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PROGRAMDETAILS

ƍ Title: Ethics and Approach to Care

ƍ Dates/Term of offering: This activity was released on May 26, 2021 and is 
valid for one year. Requests for credit must be made no later than May 26, 
2022. 

ƍ Joint Providership: This activity is jointly provided by Global Education 
Group and Hospice and Palliative Board Review.com.

ƍ Target Audience:The educational design of this activity addresses the 
needs of Physicians, NPs, Nurses, and health care professionals interested 
in learning more about hospice and palliative medicine and those who 
want to earn continuing education credits and/or prepare for board 
certification in hospice and palliative medicine.



PROGRAMDETAILS

ƍ Program Overview: Clinicians and health care professionals are unaware of 
best practices to be utilized when having goals of care and advanced care 
planning discussions with patients and family. As such, they do not know how 
to adequately counsel patients and families on appropriate goals of care and 
ŀŘǾŀƴŎŜŘ ŎŀǊŜ ǇƭŀƴƴƛƴƎ ƎƛǾŜƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŘƛǎŜŀǎŜ ǘǊŀƧŜŎǘƻǊȅ ŀƴŘ ǿƛǎƘŜǎΦ

ƍ Faculty: Eric Bush, MD, RPh, MBA

ƍ Physician Accreditation Statement: 

This activity has been planned and implemented in accordance with the 
accreditation requirements and policies of the Accreditation Council for 
Continuing Medical Education (ACCME) through the joint providership of 
Global Education Group (Global) and Hospice and Palliative Board 
Review.com.  Global is accredited by the ACCME to provide continuing medical 
education for physicians.



PROGRAMDETAILS

ƍ Physician Credit Designation: 

Global Education Group designates this enduring activity for a maximum 
of 0.50 AMA PRA Category 1 Creditϰ.  Physicians should claim only the 
credit commensurate with the extent of their participation in the activity.

ƍ Instructions to Receive Credit: In order to receive credit for this activity, 
the participant must score at least a 75% on the post quiz and submit a 
completed evaluation and credit application form.

ƍ Global Contact Information: For information about the accreditation of 
this program, please contact Global at 303-395-1782 or 
cme@globaleducationgroup.com.

ƍ Fee Information: There is a fee for this educational activity.
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ƍ System Requirements: 
ƍ PC:  Microsoft Windows 2000 SE or above, Flash Player Plugin (v7.0.1.9 or greater), 

Internet Explorer (11.0 or greater), Chrome, Firefox, Adobe Acrobat Reader*
ƍ MAC: MAC OS 10.2.8, Flash Player Plugin (v7.0.1.9 or greater,), Safari, Chrome, Adobe 

Acrobat Readers*, Internet Explorer is not supported on the Macintoch.
*Required to view printable (PDF) version of the lesson.

ƍ Disclosure of Conflicts of Interest: Global Education Group (Global) adheres to the policies 
and guidelines, including the Standards for Integrity and Independence in Accredited CE, set 
forth to providers by the Accreditation Council for Continuing Medical Education (ACCME) and 
all other professional organizations, as applicable, stating those activities where continuing 
education credits are awarded must be balanced, independent, objective, and scientifically 
rigorous. All persons in a position to control the content of an accredited continuing education 
program provided by Global are required to disclose all financial relationships with any 
ineligible company within the past 24 months to Global.  All financial relationships reported 
are identified as relevant and mitigated by Global in accordance with the Standards for 
Integrity and Independence in Accredited CE in advance of delivery of the activity to learners. 
The content of this activity was vetted by Global to assure objectivity and that the activity is 
free of commercial bias.

All relevant financial relationships have been mitigated. 



PROGRAMDETAILS
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The planners and managershave the following relevant financial 
relationships with ineligible companies:

ƍ Lindsay Borvansky: Nothing to disclose

ƍ Andrea Funk: Nothing to disclose
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PROGRAMDETAILS

ƍ Disclosure of Unlabeled Use: 

This educational activity may contain discussion of published and/or 
investigational uses of agents that are not indicated by the FDA. Global 
Education Group (Global) and Hospice and Palliative Board Review.com 
do not recommend the use of any agent outside of the labeled 
indications.  

The opinions expressed in the educational activity are those of the 
faculty and do not necessarily represent the views of any organization 
associated with this activity. Please refer to the official prescribing 
information for each product for discussion of approved indications, 
contraindications, and warnings.



PROGRAMDETAILS

ƍ Disclaimer: 

Participants have an implied responsibility to use the newly acquired 
information to enhance patient outcomes and their own professional 
development. The information presented in this activity is not meant to serve 
as a guideline for patient management. Any procedures, medications, or 
other courses of diagnosis or treatment discussed in this activity should not 
be used by clinicians without evaluation of patient conditions and possible 
ŎƻƴǘǊŀƛƴŘƛŎŀǘƛƻƴǎ ƻƴ ŘŀƴƎŜǊǎ ƛƴ ǳǎŜΣ ǊŜǾƛŜǿ ƻŦ ŀƴȅ ŀǇǇƭƛŎŀōƭŜ ƳŀƴǳŦŀŎǘǳǊŜǊΩǎ 
product information, and comparison with recommendations of other 
authorities.



