plan and a trigger than reminds staff to reassess because that, as I said before, is one of the major areas that we still have to do better in.

Designate accountability and responsibility.  Who is ultimately accountable in your facility for poor pain management?  And the answer that I often get is all of us, which is really very close to none of us.  Identify in writing who is accountable for pain management.  Individualize care.

So in monitoring, where are the gaps in your system?  This is a continuous process that you may use audits, and I would suggest that you do.  Perhaps you use surveys – be careful of resident surveys because all patient surveys that have been published have shown similar results – people are happy with their pain management plan and often still in pain enough to interfere with activities of daily living.  So if you are asking the question, are you happy with your pain management plan, also ask the question that identifies the level of pain or level of function that the person has so that you can really see if they are improving or if they’re just not expecting very good pain management.

When you audit, pick one part of best practices and look at it quarterly.  For example screening one quarter, assessment the next, treatment planning the next, and then repeat the cycle as you complete best practices.  The real question that you want to ask when you design quality improvement studies is, what difference does it make to the resident?  And if the answer is this study really doesn’t make any difference to the resident, rethink why you are doing it.  Anything that you’re looking at from a quality improvement prospective should improver resident care.

Why is pain such an important thing?  Because pain is a multi-dimensional phenomena.  It affects all parts of the person’s life and if you look at some of your other quality measures, those measures are affected by pain as well…depression often accompanies persistent, unrelieved pain.  On the other hand, people who have underlying depression will often have increased pain perception.  So treating them both is important.  The individual with pain may become confused because of unrelieved pain, and may refuse to move.  They may become incontinent because it’s too painful to move to get out of bed.  Pain aspects all aspects of life and physiologically we know now that pain does permanent damage to the nervous system if it’s not relieved.  Pain affects many, many other parameters like I’ve just mentioned.  Not just the list, but many, many others as well.

I’ve included the framework that many of you are using to look at a holistic approach to transformational change in terms of a culture change within long term care.  Pain fits very nicely into this because as I said before all pain management, whether it’s in long term care, acute care, ambulatory care, any where, all pain management is based on individual response.  So we have to have an individual interest in a resident, understand them well and look at them as an individual person in order to be successful.

If we look at the old culture of pain, many of us – I’ve been a nurse almost 40 years, and been in pain management since 1978 – many of us who have been around for a while learned and taught to others who have not been around quite so long, that somehow the health care provider knows best.  The examples I gave before.  For example, he doesn’t look in that much pain, or his pain can’t be level 6 – this procedure doesn’t cause that much pain, and yet the individual resident knows his/her pain best.

I still hear, a little pain never hurt anyone why do you even bother, we have so many other things to do.  But a little pain can do a lot of damage.  The old culture of pain, old out-dated concern about addiction.  The notion that addiction is common and I’ll talk to that in a minute.

The thought that most people who take analgesics are drug seeking.  That Demerol and Darvon are the drugs of choice and that we should give as little as possible, as infrequently as possible when we’re giving medicines, especially opioids or narcotics.

There is tremendous new science and new knowledge about pain and it creates a new culture of pain.  We know that the person knows pain best, and as I said before, pain causes permanent damage.  We also know that when individuals take medicines for pain, if they don’t already have a diagnosed substance abuse disorder, addiction is rare.  Most people who ask for pain meds are seeking relief.  We also know that we need to avoid Demerol and to avoid Darvon, they are two of the least acceptable drugs for the elderly and Demerol is actually being taken off formulary in many settings including acute care for all but blood transfusion reaction rigors, the shakes for example, but not for pain management.  Both Demerol and Darvon have a metabolite, each of them has a different metabolite that accumulates and causes central nervous system changes and Darvon, also causes cardiac changes.  And our goal, and you’ll need to make a correction in one typo on this last piece on the New Culture of Pain, is to prevent pain from (not fro) occurring or returning by scheduling medicines for persistent pain and not using PRN.

