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ILLINOIS NURSES ASSOCIATION

POSITION PAPER

IMPROVING PAIN MANAGEMENT

EXECUTIVE SUMMARY

National, state, and local efforts are needed to combat the pervasive epidemic of pain currently evident across all ages, ethnicities, genders, and income in the United States. The Illinois Nurses Association (INA) and the American Nurses Association (ANA) and its constituent members are in a position to influence legislation and regulatory systems, and take leadership roles to advocate for a significant segment of the public experiencing pain and inadequately treated acute/transient and chronic/persistent pain. 

Quality of life and health are directly and significantly affected by the experience of pain. Approximately 75 million Americans suffer with pain and it is the primary reason that patients seek emergency and other healthcare services (The Pain Survey, 1997). The annual cost of chronic pain in the United States, including healthcare expenses, lost income, and lost productivity, is estimated to be $100 billion (NIH, 1998). Two in five pain sufferers (42%) experience such severe pain that they are unable to work, and three in five (63%) are limited in their ability to perform the activities of daily living (The Pain Survey, 1997). More than half of all hospitalized patients experienced pain in the last days of their lives (A controlled trial…, 1995) and although therapies are present to alleviate most pain for those dying of cancer, research shows that 50-75% of patients die in moderate to severe pain (Weiss, Emanuel, Fairclough, Emanuel, 2001). 

Obstacles to effective pain management include: a) misconceptions about addiction on the part of physicians, nurses and the public; b) provider fear of investigation by law and regulatory authorities; c) provider inattention to patient statements about pain experiences; d) restrictive controlled substance prescriptive authority for advanced practice nurses; e) inadequate knowledge about pain management; and f) the emphasis on diversion control [of controlled substances] by the federal government.  

The INA has a responsibility to address these obstacles for the purpose of eliminating this epidemic of suffering and to advocate for improved access and quality pain management care.  INA has an obligation to the public regarding matters of science and health as well as to protect and advance the profession of nursing. The Illinois Nurses Association supports a multi-pronged approach to improving pain management by supporting national and state legislative initiatives to improve pain management, assisting other state nursing associations to establish pain initiatives, improving the standards and education of nurses on pain management using evidence-based criteria, collaborating with other provider groups to initiate effective models of pain management, and supporting legislation that ensures prescriptive authority of controlled substances for advanced practice nurses. 

BACKGROUND

Historical Perspective of Pain Management:  1985-2001
The scope of the problem of pain in the United States is enormous and affects every family and community. Many families, patients, and employers feel out of control and at a loss to address a health care system that is not always responsive to their needs. Some of the issues involve the current state of physician-patient relations in which patients do not feel listened to and are not believed when reporting experiences of pain. Chronic pain sufferers have difficulty in finding physicians willing to treat their pain. Almost one-fourth saw three physicians before obtaining adequate relief. Some reasons cited were that physicians were unwilling to treat pain aggressively, physicians’ lack of knowledge about pain management, and that physicians did not take their pain seriously (Chronic Pain in America, 1999). The public is also frustrated that disciplines other than medicine, such as nursing, are severely restrained by archaic legislation and state regulation on the scope of pain practice. This increases barriers to treatment access.  

Some of the most common pain issues include back pain, which is the leading cause of disability in Americans under 45 years old (Edwards, Doleys, Fillingim, Lowry, 2001).     Over 26 million Americans between the ages of 20-64 experience frequent back pain. Pain for cancer patients is widespread and debilitating with over 70% of those with cancer experiencing pain. However, only 50% of those with advanced stage cancer undergoing active treatment receive adequate pain treatment. Joint disorders and arthritis may affect 32 million Americans. Migraine, jaw and lower facial pain (TMD/TMJ) account for over 25 million pain suffers, many of who treat themselves with over-the-counter medications. Many pain sufferers take over-the-counter pain relievers for 5-10 years despite label warnings (Widmalm, Christiansen, Gunn, Hawley, 1995).

