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Description:	
  
Acute	
  pain	
  is	
  prevalent	
  amongst	
  patients	
  presenting	
  to	
  the	
  emergency	
  department.	
  	
  
Numerous	
  studies	
  have	
  suggested	
  that	
  pain	
  is	
  frequently	
  undertreated	
  despite	
  
published	
  guidelines.	
  	
  Expertise	
  in	
  pain	
  control	
  remains	
  an	
  opportunity	
  for	
  
clinicians	
  to	
  provide	
  better	
  care	
  for	
  our	
  patients	
  even	
  when	
  a	
  definitive	
  treatment	
  is	
  
not	
  available.	
  
	
  
Objectives:	
  

1. Recognize	
  the	
  prevalence	
  of	
  pain	
  in	
  the	
  emergency	
  department	
  as	
  well	
  as	
  the	
  
role	
  of	
  pain	
  management	
  in	
  acute	
  care.	
  

2. Understand	
  the	
  barriers	
  to	
  pain	
  treatment	
  in	
  the	
  emergency	
  setting	
  and	
  
strategies	
  to	
  manage	
  them.	
  

3. Discuss	
  evidence	
  for	
  approaches	
  to	
  pain	
  management	
  in	
  specific	
  populations.	
  
	
  
Outline:	
  
Approximately	
  78%	
  of	
  patients	
  in	
  the	
  emergency	
  department	
  have	
  pain.	
  

• Current	
  evidence	
  indicates	
  that	
  emergency	
  departments	
  perform	
  poorly	
  in	
  
controlling	
  pain.	
  

• Abuse/misuse	
  of	
  prescription	
  medications	
  results	
  in	
  significant	
  morbidity	
  
and	
  mortality	
  

How	
  do	
  we	
  tell	
  who	
  has	
  “real”	
  pain?	
  
• Chronic	
  pain	
  patients	
  are	
  no	
  more	
  likely	
  to	
  abuse	
  medications	
  compared	
  to	
  

the	
  general	
  population.	
  
• Be	
  aware	
  of	
  pseudo-­‐addiction	
  as	
  a	
  possible	
  source	
  of	
  disruptive	
  behavior	
  

(key	
  point:	
  resolves	
  once	
  pain	
  is	
  controlled).	
  
• Know	
  your	
  biases.	
  

Are	
  pain	
  scores	
  useful?	
  
• Reproducible	
  in	
  a	
  study	
  setting,	
  but	
  may	
  not	
  predict	
  who	
  actually	
  requires	
  

treatment.	
  
• Conflicting	
  evidence	
  regarding	
  pain	
  scoring	
  and	
  outcomes	
  in	
  an	
  emergency	
  

department.	
  	
  Positive	
  impact	
  may	
  be	
  due	
  to	
  secondary	
  factors	
  as	
  opposed	
  to	
  
actual	
  score.	
  

• Frequent	
  communication,	
  e.g.	
  “Do	
  you	
  need	
  any	
  more	
  pain	
  medicine?”	
  may	
  
have	
  more	
  clinical	
  utility	
  than	
  any	
  other	
  intervention.	
  

Treating	
  acute	
  pain	
  in	
  the	
  setting	
  of	
  abuse/misuse/chronic	
  pain:	
  
• We	
  don’t	
  blame	
  diabetics	
  when	
  we	
  treat	
  them	
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• Be	
  aware	
  of	
  strengths	
  and	
  limitations	
  of	
  equi-­‐analgesic	
  dosing	
  tables	
  for	
  
breakthrough	
  pain	
  

How	
  do	
  I	
  screen	
  for	
  potential	
  abuse	
  when	
  prescribing?	
  
• Factors	
  consistently	
  associated	
  with	
  high	
  risk	
  of	
  abuse:	
  

o Family	
  history	
  or	
  personal	
  history	
  of	
  drug	
  or	
  alcohol	
  abuse	
  
o Multiple	
  drug	
  use	
  
o Smoking	
  
o Needle	
  use	
  
o Previous	
  use	
  of	
  drug	
  treatment	
  facility	
  

• Screening	
  tools	
  such	
  as	
  OPT	
  (MD	
  interview,	
  quick	
  to	
  administer)	
  or	
  COMM	
  
(self	
  completed	
  survey	
  of	
  17	
  questions,	
  validated)	
  will	
  document	
  risk	
  of	
  
abuse	
  but	
  should	
  not	
  be	
  used	
  in	
  isolation	
  to	
  deny	
  medication.	
  

• Consider	
  prescribing	
  a	
  high	
  risk	
  individual	
  an	
  acceptable	
  average	
  dose	
  (as	
  
oppose	
  to	
  reported	
  dose)	
  until	
  next	
  business	
  day.	
  	
  Message	
  to	
  family	
  
physician	
  and/or	
  pharmacist	
  also	
  useful.	
  

• A	
  departmental	
  policy	
  may	
  help	
  to	
  ensure	
  clarity	
  and	
  consistency	
  amongst	
  
providers.	
  	
  Useful	
  reference:	
  
http://nationalpaincentre.mcmaster.ca/	
  

	
  
Specific	
  settings:	
  
Adjunctive	
  treatments	
  to	
  opioids:	
  

• Low	
  dose	
  ketamine	
  0.3	
  mg/kg	
  IV	
  is	
  sub-­‐dissociative	
  and	
  reduces	
  opioid	
  
requirements	
  as	
  well	
  as	
  vomiting	
  in	
  post	
  operative	
  and	
  cancer	
  patients	
  

• Smaller	
  studies	
  in	
  emergency	
  setting	
  
Sickle	
  cell	
  disease:	
  

• Weak	
  evidence	
  for	
  oxygen	
  or	
  IV	
  hydration	
  
• Fentanyl	
  or	
  dilaudid	
  IV	
  may	
  be	
  more	
  appropriate	
  choices	
  than	
  morphine	
  
• In	
  the	
  acute	
  setting	
  treat	
  pain	
  first.	
  	
  The	
  rates	
  of	
  addiction	
  are	
  no	
  different	
  to	
  

the	
  general	
  population.	
  	
  Frequent	
  users	
  are	
  in	
  fact	
  sicker.	
  
Acute	
  pain	
  in	
  pediatrics:	
  

• Good	
  evidence	
  for	
  intranasal	
  fentanyl	
  1.5	
  mcg/kg	
  via	
  atomiser	
  
• Potential	
  to	
  decrease	
  time	
  to	
  effective	
  analgesia	
  significantly	
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