So strategies for resident-centered pain care.  We need to respect reports of pain; respect individual differences and expect individual differences.  Identify specific resident goals for pain management.  For example on a scale of 0-10, what level of comfort would allow you to do the things you’d like to do, and most people won’t tell you zero, they usually tell you somewhere around 2, 3, sometimes 4 or 5 or more.  You also may use a functional goal.  For example, be able to walk to the dining room.  Involve family and residents and loved ones in the pain management plan from the beginning.  Determine resident preferences for pain management strategies and that’s especially important for the non-pharmacologic strategies.  There are some individuals who do really well with relaxation and imagery and some people who would not even think of trying it at all and that is individually based.  Maintaining consistent staff assignments is key and involving nursing assistants is vital to effective pain management.  They are the people who are with residents the most.  They turn them, they transfer them, they know them, they know subtle changes and that’s absolutely key.  The more you know a resident, the better you now a resident, the easier it is to identify issues with pain.

For the next slide for key points and resident centered pain care, again, self report is the gold standard.  Remember that people with persistent pain often don’t look in pain.  Their vital signs will not change. We used to be taught that if somebody in severe pain, that their vital signs would go up or down.  Well that happens with acute pain, but the sympathetic nervous system adapts and it no longer gives off that fight or flight response and with persistent pain, vital signs rarely, if ever, change.  So it’s not a good indicator of whether pain is present or not.  And whether a person has that scrunched up face, moaning, groaning, and grimacing, often does not occur with chronic pain either.  If the person is cognitively impaired, their expressions are even more blunted.  So we need to take reports of pain seriously and remember and remind our colleagues that none of us know another’s pain and can’t tell simply by looking.  It’s important when we look at individual differences to remember that we all respond differently and uniquely to pain.  We have different pain relief goals.  We respond physiologically different to pain medicines.  We respond differently to nonpharmacologic interventions and we like to be cared for by some people better than others in the same way that you and I like to care for some residents better than others.  The important piece to remember is the differences, especially in our response to medications are wide and variable and not predictable.  So we can’t guess how much medicine, for example, will work for any one particular kind of pain.  It’s highly individually based.  

It’s important, in the next slide, we are physiologically different and use medicines differently and because of that wide and variable individual difference, the right amount of medicine is the amount that works for each person and the right drug is the one that works for each person, even within the same class.  For example, Ibuprofen might work better for one person and Acetaminophen might work better for another and aspirin might work better for another and we have no way of knowing that until we try with that individual.  The same thing works, it works the same way with opioids.  A person may respond well to Morphine and not well to Fentanyl or vice versa.  So in order to account for those individual differences, it’s imperative that we complete a comprehensive assessment, base the plan of care on assessment information, establish a time frame and a process to reassess and evaluate the effectiveness of the plan and revise it as needed and expect wide variations, even when pain is similar among different people.  Because of that, screening, reassessment, and reassessment is the only way to know individual response.  And while I’m not going to go over screening in detail or assessment in detail, it’s beyond the scope of this particular conference, I’ve given you a couple of slides that summarize them.  Who do we screen and when?  We schedule it routinely for all residents and every shift or no less than every day.  Using a standard tool, identifying in policy a level that requires reassessment and action.  For example, the most common across the country is the policy reads, pain at level three or above or any level unacceptable to the resident requires reassessment and intervention or attention to the care plan.  You may use level four as well.  Try to keep it less than level five because on a scale of 0-10, pain at level five or above will interfere with activities of daily living.  Assign written responsibility and accountability to CNA’s as part of daily care to screen and everyone who sees residents is also accountable to recognize and report pain.  For example, housekeeping, maintenance, dietary, those individuals know residents very differently than you and I do and residents will often make friends with non direct care providers.  And we screen to identify residents with pain to then to do an assessment and create a plan to treat the pain.  When we’re looking at pain relief it’s important to identify a specific goal for relief.  It should be resident determined, as I said before, a number on the scale or a functional goal.  And measure your progress in reaching that goal.  

