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1. PURPOSE: 

The purpose of this policy is to establish a network-wide approach to pain management that will reduce pain and suffering for veterans experiencing acute and chronic pain.

2. POLICY:  

a. Relief from unnecessary pain is a priority in patient care. 

b. It is the right of every patient receiving care at a VA New England Healthcare System facility to receive effective pain management.

c. Effective pain management can best be achieved by an integrative and ongoing program that involves:

(1) Staff, patient, and family education, 

(2) Routine screening for pain and completion of a comprehensive assessment, 

(3) Informed decision-making regarding choice of method(s) promoting pain management, and 

(4) Timely access to effective pain management interventions.

3. DEFINITIONS:

Pain is a complex, subjective response with several quantifiable features, including intensity, duration, quality, impact and personal meaning (AHCPR 92-0032, p.7).  Pain can not be proven or disproven.  The expression of pain is unique to each patient.  Pain has physiological, sensory, affective, cognitive, behavioral, and sociocultural components.  Pain is what the patient says it is and exists wherever and whenever the patient says it does.

Acute pain is usually of brief duration in which the intensity (mild to severe) decreases after the healing process takes place.  The “cause” of pain is usually identified.  Acute pain, if not effectively managed, can hinder recovery and become chronic in nature.

CHRONIC PAIN (non-cancer pain) generally refers to intractable pain that exists for three or more months and does not resolve in response to treatment. There is some variation in terms of the required pain duration, in that some conditions may become chronic in as little as one month, while some pain specialists adhere to the six-month pain duration criteria employed in the past.

Pain associated with terminal illness is typically addressed in the broader context of palliative care.  In this context, patients and families collaborate with primary providers in decision-making related to issues such as disease management, quality of life, and reduction of pain and promotion of comfort.  

4. RESPONSIBILITY:

a. The Network Director is responsible for establishing a structure that supports a network-wide approach to pain management.  

b. Network Care Line Managers have responsibility for assuring that collaborative systems of providing effective pain management are available to patients and families within their Care Lines at all VISN 1 facilities.  They will identify personnel and resources for pain management, implement policy, and track pain management outcomes.

c. The VISN 1 Pain Management Sub-Committee of the Clinical Leadership Council (CLC) will assist the Network Director and Care Line Managers in meeting the VHA National Pain Management Strategy objectives (integrating JCAHO, and other applicable goals and external review standards of care).  

These objectives are:

(1) Provide a network-wide standard of care for pain management that will reduce suffering from preventable pain.

(2) Assure that pain assessment is performed in a consistent manner network-wide.

(3) Establish processes to assure that pain treatment is prompt and appropriate.

(4) Establish processes to include patients and families as active participants in pain management.

(5) Provide for continual monitoring and improvement in outcomes of pain treatment.

(6) Provide for an interdisciplinary, multi-modal approach to pain management.

(7) Establish education and training to assure that clinicians practicing in the VA Healthcare System are adequately prepared to assess and manage pain effectively.

In order to provide assistance to the Network Director and Network Care Line Management in accomplishing these objectives, the Sub-Committee will have the following additional responsibilities:

(1) Develop a strategic plan for pain management in the network.  

(2) Develop and implement programs aimed at education, research, and performance measurement and improvement that incorporates lessons 
learned and best practices. 

(3) Develop a pain management system that integrates pain management resources within all VISN 1 facilities in order to provide expertise and therapeutic procedures in support of primary care providers.  

(4) Measure performance to evaluate the effectiveness of the network’s pain management program and make recommendations to the QMIC regarding all aspects of pain management programs or initiatives.  

d. Medical Center Directors will take measures to implement pain management policies, and establish a local multidisciplinary Pain Management Oversight Committee appropriate for each facility.

e. Local Care Line Managers (LCLM) will assign resources for pain management and appoint local Care Line representatives for the local Pain Management Oversight Committees. LCLM will assure staff orientation and attendance at continuing education on pain assessment & management, and assure that staff performs functions in accordance with this policy.

f. Local Pain Management Oversight Committees will be established at each Medical Center, comprised of clinical pain management personnel and other multidisciplinary staff. This committee will coordinate and monitor local implementation of network pain management initiatives and JCAHO pain management standards. At least one representative from this committee will serve on the VISN 1 Pain Management Sub-Committee.

g. All health care professionals will be responsible for assessment of pain as well as timely initiation of pain control measures.  Primary Care Providers will be responsible for the diagnosis, assessment, and management of their patients’ pain. 

h. Patients have shared responsibility in communicating pain concerns, and cooperating with providers in the assessment and management of pain. 