LEARNINGOBJECTIVES

ƍ Describe how to perform symptom management in the palliative and 
hospice setting. 

ƍ Describe how to counsel patients and caregivers on interventions in 
this setting and the applicable risk versus benefit for appropriate 
interventions.

ƍ Describe how to perform goals of care and advanced care planning 
discussions with patients and family. 

ƍ Describe how to counsel patients and caregivers on appropriate goals 
ƻŦ ŎŀǊŜ ŀƴŘ ŀŘǾŀƴŎŜŘ ŎŀǊŜ ǇƭŀƴƴƛƴƎ ƎƛǾŜƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŘƛǎŜŀǎŜ 
trajectory and wishes.

ƍ Describe how to perform discussions of US hospice regulations with 
patients and family. 

ƍ Describe how to counsel patients and caregivers on US hospice 
regulations and appropriate care for the patient and family given 
current regulations.



Pediatrics, Ethics, Spirituality & 
Grief



Features of Pediatric Palliative

ÅEpidemiology

ÅRare genetic disorders complicate prognosis

ÅDistinct needs of infant vs child vs adolescent

ÅEthical and legal issues

ÅImpact of terminal illness on family, peers & 
healthcare providers

ÅBereavement implications (often complicated)

1.   PapadatouD et al. Education and Training Curriculum for Pediatric  Palliative Care. Alexandria, Va.: 
Children's International project on  Palliative/Hospice Services, NHPCO, 2003





Definitions 

ÅNeonate: Birth to 28 days old

ÅInfant: Birth to 1 year old

ÅChild: 1-18 years old



Statistics

ÅAbout 50,000 deaths annually (~2% all US 
deaths)

ÅChildren represent 25% US population

ÅHalf of childhood deaths are in first year of life

ÅHalf of infant deaths are in the first month of 
life



Symptoms in Dying Children

ÅMost common reported symptoms:

ïPain

ïFatigue

ïDyspnea

Wolfe, NEJM, 342:5; 2000



Concurrent Care

¢ƘŜ ά/ƻƴŎǳǊǊŜƴǘ /ŀǊŜ ŦƻǊ /ƘƛƭŘǊŜƴέ wŜǉǳƛǊŜƳŜƴǘ ό///wύ 
of the Patient Protection and Affordable Care Act 
stipulates that a child who is eligible for and receives 
hospice care may concurrently receive all other services 
ǘƘŀǘ ŀǊŜ ǊŜƭŀǘŜŘ ǘƻ ǘƘŜ ǘǊŜŀǘƳŜƴǘ ƻŦ ǘƘŜ ŎƘƛƭŘΩǎ ŎƻƴŘƛǘƛƻƴΦ 
That means that, in addition to curative measures, a 
ŎƘƛƭŘΩǎ ŎŀǊŜ Ƴŀȅ ŀƭǎƻ ŦƻŎǳǎ ƻƴ ŜƴƘŀƴŎƛƴƎ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ 
life, minimizing suffering, optimizing function and 
providing opportunities for personal and spiritual 
growth. As that realization has taken root, the healthcare 
culture and referral sources, as well as patients and their 
families, are beginning to embrace a dual approach to 
caring for terminally ill children.



Causes of Deaths
All Infants

1. Congenital malformations 

2. Short gestation / LBW 

3. Sudden Infant Death Syndrome 

4. Maternal complications 

5. Complications of placenta, cord, or 
membranes

6. Accidents/unintentional injury

www.nhpco.org, Facts & Figures on Pediatric Palliative Care and 
Hospice



Causes of Deaths
Infants with Complex Chronic Conditions

1. Cardiovascular 

2. Congenital / genetic

3. Respiratory 

4. Neuromuscular

www.nhpco.org, Facts & Figures on Pediatric Palliative Care and 
Hospice



Causes of Death Children 1-19

1. Accidents

2. Assault

3. Malignancy

4. Suicide

5. Congenital malformations, deformations

6. Chromosomal anomalies

7. Heart disease 

8. Cerebrovascular diseases

www.nhpco.org, Facts & Figures on Pediatric Palliative Care and 
Hospice



Causes of Death
Children 1-19 with Complex Chronic Condition

1. Malignancy 

2. Neuromuscular 

3. Cardiovascular 

www.nhpco.org, Facts & Figures on Pediatric Palliative Care and 
Hospice



Diagnoses in Pediatric Palliative Care

ÅGenetic/Congenital 

ÅNeuromuscular 

ÅOncologic 

ÅRespiratory 

ÅGastrointestinal 

ÅCardiovascular 

Some children with multiple diagnoses

Pediatrics Vol. 127 No. 6 June 1, 2011



Advanced Care Planning

ÅChildren should participate to the fullest extent 
possible, based on experience of illness, 
developmental capacities, and level of 
consciousness. 