So as you can see on the next slide, the goal for screening is that residents are screened routinely for pain and when a resident reports pain, a comprehensive pain assessment is done and results in changes in the plan of care and a plan for reassessment is put in place.  Key points for screening with appropriate policy anyone can and should screen.  That may even be a family member.  It must be scheduled and routined for everybody.  Screening scores or observations should be documented in a way that they can be easily trapped.  If they’re buried in a narrative note someplace, no one will ever use them.  They won’t be helpful to track achieving your goals.  Pain or discomfort on screening must yield a comprehensive pain assessment.  If we look at keys to assessment.  First important point:  The MDS scale is not an assessment tool.  It measures an outcome only at one point in time and is not particularly useful for identifying and assessing pain.  So it’s not an assessment tool.  Any good assessment tool, and there are many published and all the standards and guidelines in that slide way back that gave you some references will give you examples of tools.  Any good assessment tool includes at least three pieces:  Questions about pain, questions about pain relief, questions about the effect of pain on the person.  So pain onset, location, duration, quality, severity, intensity, having the resident who can speak to you, rate their pain.  Relief.  How much relief do you get from what we’re doing.  How long does it last?  Does you pain come back before the next intervention is due?  Does all of your pain go away from what we’re doing?  These questions help us fine tune a plan that’s an effective plan.  In fact when a resident always asks before the next dose is due or asks for more pain medicine, look at the plan rather than criticizing the resident.  Most often it’s an error in the plan that’s not adequately controlling pain.  The third piece and an essential piece, what effect does pain have on the resident?  What is the resident unable to do because of the pain?  What limitations are there?  Look for side effects, especially if an individual is coming in from home and has opioids prescribed.  Constipation and our failure to treat it is the most common reason people stop taking their pain meds at home.  Do a physical exam.  Look at the plan.  Does it make sense for this resident and look at response to treatment.  Assessment involves asking the right questions.  Not just about pain, but putting the pieces together and thinking clinically.  Following through after the assessment.  

The next slide talks about reassessment.  And I’d like you to make a change on the second bullet when we get there.  When should you reassess?  Oral meds work.  They take about an hour to work.  So it makes sense to reassess in about an hour.  Subcutaneous meds about 30 minutes.  IV meds five minutes.  And medications that steady state, if we’re giving other meds it usually takes four to five doses for a medicine to get to a steady state.  This is the one I don’t know what I was thinking when I wrote this bullet.  Schedule review no less than daily.  Please change it to mild to moderate pain.  So scheduled review no less than daily for mild to moderate pain.  For moderately severe to severe pain, we would be assessing by the minute to get this person comfortable.  Severe pain is an emergency that we need to respond to quickly and certainly once daily is not adequate from severe pain.  Reassessment should be scheduled whenever an MDS is completed and quarterly and whenever pain is reported.  

