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POLICY:
Pain Management


Policy:

Louisiana Heart Hospital recognizes the importance of pain manangement in the care and outcome of our patient population. All patients will be cared for according to the provisions in this policy for assessing, treating, and educating patients in regards to pain.

Purpose:

Pain assessment is a collaborative, interdisciplinary approach to pain control including all members of the health care team, with active participation of the patient and the patient’s family.

Rights and Responsibilities:

Both health care personnel, patients and families will be aware of their rights and responsibilities related to effectively managing pain.

A. Health Care Team Rights

1. Care for patients without fear of reprisal related to pain medication administraion.

2. Have resources available to provide intervention for pain.

3. Be educated regarding the modalities available for pain management.

B. Health Care Team Responsibilities

1. Accept the patient’s report of pain as an indicator of pain level. Pain is viewed as a real 

experience by the patient with intereventions aimed at decreasing the pain and assisting to develop improved coping mechanisms with the patient.

2. Work with other departments to set goals for pain relief.

C. Patient and Family Rights

            1.   To expect information about rights and responsibilities as well as pain and its treatment.

2. To expect a concerned, nonjudgemental staff committed to pain prevention and treatment.

3. To expect a quick response to reports of pain and to be told how to contact staff when needed.

D. Patient and Family Responsibilties

1. Ask what to expect in regards to pain management.

2. Discuss options with staff.

3. Ask for pain relief when pain begins.

4. Assist health care team to assess pain.

5. Report when pain is not relieved

6. Discuss concerns regarding pain medications or treatments.

Assessment of Pain

 There are many factors that may influence the patient’s expression of pain. For this reason, LHH utilizes

a variety of assessment tools. Staff will be trained to use these tools and their objective findings and will incorporate the results with the patient’s subjective complaints to determine the pain level and the appropriate intervention needed.

      A.  Numeric Pain Scale Rating

This tool relies on patient reporting as the definitive indicator of pain intensity. It is usually appropriate for use beginning with adolescents through geriatric patients. The patient must be able to communicate verbally and have the capacity to understand the scale. The patient will be asked “On a 0-10 scale, with 0 being no pain and 10 being the worst pain, how would you rate your current level of pain?”  The number reported by the patient will be recorded as the pain intensity number.

       B. Smile- Frown Scale (Wong-Baker Scale)

            This scale is appropriate for children and some adults that may not have the capacity to       

            understand the numeric scale.Using a visual representation of faces that progress from happy (0) 

            to crying (10), patients may choose the face that best describes how they are feeling. The nurse 

            will then record the numeric value assigned to the face as the intensity number.

C. Nonverbal Scale

Behavioral indicators may be used when the patient is unable to self-report. This may include patients who are disoriented or comatosed, or pediatrics who are in pre-verbal stages of development. The most common signs of pain may include: groaning, whimpering or crying; restlessness, irritability or fussiness; facial grimacing; guarding flailing or withdrawing of body part; rubbing affected body part; sleep or eating disturbance; diaphoresis, tachycardia, or tachypnea without other causative factors; behavior indicated by caregiver to indicate pain. 
Severe pain (10)…….. 6-7 of the above signs.

Moderate pain (5)…….4-5 of the above signs.

Mild pain (2)………….2-3 of the above signs.

Procedure:

A. Initial Assessment: Upon admission all patients will be asked about the presence of acute or chronic pain.  If the patient indicates the presence of acute or chronic pain additional assessment  will be performed regarding the following elements:

· Current pain intensity

· Location and character of pain

· Physical exam and assessment of pain site

· History of current pain (onset, duration, patterns)

· Effects of pain on the patient, such as altered sleep or activity patterns, decreased energy, or reduced feeling of worth.

B. Pain assessment will be incorporated into every appropriate clinical pathway. Doumentation begins on the admission assessment and is continually documented throughout the 24-hour flow sheet. Responses are documented on patient care notes and PCA/Epidural flow sheets as appropriate.

C. Pain will be reassessed and documented at regular intervals:

1. 10-15 minutes after administration of IV pain medication

2. 30 – 60 minutes after administration of oral pain medication 

3. A minimum of every twelve (12) hours or once per shift

4. Pain level is assessed before and after procedures  and the need for treatment is determined.

D. Validation of the presence of  physician orders for pain relief medications or other measures:

1. Administer medications or provide other prescribed measure in accordance with orders 

based on patient need for pain relief.

2. Medication range orders are not acceptable for PRN pain medication management.

3. If pain relief is insufficient or if patients have adverse responses to pain relief medications or measures, discuss alternative therapies with the physician.