ÅRegardless of the prognosis, respect for the child 
requires that he or she be given a developmentally 
appropriate description of the condition along with 
the expected burdens and benefits of available 
management options, while soliciting and listening to 
ǘƘŜ ŎƘƛƭŘΩǎ ǇǊŜŦŜǊŜƴŎŜǎΦ

PEDIATRICS Vol. 106 No. 2 August 2000



Identifying presence of pain

Behaviors seen in validated pain assessment tools for 
nonverbal children with neurologic impairment

ÅVocalizations (crying, moaning)

ÅFacial expression (grimacing, fussy)

ÅConsolability

ÅInteractivity (withdrawn, less active)

ÅMovement (pulls legs up)

ÅTone and posture (arching, stiffening)

ÅPhysiological responses (sweating)

Hunt 2004, Breau2002, Malviya2006



FLACC-patients 2months to 7yo unable 
to communicate



Faces Pain ScaleThe scaleshows a close linear relationship with visual analog 
pain scalesacross the age range of 4-16 years.



CRIES assesses crying, oxygenation, vital signs, facial expression, and sleeplessness.It 
is often used forinfants six months old and younger and is widely used in the neonatal 

intensive care setting



Opioid dosing basics

ÅDosage initially based on weight

ÅSame escalation principles as in adults

ÅNo upper dose limits

ÅTaste can be a limiting factor (chocolate syrup 
hides flavor-generally safe for drug)



Morphine

ÅGold standard for moderate or severe pain

ÅIncreased half-life and diminished clearance in 
neonates. 

ÅStarting doses for infants ~50% of older 
children.

ÅInfants more sensitive to respiratory 
depression.



Conditions Appropriate for Palliative 
Care

ÅConditions for which curative treatment is possible 
but may fail (Cancer)
ÅConditions requiring long-term treatment aimed a 

maintaining the quality of life (Cystic Fibrosis)
ÅProgressive conditions in which treatment is 

exclusively palliative after diagnosis (Trisomy 13)
ÅConditions involving severe, non-progressive 

disability (Hypoxic Brain Injury)

HimelsteinBP et al. N EnglJ Med2004;350:1752



Barriers

ÅPsychological

ÅReligious

ÅFragmented Health Care System

ÅFinancial & Regulatory

ÅEthical & Legal

ÅResearch

ÅEducational



Research

ÅLimited

ÅSystematic data are often not available

ÅResults in decision making about the care of 
children with little guidance regarding 
potential burdens versus benefit of medical 
interventions

Field MF, Behrman R, eds. When Children Die. Washington, D.C.: National Academies 
Press, 2003



AAP Recommendations

Residency, fellowships, and continuing education 
Programs should include topics on:
ÅPalliative Medicine
ÅCommunication Skills
ÅGrief and Loss
ÅManaging prognostic uncertainty
ÅSpiritual Care
ÅDecision to forgo life sustaining medical treatment
ÅAlternative medicine

Palliative Care for Children Pediatrics2000;106:351



Ethics

ÅAutonomy

ÅBeneficence

ÅNon-maleficence

ÅJustice

ÅQuality of life (like beauty, in the eye of the 
beholder)

ÅAll the above based on principle of respect



Ethical Issues Arise Due to

ÅClinical decisions

ÅTechnology

ÅDecision maker 
viewpoints/perspectives/differences

ÅTransference/countertransference

ÅLack of planning (ie no advanced directives in 
acutely ill pt, pt w/out capacity)



Ethical Challenges

Å Informed consent
ÅάCǳǘƛƭŜ ǘǊŜŀǘƳŜƴǘǎέ ϧ ƳŜŘƛŎƻƭŜƎŀƭ ƛƳǇƭƛŎŀǘƛƻƴǎόǊŜƎƛƻƴŀƭ ǾŀǊƛŀǘƛƻƴύ
Å Nutrition & end-of-life care
Åά{ǳŦŦŜǊƛƴƎέ
Å Assessing capacity for decision making
Å Laws of surrogacy 
Å Advanced Directives
Å Secondary gain issues
Å Need for guardianship
Å Advancing medical technology vs what would the patient want?
Å Religious and cultural context/implications



Autonomy

IndividualΩs right andability to decide for him - or
- herself according to their beliefs, values andlife
plan



Beneficence

ÅDoing good on behalf of the patient

ÅInterpretational differences, whose good?