Let’s turn to the cognitively impaired for a minute.  We know from clinical practice as well as multiple studies that the cognitively impaired are at increased risk for poor pain management.  We document pain less frequently and they also have less analgesic prescribed and administered.  So they’re under prescribed and we under administer what’s already under prescribed.  The cognitive impairment by itself, a diagnosis of cognitive impairment by itself doesn’t preclude self report.  With usually a show and tell and a persistent approach, many cognitively impaired people can report present pain.  Again, as I said, they do better with the a show and tell and they do better with a vertical scale, a top to bottom instead of a side to side scale.  When we look at published tools and there are quite a few of them that are published to…they’re behavioral tools, for the cognitively impaired, there is no one best tool yet.  It’s very difficult because behaviors that indicate pain change from person to person to person.  That’s why it’s so key to know the resident well.  The better you know the resident, the easier it is to pick up subtle behavior changes.  This reference that I’ve given you from K. Herr, who is with her colleagues done a great deal of research in the cognitively impaired and pain management and assessment, reviews most of the published tools that are there, telling us their pluses and their minuses.  It’s published in the Journal of Pain and Symptom Management in 2006.  Tools for assessment of pain in nonverbal older adults with dementia: A state of the science review.  The conclusion, again, is that there is no one best tool yet.  Look for a tool that meets the needs of most of the residents within your facility and adapt it to your needs.  If we look at best practice for assessing pain in the cognitively impaired, based on the article that I just talked to you about by K. Herr, the American Society For Pain Management Nursing this year published a document, a consensus statement called assessing pain in the nonverbal patient.  It covers cognitively impaired individuals, infants, as well as adults with developmental delays.  For the cognitively impaired, this is their list of recommendations.  Use the following in this order, self report whenever you can get it.  If you can’t get self report, search for a potential cause of pain.  And if there is a potential cause, like osteoarthritis or postoperative from a knee replacement for example, assume pain is present and treat it.  Third, observe resident behaviors and look for subtle changes.  The resident who suddenly begins wandering, who doesn’t usually wander, might be an alert that something’s different.  An assessment needs to be done to rule out pain.  The individual who usually sleeps through the night who’s awake.  The person who screams only when being transferred requires an assessment to see what’s going on.  Surrogate reporting, what we think as healthcare providers or what families think comes fourth and then fifth attempt an analgesic trial and watch behaviors.  

Best Practices continued, establish a procedure for pain assessment.  Use behavioral assessment tools as appropriate, remembering that they are not pain intensity measures.  They only measure changes in behavior.  You can’t compare them to a 0-10 scale for example.  Minimize an emphasis on physiologic indicators like vital signs.  It doesn’t work.  And reassess and document.  If the person can’t self report, look at their prior pain history.  Do they have a history of something causes pain?  Do they have a current diagnosis causing pain?  Look for subtle behavior changes.  Interview if this is a new admission, interview staff or the primary care giver about what the caregiver thinks the person does when they’re in pain or under stress.  If you can find a behavior, document it.  And what’s empirical evidence?  I didn’t include but there was a study published in the annals of long term care by Duzian.  They took ten residents.  This is a small study but an important one.  They took ten residents who had behavior problems.  The only change they made in their care was to schedule Tylenol three times a day.  Five of the ten showed improved behavior and in six individuals, they were able to discontinue their psychoactive meds.  So we don’t know for sure that pain was causing behavior problems, but it’s likely when pain was treated, the behavior went away.  It’s likely that pain was part of the problem.  Prevent pain whenever possible.  If pain is possible, treat it.  

Key points for observational tools on the next slide.  Behavioral tools measure change in behavior and not pain intensity as I said.  We need to have a comprehensive assessment to follow.  You can’t use a behavioral tool to contradict self report.  Self report is the gold standard.  I’ve given you a slide on when to assess and that comes from the AMDA guidelines, as well as the American Geriatric Society Guidelines and a slide on quality care for assessment.  Determine a schedule for assessments, evaluate the tools that you use and make sure they’re comprehensive.  Develop a procedure for incorporating assessment data into the plan of care.  Assign responsibility.  Determine a process for monitoring residents responses to pain plans of care and determine a schedule for reassessment.  Again, I want to emphasize if you are sitting there now thinking, wow, we have a lot of work to do, take it a piece at a time and fix one piece and go on to the next.  And then move to the next and move to the next.  It can be pretty overwhelming to try to do it all at once.  The goal for complete assessment is that reports of pain result in a comprehensive assessment by the nurse to evaluate the pain, pain relief, and effectiveness of the plan and lead to care planning and treatment to diminish pain.  I would also add there and lead to scheduling reassessment.  

