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The present report outlines key requirements that are central to
helping patients manage pain effectively. Although current stan-
dards are available as guides for practice, the prevalence of pain
suggeststhat many health professionals do not know and/or cannot
relate to these standards. Therefore, a brief, pragmatic statement
may be more useful initially for health professionals and patients
learning about problematic pain outcomes. The principles in the
brief statement produced by the Canadian Pain Society clarify and
emphasize key underlying assumptions that have directed the de-
velopment of many pain standards. The aim of the present paper is
to increase awareness of ineffective pain practices and the impor-
tance of pain relief, and to stimulate further work in this area.
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Enoncé de position sur I"analgésie de la
Société canadienne pour letraitement dela
douleur

RESUME : Le présent rapport résume les critéres de base mis de
I’ avant pour aider les patients a vaincre efficacement la douleur. Les
normes actuelles servent peut-&tre de directives pratiques, mais la
prévalence de la douleur donne & penser que de nombreux
professionnels de la santé ne savent pas ou ne peuvent pas mettre ces
normes en application. Par conséguent, un énoncé de position bref et
concis pourrait étre plus utile au départ pour mieux renseigner les
professionnels de la santé et leurs patients au sujet de I'évolution
parfoisproblématiquedeladouleur. Lesprincipesdecebref énoncéde
la Société canadienne pour le traitement de la douleur clarifient les
prémisseset soulignent lesplusimportantes, rappelant leur réledansla
miseau point denombreuses normesen matiered’ analgésie. Lebut du
présent article est de senshiliser davantage les médecins a
I"inefficacité de certaines pratiques anal gésiques et al’importance de
soulager ladouleur et de promouvoir la recherche dans ce domaine.

ffective pain management continuesto be problematicin

Canada as well as internationally. It is paradoxical that
current treatment strategies can alleviate most pain, yet, over
the past decade, many patients in a variety of settings have
continued to report moderateto severe acute pain (1-10). Pre-
scribed analgesic doses and intervals have been inadequate,
analgesia has not been administered or analgesics have been
administered in doses considerably less than those ordered
(5,9,11-15). Although literature advocating changes in pain
management practices has been available for at least a dec-
ade (16-18), inadequate pain relief outcomes continue to be
reported.

Current standards or guidelines of pain management are
often lengthy and based on the assumption that health profes-
sionals have the knowledge and commitment to apply them.
Perhaps we have missed a step in our efforts to reduce pain
management problemsthrough published standards or guide-
lines. Health professionals may read standards but not under-
stand the basis for their development and, hence, their
relevance. Important principles that give direction to the de-
velopment of standards need to be made explicit in clear and
simplestatements. Thisthinking prompted the Canadian Pain
Society to appoint acommittee to produce the position state-
ment on pain relief. This statement was approved by the
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POSITION STATEMENT ON PAIN RELIEF

Almost all acute and cancer pain can be relieved, and
many patients with chronic nonmalignant pain can be
helped. Patients have the right to the best pain relief possi-
ble.

1. Unrelieved acute pain complicates recovery.

Unrelieved pain after surgery or injury results in more
complications, longer hospital stays, greater disability and
potentially long-term pain.

2. Routine assessment is essential for effective manage-
ment.

Pain is a subjective and highly variable experience. There-
fore, patients’ self-report of pain should be used whenever
possible. For patients unable to report pain, a nonverbal
assessment method must be used.

Health professionals have a responsibility to assess pain
routinely, to believe patients’ pain reports, to document
pain reports, and to intervene in order to prevent pain.

3. The best pain management involves patients, fami-
lies, and health professionals.

Patients and families must be informed that they have a
right to the best pain relief possible and encouraged to
communicate the severity of their pain.

Patients, families, and health professionals need to under-
stand pain management strategies, including nonpharma-
cological techniques and the appropriate use of opioids.

Figure 1) Canadian Pain Society position statement on pain relief

Canadian Pain Society executive on December 13, 1997, as
outlined in Figure 1 (19). Our purpose was to make explicit
thekey background assumptionsthat underliethe application
of more detailed standards. Several issues were examined in
the process with respect to the overall treatment of pain, in-
cluding not only the use of opioids, but also additional as-
pects of pain relief.

Current monitoring of pain practices

Publicly displayed philosophiesin health care organizations
such ashospital sthat often emphasi ze patient involvementin
decision-making and staff accountability for quality care
have not been applied to pain management practices. Docu-
mentation of pain assessment and the effectiveness of inter-
ventions such as opioids and using standardized scales has
not been required, and chart audits have confirmed that thisis
rarely done (20). Only recently has the monitoring of pain
management practices been included in accreditation stan-
dards. The revised standards from the Canadian Council on
Health Facilities Accreditation (CCHFA) now include com-
ponents requiring documentation of pain assessment and
management, including patient response to treatment for
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pain (21). The accreditation evaluation also includes docu-
mentation of the interpersonal care process involved in
symptom management. Recently, a large teaching hospital
did not receive its usual, across-the-board, highest possible
rating because of inadequate pain monitoring. Therefore, on-
going evaluation of pain management outcomes is not only
ethical, but also pragmatic.

Existing standards

Standards guide practice and represent adegree of excellence
established for a particular purpose, such as pain manage-
ment (22). Standards are predetermined criteriato be used as
a basis for comparison in providing guidance to health care
facilities (23). Standards can be used by quality improvement
committees in all facilities to monitor the contributions of
health professionals to effective pain practices.