Non-maleficence

ÅPrimumnon-nocere(first do no harm)

ÅRisk vs benefit vs pt trajectory of illness, 
wishes & family desires/understanding of 
disease process



Justice

ÅConcept of fairness or what isdeserved
ÅDescribeswhat individualsare legitimately

entitled to and what they canclaim
ÅSometimesjustice may serve to limit

autonomy; what the individualwishes,
chooses, or feelsentitled to may not be
possible or allowablein the context of the
society



Spirituality

Spirituality is the aspect of humanity that refers to the way 
individuals seek and express meaning and purpose and the way 
they experience their connectedness to the moment, to self, to 
others, to nature, and to the significant or sacred.

Christina Puchalski, M.D., M.S., F.A.P.C., et. al.  Improving the Quality of Spiritual Care as Dimension of Palliative 
Care: The Report of the Consensus Conference.  Journal Of Palliative Medicine. Volume 12, Number 10, 2009.

Spirituality refers to the propensity to make meaning through a 
sense of relatedness to dimensions that transcend the self in 
such a way that empowers and does not devalue the individual. 

Reed, P.G. (1992) An emerging paradigm for the investigation of spirituality in nursing. Research in Nursing & 
Health, 15(5), 349-357.



Religion

Religion has specific behavioral, social, 
doctrinal and denominational characteristics
because it involves a system of worship and 
doctrine that is shared within a group.

Multidimensional Measurement of Religiousness / Spirituality for use in Health Research:  A Report  the Fetzer Institute 

/ National Institute on Aging Working Group.  Kalamazoo, MI: Fetzer Institute 2003 (1999).



Spiritual Traits

ÅMeaning

ÅValue

ÅTranscendence

ÅConnecting

ÅBecoming

Sanders, C.  Challenges for spiritual care-giving in the millennium.  Contemporary Nurse 2002 
April; 12(2): 107-11



Spiritual Care

Interventions, individual or communal, that 
facilitate the ability to express the integration 
of the body, mind, and spirit to achieve 
wholeness, health, and a sense of connection 
to self, others, and[/or] a higher power. 

American Nurses Association, & Health Ministries Association. (2005). Faith and 
community nursing: Scope and standards of practice. Silver Spring, MD: American Nurses 
Association.



Screening Tool

ÅF-Faith

ÅI-Importance

ÅC-Community

ÅA-Address (Need to address)



Spiritual Distress

ñDistress extends along a continuum, ranging from common 

normal feelings of vulnerability, sadness, and fears to problems 
that can become disabling, such as depression, anxiety, panic, 
ǎƻŎƛŀƭ ƛǎƻƭŀǘƛƻƴΣ ŀƴŘ ŜȄƛǎǘŜƴǘƛŀƭ ŀƴŘ ǎǇƛǊƛǘǳŀƭ ŎǊƛǎƛǎΦέ  

Referenced with permission from the NCCN Clinical Practice Guidelines in Oncology 

(NCCN Guidelines®) for Distress Management V.2.2013. © National Comprehensive 

Cancer Network, Inc 2013. All rights reserved. Accessed August 1, 2013. To 

view the most recent and complete version of the guideline, go online to 

www.nccn.org . NATIONAL COMPREHENSIVE CANCER NETWORK®, NCCN®, NCCN GUIDELINES®, 

and all other NCCN Content are trademarks owned by the National Comprehensive 

Cancer Network, Inc.

https://owa2.trinity-health.org/owa/redir.aspx?C=51ALk_4sHU-6kFgOGxudQrIPNO_0Y9AIr2ScB1_a46Rbrb_ccufSFaoH_9gYHX2iv-V2xCyxe1g.&URL=http://www.nccn.org


Common Causes of Spiritual Distress

Å Grief
Å Concerns about death and afterlife
Å Conflicted or challenged belief systems
Å Loss of faith
Å Concerns with meaning/purpose of life
Å Concerns about relationship with deity
Å Isolation from religious community
Å Guilt
Å Hopelessness
Å Conflict between religious beliefs and recommended treatments
Å Ritual Needs

Referenced with permission from the NCCN Clinical Practice Guidelines in Oncology (NCCN 
Guidelines®) for Distress Management V.2.2013. © National Comprehensive Cancer Network, 
Inc 2013. All rights reserved. Accessed August 1, 2013. To view the most recent and 
complete version of the guideline, go online to www.nccn.org . NATIONAL COMPREHENSIVE 
CANCER NETWORK®, NCCN®, NCCN GUIDELINES®, and all other NCCN Content are trademarks owned 
by the National Comprehensive Cancer Network, Inc.

https://owa2.trinity-health.org/owa/redir.aspx?C=51ALk_4sHU-6kFgOGxudQrIPNO_0Y9AIr2ScB1_a46Rbrb_ccufSFaoH_9gYHX2iv-V2xCyxe1g.&URL=http://www.nccn.org


Addressing Spiritual/Religious Needs & 
Outcomes

ÅImproved pt/family coping, comprehension of 
illness and disease trajectory

ÅImproved care planning

ÅImproved clinical outcomes

ÅProvision of care that is holistic and patient-
centered



Grief

ÅGriefis the responseto anylossandis thereforea
common human experience.