In the five minutes or so that I have left, I am going to talk briefly about some of the strategies for managing pain.  Key pieces are to identify pain early.  Mild pain is a lot easier to treat than severe pain.  Prevent pain whenever possible.  Someone who has osteoarthritis pain 24 hours a day, seven days a week, needs scheduled meds and non drug interventions integrated.  Use multi modal approaches.  Almost never will medicines alone be the answer to persistent pain.  Reevaluate regularly and be sure to include the resident and family in planning.  This is where a team approach is really key and the interdisciplinary approach that’s comprehensive and communicated to others.  You see the slide again, because I want you to remember and your staff to know that all pain management is based on individual response.  I can’t say it enough.  When we look at multimodal approach, first things first. For example, a resident has some different behavior.  The CNA says, you know, Mary’s just not looking like herself.  She acts funny. She acts a little different.  First step is to make sure basic needs are met for the resident.  Is the resident clean?  Is the resident dry?  Are they soiled?  Are they warm enough?  Do they just need some comfort today?  Do they need some company?  Look at positioning, assistive devices, and distraction.  Consult with your activities program to see if residents can be taught relaxation and imagery as part of activities and then can use it during times of stress or times with pain and other nonpharmacologic interventions.  So approaches to persistent pain then are to prevent pain from occurring or returning, to use a comprehensive plan with both non drug interventions and medicines often, scheduled medicines not prn, and anticipate an aggressively manage side effects.  When you review the MAR, every once in awhile take a look through and I would do it on a scheduled basis, if you’re giving prn more than two times a day for pain other than incident pain, that’s an indication this person could possibly benefit from scheduled meds so that the person has a steady serum level instead of the peaks and troughs of prn pain medicine.  If you’re concerned that you’ll have to call the physician or the nurse practitioner every time a resident refuses, ask the physician or nurse practitioner or PA to write the order adding on resident may refuse.  So in other words, 30 mg of Morphine Q 3 hours orally.  Resident may refuse.  As you’re reviewing the MAR, are you giving breakthrough medication regularly with a controlled release analgesic?  For example, you’re using Avinza, Kadian, or MS Contin or OxyContin and regularly giving prn medicines for breakthrough?  That’s an indicator that your controlled release medicine dose is not high enough.  Calculate the total number of milligrams per 24 hour period that the person is currently taking.  Divide it into the dosing interval for the controlled release and that’s your new controlled release dose.  You might want to do this kind of review periodically through the MAR to make sure you’re on target.  Do you have a resident regularly reporting pain?  Assess and design a plan to relieve it.  Look at your 24 hour report log.  Can you see any trends?  Where are your outliers?  Who are the people who have the most trouble with pain?  That will help you zero in on what you need to focus on.  For example, do you do a good job with everybody except people with diabetic neuropathy?  Then you need to look more at neuropathic pain and probably do some staff education as well as physician education in that area.  

So in developing a plan, the next slide, assess the pain, assess the person, look at the plan to make sure it makes sense.  They often don’t.  Identify the goals of care.  Look at what’s worked in the past and what hasn’t worked and try not to repeat the failures and use a team approach to planning.  Look at the whole person, not just pain.  But the whole person.  

I’m going to quickly go over principles for using medicines.  We use medicines scheduled for persistent pain, not prn, as I said, to keep a steady serum level that allows the person to be comfortable and not have the peaks and troughs of prn dosing.  We base the plan on the individual problem.  Use the oral route whenever possible, understanding that the dose will always be higher orally than its equivalent parenteral dose.  For example, 10 mg of Morphine by injection, it would require 30 mg orally to get the same amount of pain relief.  Adjusted to individual response and when an opioid is started, this is a good easy QI study to do, when an opioid is prescribed, is a prophylactic bowel management program put in place that includes a softener and a stimulant, as well as the other things you do for bowel management and did it work for this resident?  Using medicines in the elderly, we base our selection of medicines on an individual problem.  When the person is really frail we may start the dose a little lower and titrate a little more slowly.  You have to watch nonsteroidal anti-inflammatory drugs over the long term because of their effects on the kidneys and the GI tract and we need a plan for evaluation. 