Useful standards for pain management already exist else-
where. For example, in the United States, the Agency for
Health Care Policy and Research (16) and the American Pain
Society (APS) (17,24) have been very influential in develop-
ing standardsthat are patient-focused and give clear direction
for practice changes. The APS patient outcome measure re-
flects the standards and has recently been revised (17) to in-
clude components of the established Brief Pain Inventory
(25) and the Barriers Questionnaire (26). The Canadian ac-
creditation standards give clear direction to Canadian hospi-
tals that ongoing assessment of the effectiveness of pain
management is expected and a component of the CCHFA
evaluation (21).

The APS and CCHFA standards have been developed
thoughtfully and may already be in use by health profession-
als committed to pain relief. However, based on the lack of
evidence of change, many health professionals do not seem
to know about and/or cannot relate to these standards. Per-
haps these individuals have no recent pain education and/or
lack understanding about problematic pain outcomes. Per-
hapsthe standards are considered too complex, unreadabl e or
not relevant to practice.

While guidelineswere available about specific pain strate-
gies, such asopioid usefor malignant and nonmalignant pain,
it was felt that the issue required a broad, smple, pragmatic
approach that would be easily remembered (27-32). There-
fore, a brief position statement stating generic, key require-
ments for everyday practice was considered to be the most
useful. The present paper is an interim step to facilitate im-
plementation of the more comprehensive standards already
available. The position statement on pain relief was presented
as a work-in-progress for discussion and input at the Cana-
dian Pain Society General Meeting in May 1997. The final
version was approved in December 1997 and includes the
following principles.

Principle 1 —Unréelieved acute pain complicates
recovery

Unrelieved acute pain has consequences that can impede re-
covery for patients after surgery or trauma. Unrelieved pain
can precipitate ageneralized sympathetic response, whichin-
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volves the pulmonary and cardiovascular systems (33,34).
For example, increases in heart rate, peripheral resistance,
blood pressure and cardiac output can produce an increasein
cardiac work and myocardial oxygen consumption. The dia-
stalic filling time decreases with a greatly increased heart
rate, which may cause an imbalance between myocardial
oxygen demand and supply, and result in hypoxemia or
ischemia. Pre-existing coronary artery disease may exacer-
bate this problem. As well, patients with greater pain after
surgery have had a higher incidence of atelectasis (35).
Fewer complications have been documented in surgical pa-
tients who reported effective pain relief after epidural infu-
sions of analgesia and anesthesia than in patients receiving
thetraditional method of parenteral opioidsasrequired (36).

The Agency for Health Policy and Research has empha
sized the importance of effectively managing acute pain in
order to meet the current requirementsfor earlier patient mo-
bilization, reduced hospital stays and reduced costs (16). Pa-
tients who reported good pain relief with epidural analgesia
and anesthesia following major peripheral vascular surgery
had shorter intensive care unit stays (1.5+1.4 days versus
3.3+6.9, P=0.03) as well as fewer complications, including
cardiovascular difficulties (four versus 11, P=0.05), deep
vein thrombosis (one versus nine, P=0.007) and infections
(two versuseight, P=0.04) (36). Similarly, Wasylak et al (37)
reported that 38 women who used patient-controlled mor-
phine for 48 h after a hysterectomy versus a control group
(PRN morphine) were discharged earlier (75% versus 56%
by day 6, P<0.05), had fewer infections (5% versus 39% re-
ceived antibiotics, P=0.01) and reported less disability (pain
with activities, P<0.052) two weeks after discharge. Most
important is the research evidence that suggests that early
treatment to relieve or minimize acute pain may prevent en-
suing long-term pain (38-40). Early postoperative pain for
thoracotomy patients was the only factor that significantly
predicted pain 18 months after surgery (40).

Principle 2 — Routine assessment is essential for

effective management

The personal nature and consequent variability of pain are
emphasized in the Gate Control Theory (41,42). Because
pain perception and response are very individual, patients
who are able to describe their pain must be asked about their
pain experience. However, previousfindingsthat patients do
not remember being asked about their pain are problematic
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(10,43). Chart audits have confirmed that documentation of
pain assessment and the effectiveness of interventionsisrarely
done. Theinclusion of pain documentation in the new accredi-
tation guidelines emphasi zes the importance of individualized
pain treatment assessments and evaluation of strategies.
Pain assessment with adults, infants and children who are
unable to verbalize their pain experienceisachallenge. Itis
hoped that, the assumption that pain does not exist when pa-
tients are nonverbal is disappearing. Considerable effort in
this regard has been made by Canadian pain experts who are
internationally recognized for their work in developing pain
measures, particularly for infants and children (44-50).

Principle 3 —The best pain management involves
patients, families, and health professionals

Patients’ satisfaction ratings are sometimes used to monitor
and evaluate their pain management; however, this outcome
measure may be problematic because patients have not ex-
pected to havetheir painrelieved (51-53). Moreover, patients
evaluate their pain management as satisfactory, in spite of re-
porting moderate to severe pain (5,7,8). Furthermore, pa
tients frequently are not given any information on which to
base these evaluations. As aresult, the standard that patients
use for comparison may be their previous experiences and
current expectations of severe pain. Therefore, patients and
families must be informed that they have aright to the best
pain relief possible and be encouraged to communicate the
severity of their pain.

Ward et al (26) report alarge number of patientswho have
concerns about using analgesics, including the fear of addic-
tion. Although patients have stated that they would like total
pain relief or as much relief as possible (3,6,51,54), many
wait until their pain is severe before asking for help or wait
for the nurse to ask them about pain (3,6,52). Therefore, pa-
tient education explaining pain relief strategies and the im-
portance of effective pain management needs to become a
priority.

Key requirementsthat are central to hel ping patients man-
age their pain effectively have been outlined in the position
statement. These principles clarify and/or emphasize the un-
derlying assumptions that have directed the development of
many pain standards. The aim of the present paper isto in-
crease awareness of ineffective pain practice and the impor-
tance of pain relief, and to stimulate further research in this
area.
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