Å Terminalillnessor chronic illnessmay be replete with 
lossesand grief.

Å Losingyour own life is associatedwith 

grief (self-anticipatory).
Å Losing a loved-oneis also associatedwith grief
Å Grief may start at the time of diagnosis
Å Good end-of-life care hasincorporated the concept

of good grief (i.e.a healthy expressionof our life
force)



Important Definitions/Delineation

· Grief-psychological,social& somatic
reactionsto the perceptionof loss.

· Mourning-culturalresponseto grief.

· Bereavement-stateof having
suffereda loss.

· Grief work-grief responserequiringthe
expenditureof physical andemotional
energy.



Coping/Grief Response/Bereavement 
Pearls

ÅHighly individual
ÅSupports beneficial (family, community, faith based)
ÅMany hospice programs offer bereavement services 

(individual/group)
ÅRole of faith/spirituality
ÅComplicated w/loss of a child
ÅTransference/countertransference
ÅSubstance abuse, mental health issues & prior losses 

often make more complex
ÅMany elderly patients/spouses with long marriages 

may make more complex



CHRONIC OPIOID THERAPY, 
SUBSTANCE ABUSE, DEPRESSION AND 

EPIDURALS



Pain

ÅPain is defined by the International Association for the Study of 
tŀƛƴ όL!{tύ ŀǎ άŀƴ ǳƴǇƭŜŀǎŀƴǘ ǎŜƴǎƻǊȅ ŀƴŘ ŜƳƻǘƛƻƴŀƭ 
experience associated with actual or potential tissue damage 
ƻǊ ŘŜǎŎǊƛōŜŘ ƛƴ ǘŜǊƳǎ ƻŦ ǎǳŎƘ ŘŀƳŀƎŜέ

Å/ƘǊƻƴƛŎ Ǉŀƛƴ ƛǎ ŘŜŦƛƴŜŘ ōȅ ǘƘŜ L!{t ŀǎ άǇŀƛƴ ǘƘŀǘ ǇŜǊǎƛǎǘǎ 
ōŜȅƻƴŘ ƴƻǊƳŀƭ ǘƛǎǎǳŜ ƘŜŀƭƛƴƎ ǘƛƳŜΣέ ǿƘƛŎƘ ƛǎ ŀǎǎǳƳŜŘ ǘƻ ōŜ 
three months

ÅAlthough the term chronic non-cancer pain encompasses pain 
associated with a wide diversity of conditions, common 
treatment goals, regardless of the underlying cause, are pain 
relief and/or improvement in physical and psychological 
functioning



General Pain Classification 

ÅAcute pain: Short-lasting and manifesting in objective
waysthat canbe easilydescribedand observed. It maybe
clinically associatedwith diaphoresisand tachycardia. It
can last for severaldays,increasingin intensity over time
(subacutepain),or it canoccur intermittently (episodicor
intermittent pain). Usuallyrelated to a discreetevent for
onset: postop,post trauma,fracture,etc.

ÅChronic pain: Long-term and typically defined if it lasts for 
> three months. It is more subjective and not as easily 
clinically characterized as acute pain and is more 
psychological. This kind of pain usually affects a person's 
life, changing personality, their ability to function, and their 
overall lifestyle. 



Pain as a Public Health Challenge 
per IOM

ÅPain is a public health problem 

ωAffects at least 116 million American adults

ωReduces quality of life

ωCosts society $560ς$635 billion annually

ÅMore consistent data on pain are needed to:

ωMonitor changes in incidence and prevalence

ωDocument rates of treatment and under treatment

ωAssess health and societal consequences

ωEvaluate impact of changes in policy, payment, and care

ÅA population-based strategy is needed to reduce pain and its consequences.  It should:

ωHeighten national concern about pain

ωUse public health strategies to foster patient self-management

ωInform public about nature of pain 



IOM Underlying Pain Principles

ω Pain management is a moral imperative

ω Chronic pain can be a disease in itself

ω The value of comprehensive treatment

ω The need for interdisciplinary approaches

ω The importance of prevention

ω Wider use of existing knowledge

ω Recognition of the conundrum of opioids

ω Collaborative roles for patients and clinicians

ω The value of a public health and community-based 
approach





Dimensions of Chronic Pain

Loneliness Hostility

Social Factors

Anxiety Depression

Psychological Factors

Pathological Process

PhysicalFactors

A.G. Lipman, Cancer Nursing, 2:39, 1980 



Background of Opiate Use

ÅOpioids are drugs that exert their activity on opioid receptors. 
They are considered the most potent analgesics. Epidemiologic 
studies indicate that use of opioids for chronic non-cancer pain 
has increased substantially over the last two decades.