The next slide says don’t even go there.  Darvon, Darvocet N-100, all the Darvon products are approximately equivalent to two regular strength aspirin or Acetaminophen in their ability to relieve pain.  We tend to use them as a “step up”.  They’re not.  They are sideways step.  Plus Darvon and Darvocet are Propoxyphene containing drugs that have a metabolite that causes central nervous system distress, as well as cardiac distress.  I talked about Demerol.  IM injections for pain do not make a lot of sense at all.  In fact, many facilities are trying to go IM free.  Acute care hospitals even are trying to go IM free for all meds because of the inconsistent absorption of medicine via the IM route.  Even if it’s the same nurse giving the same med to the same patient.  Plus for pain, IM injections hurt.  So why do we want to hurt somebody to help relieve their pain?  Don’t even go here for anti-anxiety medicines or sedatives prescribed for pain.  They have no pain relieving ability.  They are good for anxiety or to sedate.  And a sedative will put a person in a body that can’t tell you they hurt.  Ignoring pain reports is inappropriate.  Assuming sleep equals relief is also not a good tenet because we find that some people can only get relief when they are sleeping.  And if you don’t wake them for a middle of the night dose of medicine for example, they will have uncontrolled pain in the morning.  It will take you most of the day to get it under control and then you repeat the cycle.  What’s not on your slide that is another don’t even go here is placebos.  The use of placebos for the assessment or management of pain without written informed consent by the person receiving it is considered unethical by all of the standards and guidelines we have.  

So quality care.  Developing a plan of care.  Designate responsibility.  Assure that the plan adheres to published clinical guidelines and address resident goals.  Include them whenever you can.  So why bother with process improvement?  I used to think that it was nothing more than an exercise in pencil pushing.  Then I began to realize that we could use process improvement to change clinical practice.  It’s all about clinical practice.  Not documentation.  Not is everything filled out, but what difference does it make to the resident and to this resident.  It’s absolutely key.  If I don’t have quality improvement measures, I only have my opinion, and that usually doesn’t get plans changed very easily.  When I have quality improvement measures, I have data.  And data really is a powerful tool to get prescriptions changed and residents to have better care.  So steps to an organizational commitment, as I said previously, and interdisciplinary work group, once you have your work group, begin to look at your current practices.  What are you doing and what do you need to improve.  At the same time, review or implement a standard of care that’s in writing.  Review or establish policies.  Provide education to staff and residents.  Implement, and I would recommend you pilot a plan in a small area rather than institution wise, and if it works then take it throughout the facility.  And designate accountability and responsibility.  Once you know where a gap lies, develop a plan to improve it.  Implement the plan after piloting and reassess.  

The summary slide, I think you can just review for yourself.  I want to take enough time to have questions and answers.  So I would like to end at this point and open up for question and answers.  

Call Monitor:  Thank you.  If anyone has a question at this time, you may press 0-1 on your telephone keypad.  Once again if you have a question, please press 0-1 on your telephone keypad.  There’s a question in the cue.  This comes from Mary Field Nursing Home.  Go ahead please.  Go ahead.  Your line is open.  

Mary Field Nursing Home: We were just coming back on line.  I’m sorry.  We don’t have any questions right now.  

Call Monitor: Thank you.  Sacred Heart Home.  You have a question?  You may go ahead please.  

Sacred Heart Home: Yes.  Can you repeat that formula that you used for determining how to increase the daily dose when you have breakthrough pain?  