5. PROCEDURES:

a. Education.  Organized programs of staff and patient/family education will be provided on an ongoing basis and will include information about patients’ rights to effective pain management, the complex basis of human pain experience, reliable pain assessment, and alternatives for effective pain management.

b. Assessment.  

1. Screening for pain.  Screening for the presence and intensity of pain should occur at every outpatient and emergency encounter when vital signs are taken and when clinically indicated.  Pain intensity will be assessed in the inpatient setting at a frequency that is consistent with the nature of the clinical setting, but at least at the time of admission, when vital signs are measured, and at regular intervals as determined to be clinically indicated.      

2. Pain intensity ratings - Pain will be screened as a “5th Vital Sign” using a 0 (no pain) to 10 (worst possible pain) numeric rating scale and documented in the “Vitals/ Measurement Package” of CPRS, whenever applicable, or in other formats as specified by standards for a specific clinical setting (e.g., bedside cumulative medication record, electronic progress notes).  For patients experiencing pain in multiple sites, a single global rating of pain should be elicited and recorded.  For the patient who is unable to effectively communicate information regarding the experience of pain (e.g., because of coma, dementia, aphasia), every effort will be made to identify the presence and intensity of pain using alternative methods (e.g., via behavioral observation, others’ reports).

3. Comprehensive pain assessment - Comprehensive assessment is required with any new report of pain and when the patient reports a level of pain intensity of 4 or greater on the numeric rating scale, or when the patient reports an unacceptable level of pain.  The patient’s primary clinician in the care setting has responsibility for conducting the comprehensive assessment.  Comprehensive assessment of the experience of pain may include the following parameters: location, radiation, character (e.g., dull, sharp, burning), duration, precipitating factors, alleviating factors, coping mechanisms, and other associated symptoms.  The impact of pain in terms of changes in functioning, sleep, mood, concentration, and social interactions may also be assessed.  Pain assessment also includes attention to cultural, gender, and age differences in pain expression, potential patient barriers to reliable reports of pain, and other relevant psychosocial factors that may affect pain reports.  Documentation should occur in CPRS. 

c. Informed decision-making regarding choices for pain management - Clinical staff will collaborate with patients and family members in decisions regarding choices for pain management, including referrals to specialists in pain management and palliative care.  Information about alternatives for managing pain including likely effectiveness and the potential for adverse outcomes and negative side effects should form the basis for such decisions.

d. Pain management interventions - The pain management plan should be documented in the patient’s medical record in a timely manner.  Documentation should specify all aspects of the intervention, pharmacologic and non-pharmacologic, as well as a timeframe for ongoing reassessment of pain.  

1. Pharmacologic approaches to pain management will generally follow the World Health Organization’s (WHO) “pain ladder”. 
2. Nonpharmacologic approaches include, but are not limited to, interventional anesthesiologic procedures (e.g., implantable devices), rehabilitation medicine approaches (e.g., graded exercise programs, ultrasound, heat/cold applications, transcutaneous nerve stimulation), psychological treatment (e.g., cognitive-behavior therapy, relaxation therapies, guided imagery), and complementary and alternative medicine approaches (e.g., massage, acupuncture, accupressure, manipulations).  

3. Consultation/referrals for specialized services.  Consultations for specialized pain assessment and management services will be available at each medical center or at another facility within the VISN.  Information about available specialty resources will be made known to all practitioners at each medical center and are on the VISN 1 website at: 

http://vaww.visn1.med.va.gov/kbase/CurrentIssues/visn%201%20pain%20resource%20list%208-21-00.doc
6. REFERENCES

a. AHCPR guidelines

b. “Pain as the 5th Vital Sign” Toolkit

c. JCAHO Accreditation Manual for Hospitals, current edition

d. WHO pain ladder 

e. VA New England Healthcare System MEMORANDUM NO. 10N1-56 (Pain Management Sub-Committee)

f. VHA National Pain Management Strategy
7. RESCISSIONS: None

8. REVIEW DATE &RESPONSIBILITY: Review annually by the VISN 1 Pain Management Subcommittee with re-issuance of the policy no later than the last day of the date of publication, July 2004.  

JEANNETTE A. CHIRICO-POST, MD

Network Director                                  
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