ÅIn one large U.S. survey, the proportion of office visits for 
chronic musculoskeletal pain in which any opioids were 
prescribed doubled from 8% in 1980 to 16% in 2001. 

ÅUse of more potent opioids (such as morphine, 
hydromorphone, oxycodone, and fentanyl) has also increased. 

ÅOver the same two decades, the proportion of office visits in 
which prescriptions for potent opioids were given, increased 
from 2% to 9%.











Macro View

ÅOncologic Pain: A biopsychosocial approach to pain mgmt
encompassing the whole nature of suffering

ÅChronic Non-Cancer Pain: Utilizing the same concepts used to 
manage cancer patients (chronic pain syndrome, somatoform 
d/o), more difficult to rationalize pain without degree of 
pathology noted in cancer pain

ÅOpioids have NOTbeen proven to restore functionality in 
Chronic Non-Cancer Pain (aka CNCP)



Pain 
Mechanisms

Neuropathic
Pheripheral, 

central
Psychological

Influences

Spirituality

Social/Family
Functioning

Fear of Death

Financial Concerns

Physical
Disability

Loss of Work

Psychological
State and 

Traits

Nociceptive
Somatic, Visceral,

Myofascial

Total
Pain

Suffering

Total  Pain

Nature of Pain



Pain Scales

ÅVAS

ÅWong Baker Faces

ÅCNVI

ÅFunctional



VAS-visual analog scale

ÅValidated

ÅWidely used

ÅCan over & underestimate pt pain

ÅCannot differentiate between spheres of pain etiology



VAS w/Wong-Baker



Pain Assessment (Non-verbal)

CNVI Pain Scale         w/Move   At rest

ÅNonverbal vocalizations: *           *

ÅFacial grimaces/winces: *           *

ÅBracing: *           *

ÅRestlessness:                 *           *

ÅRubbing:                         *           *

ÅVocal complaints:           *           *

ÅPain score (0-12)= 



Functional Pain Scale

Functional Pain Scale-adapted from Gloth, et al:

Å0  No Pain

Åн  ¢ƻƭŜǊŀōƭŜ ό5ƻŜǎƴΩǘ ƛƴǘŜǊŦŜǊŜ ǿƛǘƘ ŀŎǘƛǾƛǘƛŜǎύ

Å4  Tolerable (Interferes with some activities)

Å6  Intolerable (Able to use phone, TV, or read)

Å8  Intolerable (Unable to use phone, TV, or read)

Å10  Intolerable (Unable to verbally communicate)



Pain Assessment: Making the Diagnosis

ÅDefining medical diagnosis and potential primary treatments 

ÅPain diagnosis is not always readily defined and may change 
with time

ÅMore common pain diagnoses include: back pain, fibromyalgia, 
neuropathic pain, cancer-related pain

ÅChronic pain itself may be considered a diagnosis that merits 
consideration of all available treatment options

5



Pain Assessment: When to Refer?

ÅPrevious failure with opioids or other analgesics

ÅSignificant psychosocial issues

ÅConviction of a drug-related crime

ÅCurrent use of illicit drugs

ÅRegular contact with drug high-risk groups

ÅHistory of substance abuse

7



Important Definitions
ÅAddiction: A primary, chronic, neurobiologicdisease, with 

genetic, psychosocial, and environmental factors influencing its 
development and manifestations. Characterized by aberrant 
behaviorsthat include one or more of the following: impaired 
control over drug use, compulsive use, continued use despite 
harm, and craving.

ÅPhysical Dependence: A state of adaptation that is manifested by 
a drug class specific withdrawal syndrome that can be produced 
by abrupt cessation, rapid dose reduction, decreasing blood level 
of the drug, and/or administration of an antagonist.

ÅTolerance: Tolerance is a state of adaptation in which exposure to 
a drug induces changes that result in a diminution of one or 
more of the drug's effects over time.

ÅPseudoaddiction: A drug-seeking behavior that simulates true 
addiction, which occurs in patients with pain who are receiving 
inadequate pain medication.



Questions to Consider Before Initiating
a Trial of Opioid Therapy

ÅWhat pain syndromes are appropriate for opioid analgesia?

ÅWhat patients are appropriate candidates for opioid analgesia?

ÅShould opioids be the first analgesic class prescribed?

ÅWhat patients are at high risk for abuse and diversion 
of opioids?

13



Alternatives to Opioid Therapy

Alternative pain management strategies:

ÅAdjuvant analgesics

ÅNonpharmacologicmodalities

ÅComplementary medicine 

Refer complex or high-risk patients for:

ÅMultidisciplinary pain management

11





Patient Selection - Who Should Be Considered 
for Chronic Opioid Therapy (COT)?