Carol: Sure.  And I’ll add a little bit to it as well.  If the person is taking a controlled release oral analgesic like MS Contin, Avinza, Kadian, Oramorph SR, or OxyContin and they have medicine for breakthrough and they are taking more than two to three doses of breakthrough pain med per day for other than a dressing change or incident pain, you add up the total number of milligrams of the controlled release medicine they have prescribed a 24 hour period and the total number of milligrams they are currently taking in the last 24 hours for breakthrough pain med.  That’s there essentially 24 hour requirement.  If you giving Avinza, it’s a once daily drug so you would give that entire dose as close as you could come to how it actually comes manufactured, as their new controlled release dose.  Then what you would need to do…excuse me I’ll back up for a second.  If you were giving MS Contin, for example, that may be dosed every eight hours or every 12, so you would take your 24 hour equivalent that you added up, the controlled release and the breakthrough pain med and divide it by three if it was every eight hours, that would be your new eight hour dose or divided by two, if it was every 12 hours.  That would be your new 12 hour dose.  Once you have done that, take the….add up the total 24 hour dose of that controlled release med, take 10-15% of that 24 hour controlled release dose and that will be your new breakthrough pain dose.  The breakthrough pain dose needs to increase as the controlled release increases.  Does that make sense?  

Sacred Heart Home: No.  Can you go over that again.  

Carol: Sure.  Okay.  Let’s use an example. The person is taking 30 mg of MS Contin Q 12 hours.  Okay.  So their total daily dose is 60 mg of MS Contin.  

Sacred Heart Home: Right.  

Carol: And let’s assume that they have had 5 mg of oral Morphine for breakthrough and they have taken four doses.  So 5 mg times four doses is 20 more milligrams?  Correct?  

Sacred Heart Home: Yeah.  

Carol: So add the 60 and the 20 together.  That’s 80 mg per 24 hours.  And we’re giving this as Q 12, so we would then divide it by two and the dose for MS Contin would be 40 mg Q 12 hours for a total of 80.  We haven’t increased their daily requirement.  We’ve just put it all in controlled release.  Now we now need to calculate their breakthrough pain dose.  Their 24 hour requirement is 80 mg.  Take 10%.  That’s 8 mg or 15% is 12 mg.  So the breakthrough pain medicine should be dosed at either 8 or 12 mg somewhere in between that range to be an appropriate breakthrough dose.  

Sacred Heart Home: Okay.  That makes sense.  

Carol: Okay.  Good.  

Sacred Heart Home: Thank you.  

Carol: You’re welcome.  

Call Monitor: The next question comes from the Fairfax.  Go ahead with your question.  

Fairfax: Hello.  We’re here at the Fairfax and I have a question for you.  You mentioned earlier in pain in the cognitive impairment, that you had had a guideline for 2006.  Could you rename that book please?  

Carol: Sure.  If you look at the slide where in the cognitively impaired piece the one that’s after the one that says no best tool yet, at the bottom of that slide where it says best practice, the cognitively impaired?  It says the American Society For Pain Management Nursing 2006.  And if you go online it’s www.afpmn.org and look for the consensus statement on pain assessment in the non verbal patient.  You can get it off of the web site.

Fairfax: Thank you very much.  

Carol: You’re welcome.  It’s also published in Pain Management Nursing.  It’s either last month’s issue or the issue before.  

Fairfax: Thanks again.  

Carol: You’re welcome.  

Call monitor: Thank you.  We have two further questions in the cue.  The next one comes from North Hampton Manor. Go ahead please.

North Hampton Manor: You already answered it.  Thank you.

Carol: Oh you’re welcome.  

Call monitor: Thank you.  The next question comes from Oxford Lutheran Home.  Go ahead please.  

Oxford Lutheran Home: Thank you very much.  I got my question answered.  

Call monitor: There is one final question in the cue that comes from Murphy Medical.  Go ahead please.  

Murphy Medical: Yes I was wondering if you have a patient on multiple pain meds, is it better for them to be on multiple pain meds or to increase one of the very strong ones?  Should we would be talking to the doctor?  