E. Pain interventions (which may include, but not be limited to: repositioning, diversional activities, pain medication, etc.) used to alleviate the patient’s complaint of pain, being sure to include the intensity of pain reported following intervention will be documented. Encourage pain reduction techniques as appropriate to the patient’s condition and receptivitiy.

F. Staff will be educated about pain assessment and management during clinical and department specific orientation. This information will be presented at least annually. Ongoing education is provided as information changes.

G. Patients, and families when appropriate, will be educated regarding their roles in managing pain as well as the potential limitations and side effects of pain treatments; and after considering personal, cultural, spiritual, and/or ethnic beliefs, it will be communicated to patients that pain management is an important part of care. Encourage the support of families or significant others by providing them with explanation of the pain process and promoting their participation when appropriate. 

H. Because pain may impact the patient’s functional ability,consideration of the patient’s pain goal 

is critical to discharge planning. Inpatients should be assessed for pain prior to discharge; Patients is other settings should be assessed for pain within the time frame designated for reassessment by the department.  Although LHH strives to provide complete pain relief for all patients, it is reasonable to expect that some patients will continue to experience a minimal level of pain upon discharge. For patients that are likely to experience long-term pain, information about community resources and post – discharge referral will be provided as appropriate. Discharge instructions regarding pain medication prescriptions and side effects will be provided. The goal of the discharge plan is to facilitate a positive outcome for the patient.

CULTURE AND PAIN:
American Indians:  Pain generally under treated in this population.  American Indians may complain of pain in general terms such as “I don’t feel right.”  If the patient reports being “uncomfortable” and gets no pain relief, the patient is unlikely to repeat request for assistance.  Patient may complain of pain to trusted family member of visitor who will relay message to health care provider.

African American:  Expression of pain may be generally open and public, but can vary.  Avoid pain medication for fear of addition.  Pain scales helpful to rate discomfort.

Central Americans:  Offer pain medication as ordered.  Pain may be viewed as necessary part of life to be endured.  May be viewed as consequence of “earthly misconduct” or “imbalance” of nature.  Expression of pain (moaning or crying) is acceptable.

Chinese Americans:  Patient may not complain of pain; be aware of nonverbal cues to assess pain.  Offer pain medication instead of waiting for patient to ask for them.  Some patients may use acupuncture or acupressure to treat pain or illness.

Cubans:  (Dolor) Culturally acceptable to express feelings of pain.  Men may seem hypersensitive.  Women are more tolerant.  Understand numerical scale of expressing pain.  Fear being addicted to narcotics.  Prefer not to take medication or to wean off as quickly as possible.  Injections viewed as more effective or stronger than tablets.  Nonpharmacologic methods for pain control usually under utilized.

Haitians:  Commonly referred to a doule.  Haitians have very low pain threshold.  Whole demeanor changes.  Very verbal about what is hurting them, sometimes moaning.  Usually very vague about location of pain, believing that whole body system is affected.  Therefore, location of pain is not important since disease travels.  Injection the preferred treatment method, followed by elixir, tablets and finally, capsules.  Chest pain referred to as doule nan ke mwen; abdominal pain is doule nan vent or doule nan lestomak mwen.
Japanese Americans:  Itami (e-tamee) – to have pain.  Itai – it hurts.  Can be stoic in expression of pain or discomfort.  Offer pain medications as ordered.  Some have high pain threshold, but other may refrain from asking for medications.  Older generation especially concerned about becoming addicted to medication and may refuse.  Others take medication as prescribed, preferring oral medications to injections.  May refuse rectal medications.

Mexican Americans:  Patients tend not to complain of pain.  Assess pain by nonverbal cues.  Mexican American prize inner control and self-endurance.  For some men, expressing pain shows weakness and possible loss of respect.  Expression of pain socially more acceptable in women; however, stoicism is common.

South Asians:  Darad is term used to express pain in many South Asian languages.  Would understand numerical scale to quantify pain.  Hindu and Sikh patients will accept narcotics for pain.  Muslim patients may refuse narcotics for mild to moderate pain, as narcotics forbidden in their religion; however, usually accepted for severe pain.  Some South Asians prefer home remedies to manage certain acute pain such as muscle pain and joint inflammation secondary to physical trauma.  For pain secondary to surgical incision or other chronic illnesses such as cancer, arthritis, etc., analgesics prescribed by Western physicians are usually taken.  Common home remedies include mustard paste poultice applied to painful muscle and turmeric paste warmed and applied on piece of gauze to painful joint and wrapped with bandage overnight.
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