ÅPersistent pain despite reasonable trials of non-opioid 
analgesics and adjuvants

or

ÅSevere pain requiring rapid relief

or 

ÅPatient characteristics contraindicate use of other analgesics

3



Algorithm for Opioid Treatment of Chronic 
Pain 

Patient Selection

Initial Patient Assessment

Trial of Opioid Therapy

Alternatives 
to Opioid 
Therapy

Patient Reassessment

Implement Exit Strategy Continue Opioid Therapy

Comprehensive Pain Management Plan

2



APS & AAPM Clinical Guidelines for the Use of 
Chronic Opioid Therapy in Chronic Non-cancer Pain

ÅBefore initiating COT, clinicians should conduct a history, 
physical examination and appropriate testing, including an 
assessment of risk of substance abuse, misuse, or addiction 
(strong recommendation, low-quality evidence).

ÅClinicians may consider a trial of COT as an option if CNCP is 
moderate or severe, pain is having an adverse impact on 
function or quality of life, and potential therapeutic benefits 
outweigh or are likely to outweigh potential harms (strong 
recommendation, low-quality evidence).

ÅA benefit-to-harm evaluation including a history, physical 
examination, and appropriate diagnostic testing, should be 
performed and documented before and on an ongoing basis 
during COT (strong recommendation, low-quality evidence).



Informed Consent and Opioid Management 
Plans

ÅWhen starting COT, informed consent should be obtained. A 
continuing discussion with the patient regarding COT should 
include goals,  expectations, potential risks, and alternatives to 
COT (strong recommendation, low-quality evidence).

ÅClinicians may consider using a written COT management plan 
to document patient and clinician responsibilities and 
expectations and assist in patient education (weak 
recommendation, low quality evidence).



Initiating Opioid Therapy

¸ƻǳΩǾŜ ƳŀŘŜ ǘƘŜ ŘŜŎƛǎƛƻƴ ǘƻ ǇǊŜǎŎǊƛōŜ ƻǇƛƻƛŘ ŀƴŀƭƎŜǎƛŎǎ 
for your patient. Now you must:

ÅConsider cost, tolerability, ease of administration, compliance

ÅDecide whether to start a short-acting opioid analgesic or a low 
dose of a long-acting opioid analgesic, with or without short-
ŀŎǘƛƴƎ άǊŜǎŎǳŜέ ŘƻǎŜǎ ƛŦ ōǊŜŀƪǘƘǊƻǳƎƘ Ǉŀƛƴ ƻŎŎǳǊǎ

ÅDevelop and document an Exit Strategy

14



Outpatient Assessment tools

ÅORT

ÅPHQ

ÅSOAPP

ÅDAST

ÅESAS-R





Comprehensive Pain Management 
Plan Components

Bio/Physical Approaches:

ÅPharmacologic and/or 
nonpharmacologic
therapies

ÅPhysical rehabilitation

ÅPhysical/
occupational therapy

ÅHome exercise 
program

Psychological Intervention:

ÅMood disturbances

ÅCoping skills

ÅSleep disturbance

Social Issues:

ÅFamily/social relations

ÅWork issues

9



Depression -Common in Palliative Care, Complicates 
Safe, Effective Pain Management

ÅPrevalence 15 to 50%

ÅScreen - Ask are you depressed? Thoughts of harming yourself? Thoughts of 
harming someone else?

ÅGauge - use ESAS-R other validated tools to assess

ÅExacerbates pain and vice versa

ÅPharmacotherapy - SSRI, SNRI, Atypical antipsychotics

ÅSNRI good 1st line in pt with co-morbid pain & depression

ÅEgo - syntonic supportive counseling important

ÅScreen for Axis 2 disorders and impact on care

ÅCo-manage with psych if complexity necessitates

ÅUtilize Pall Care SW for ongoing support, goals,

ÅEvalpositive coping influences(pt social network, faith, etc)



Depression & Mental HlthScreening Tools

ÅChildren(Screen for Child Anxiety Related Disorders): SCARED

ÅDepression(Patient Health Questionnaire: 9 - (PHQ-9)

ÅGeneralized Anxiety Disorder (GAD): Over the last several 
months, have you been continually worried or anxious about a 
number of events or activities in your daily life?

ÅPanic: Do you currently have times when you feel a sudden 
rush of intense fear or discomfort?

ÅPTSD: Over the last several months, have you been continually 
worried or anxious about a number of events or activities in 
your daily life?

https://adaa.org/sites/default/files/Children-ScreeningTool.rtf
https://adaa.org/sites/default/files/Depression-ScreeningTool.docx


Therapy for Anxiety & Depression

ÅTreat exacerbating factors/symptoms(pain, dyspnea, etc.)

ÅSupportive counseling

ÅAvoid benzodiazepines when possible

ÅTailor pharmacotherapy to minimize drug interactions and 
optimize co-morbid symptom mgmt (ie; ssrivs snrivs atypical 
antipsychotic)

ÅUtilize existing social networks, faith based supports

ÅOptimize healthcare (SW support, psych referral, etc.)