Carol: It really depends.  If they’re on multiple medicines in the same family, that tends to be polypharmacy.  For example, a little bit of Morphine and then a little bit of OxyContin and then put on a Fentanyl patch.  That’s not good pain management and in that case you should stick with one medicine from each family and titrate to effect.  Using a non opioid and an opioid, for example, Acetaminophen or Ibuprofen along with Morphine or Oxycodone, one at a time.  So Acetaminophen and Morphine or Ibuprofen and Oxycodone can give you some very, very nice pain management and is really appropriate.  It’s a multimodal approach. The non opioid works on the peripheral nervous system.  The opioid essentially works on the central nervous system, so you can get coverage on both…two different pathways if you will.  So non opioid and an opioid and sometimes even with an adjuvant medicine like a tricyclic antidepressant or an anticonvulsant for neuropathic pain, you’re okay.  But if it’s a little of this and a little of that all at subtherapeutic doses, that’s not a good choice and I would talk to the physician.  

Murphy Medical: Thank you very much.  

Carol: You’re welcome.  

Call monitor: One further question has come into the cue and it comes from ______ Lewis Dixon Home.  Go ahead please.  

Lewis Dixon Home: Yeah I have a question.  I don’t know if I didn’t understand you well, is it okay to wake up a patient for pain medicine?  

Carol: If the person’s pain is persistent pain that lasts all the time, it is not only okay, but you’ll need to to get good effective pain management.  And if their pain is well managed, they usually will go back to sleep really quickly.  I would do it as quietly as I could, you know, I wouldn’t turn on all the lights to do that.  But most people with pain, if you let them sleep through the night, when they wake up in the morning their not going to be able to get out of bed very well because they hurt too much.  So you’ve dropped the serum level of pain med through the night. 

Lewis Dixon Home: Okay.  Thank you.  

Carol: You’re welcome.  

Call monitor: Thank you and that concludes the question and answer session.  Please note that if your question was not answered, you may e-mail your state Quality Improvement Organization and they will assist you further.  And now I’m going to hand the call back to Laurie Gibbons with some concluding remarks.  

Laurie: Thank you Ms. Curtis for presenting today.  That was just a wealth of information and I hope that all the facilities will be able to definitely use your slides in improving their processes with their pain management.  Please everyone stay on the line.  We have consolidated our evaluative process.  It will only take a quick few minutes and we need your evaluations.  Also I would like to remind everybody October 4th is the Ira Cast part II depression call and we’re looking forward to having part II for the depression.  Again, Wednesday, October 4th.  And we’ll hand the evaluation process back to Michelle.  

Michelle: Thank you.  At this time you will be able to provide feedback on the topics discussed during the conference.  During the polling session, a statement will be read and numbered responses will be provided.  To respond to the statement, press the number on your telephone keypad that best reflects your opinion.  Each statement and answer will only be read once.  After the statement has been read, you have ten seconds to press the key on your telephone that best reflects your opinion.  The first statement is the teleconference was well organized.  Press 1 if you strongly agree.  Press 2 if you agree.  Press 3 if you are neutral.  Press 4 if you disagree.  Press 5 if you strongly disagree.  Please make your selections at this time.  The next statement reads the teleconference was presented in a clear understandable manner.  Press 1 if you strongly agree.  Press 2 if you agree.  Press 3 if you are neutral.  Press 4 if you disagree.  Press 5 if you strongly disagree.  Please make your selections at this time.  The next statement reads the teleconference was informative and helpful.  Press 1 if you strongly agree.  Press 2 if you agree.  Press 3 if you are neutral.  Press 4 if you disagree.  Press 5 if you strongly disagree.  Please make your selections at this time.  The next statement reads the presenters addressed questions that I had about the topic.  Press 1 if you strongly agree.  Press 2 if you agree.  Press 3 if you are neutral.  Press 4 if you disagree.  Press 5 if you strongly disagree.  Please make your selections at this time.  The final statement reads I would recommend this training to others.  Press 1 if you strongly agree.  Press 2 if you agree.  Press 3 if you are neutral.  Press 4 if you disagree.  Press 5 if you strongly disagree.  Please make your selections at this time.  Thank you for your participation in this polling session.  You may now exit the conference call.  
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