Initiation and Titration of COT

ÅClinicians and patients should regard initial treatment with 
opioids as a therapeutic trial to determine whether COT is 
appropriate (strong recommendation, low-quality evidence).

ÅOpioid selection, initial dosing, and titration should be 
ƛƴŘƛǾƛŘǳŀƭƛȊŜŘ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘŜŀƭǘƘ ǎǘŀǘǳǎΣ ǇǊŜǾƛƻǳǎ 
exposure to opioids, attainment of therapeutic goals, and 
predicted or observed harms (strong recommendation, low-
quality evidence).

ÅThere is insufficient evidence to recommend short acting 
versus long-acting opioids, or as-needed versus around-the-
clock dosing of opioids.



https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=https://www.pinterest.com/roserranch/pain-management/&ei=7sxhVaisNMPDsAXTjIFg&bvm=bv.93990622,d.b2w&psig=AFQjCNFVPyfAHw6bIU3jt5dLcjAMJYzyNg&ust=1432559118222683


Patient Reassessment Model

The "Four A's of Pain" 

ÅAnalgesia 

ÅActivities of daily living 

ÅAdverse effects 

ÅAberrant drug-taking behaviors

LƳǇƻǊǘŀƴǘ ǘƻ ǊŜƳŜƳōŜǊ ǘǿƻ ƻǘƘŜǊ ά!Ωǎέ

ÅAssessment 

ÅAction (treatment plan)

17



Questions to Consider In Modifying a 
Trial of Opioid Therapy

ÅWhen should opioid dose be raised?

ÅWhen should a different opioid be tried?

ÅWhat factors guide the choice of a second opioid?

ÅHow reliable are urine screenings?

18



Deciding to Convert From a 
Short-acting to a Long-acting Opioid

Short-acting Opioids Long-acting Opioids

Advantages Fast-acting; appropriate for 

acute pain, breakthrough pain

May be more appropriate for 

patients with a constant pain 

component; analgesic 

stability

Disadvantages Need for repetitive dosing Initial delayed onset of 

action

19



Rationale for Opioid Rotation

ÅIneffectiveness of initial opioid

ÅAdverse effects/toxicity of initial opioid

ÅInter-patient variability of response

ÅIncomplete cross-tolerance

Note: Conservative dose-conversion ratios are advised

20



Side Effects Amelioration

Management of Opioid Side Effects

¶Nausea and vomiting ¶Switch opioids;
anti-emetics

¶Sedation ¶Lower dose (if possible); 
add co-analgesics; 
add stimulants

¶Constipation ¶Treat prophylactically 
with stool softeners, 
bowel stimulants; 
non-pharmacological 
measures; switch opioids



Side Effects Amelioration

Management of Opioid Side Effects όŎƻƴǘΩŘύ

¶Itching ¶ Switch opioids; 
antihistamines

¶Endocrine dysfunction/ 

reduced libido

¶ Endocrine monitoring; 

testosterone replacement; 

endocrine consultation

¶Edema and sweating ¶ Switch opioids

¶Dizziness ¶ Antivertiginous agents

(eg, scopolamine)

¶Confusion ¶ Titrate dose; switch opioids



Trial of Opioid Therapy

Apparent
Tolerance

Opioid Dose 
Escalation

Worsening 
Pain State

Cellular
Mechanisms

Pharmacological
Tolerance

Opioid-Induced 
Pain Sensitivity 

Development of Tolerance
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Risk factors for Abuse/Misuse

ÅLeaving AMA

ÅRepeatedERadmissions

ÅMultiple prescribers

ÅMental health- self or family

ÅChronic pain

ÅTraumaor abusehistory

ÅLiving in poverty

ÅHigh riskpopulations



Considerations For  Patients Who May Benefit From 
Opioid Therapy w/prior Substance Abuse/misuse

Å What are you treating?άTotal painέ?

Å How longwill you needto prescribe for? Is the Rx for
a long term palliative trajectory, (eg; dyspneawith 
COPD),EOLor temporary relief of a symptom?

Å What are the patientsgoals or concerns related to
substance use disorders, personal risk or recovery?

Å Can adjuvants be utilized? Is there an interdisciplinary plan 
ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎŀǊŜΚ

Å Are the goals truly palliative?

Å What is the risk vs benefit? Does the good outweigh the 
harms?



Opioid Withdrawl- Screening

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjP_uGS8uXgAhVFiOAKHbTdD-QQjRx6BAgBEAU&url=https://www.grepmed.com/images/1565/buprenorphine-withdrawal-addiction-diagnosis-opiate-scale-cows&psig=AOvVaw0WHxLE_DRqpJ6WXSoyVbg_&ust=1551699714918444