Many groups experience a disparity in their pain assessment and treatment by physicians. Often Blacks and Hispanics are affected by racial profiling for diversion and under-treatment by some physicians. This is compounded by a lack of research on pain across racial and ethnic differences (Edwards, Doleys, Fillingam, Lowery, 2001). For children, under-treatment in the pediatric population is worse than that for adults including the elderly. Only recently has the FDA required new medications be evaluated for efficacy and safety in the pediatric population. In one study, 65% of children younger than 2 years old went without pain medications compared to 48% of older children up to 10 years (Johntson, Abbott, Gray-Donald, Jeans, 1992). Pain is common in the elderly population. It is estimated to be twice as much for those over 60 years old as for those less than 60 years.  Of the community-dwelling elderly population, 25-50% can expect to suffer pain. Among the institutionalized elderly, 71-83% report at least one pain problem.  Pain is common among nursing home residents with untreated pain estimated at 45-80% (Crook, Rideout, Browne, 1984).

Gender is also a bias in pain assessment and treatment. Women seek help for pain more frequently than men, but are less likely to receive treatment. Physicians  often assume either that women can handle more pain or that they are exaggerating the level of pain they experience. Women are more likely to be given sedatives for their pain while men are more likely to be given analgesics. It has been found that after abdominal surgery, primary care physicians prescribed less pain medication for women than men. Nurses administered less pain medication to women than men aged 25-54 and physicians saw attractive female patients as experiencing less pain than those who were unattractive (Berkley, 1997). 

Pain Management Perspectives  1990-2006
Pain management as a contemporary focus of specialization began to surface in the 1990s. Today the importance of this topic is evident by the number of studies that appear in the professional literature. In 2001 the Joint Commission on Healthcare Organizations (JCAHO) required that patients’ reports of pain are to be believed, assessed, and appropriately treated and documented. In addition, patients, nurses, and physicians are to be educated on pain management.  

The following are noteworthy efforts over the past decade to address improvement in pain management. Between 1996 and 2003 the University of Wisconsin Cancer Care Center, sponsored by the Robert Wood Johnson Foundation, took a leadership role to assess the relationship between the level of pain management treatments, particularly with controlled substances, and the laws and policies that balance that treatment with regard to diversion control in the United States. (Pain and Policy Studies Group, 2003). The center published a report card to determine if a balance existed within each state to achieve pain management and yet address diversion control. Most states did not score well and it was found that diversion control often influenced state policies rather than the need to relieve patient suffering. The center now includes all pain management modalities in their work and consults with many states to establish pain initiatives.

The American Society For Pain Management Nursing (ASPMN) developed eleven position papers on pain management including the need to provide pain management for infants undergoing circumcision and support for no placebo administration without consent (American Society for Pain Management Nursing, 2005). The American Pain Foundation with the American Alliance of Cancer Pain Initiatives established Power Over Pain (POP) grants designed to increase public awareness of State Pain Initiatives. The objectives of these grants was to: educate consumers on pain and its management; to empower consumers to demand effective pain control; to make pain management a health care priority at state and local levels; and to encourage health care professionals to become better informed about pain and its management (American Pain Foundation, 2004). Additionally, in 2006 the Missouri Pain Initiative (MOPI) received a Power Over Pain grant to educate consumers and health care professionals about pain, about patient pain rights, and optimal pain therapies (American Pain Foundation, 2005). 

In 2004 the American Medical Association adopted a Federation Model on Use of Controlled Substances For Pain Management that strongly supports JCAHO Standards. 

This model views pain management to be important and integral to the practice of medicine; that opioid analgesics may be necessary for the relief of pain; that physicians will not be sanctioned solely for prescribing opioid analgesics for legitimate medical purposes, defining inappropriate treatment of pain to include nontreatment, undertreatment, over treatment, and the continued use of ineffective treatments.  The policy included accurate definitions of addiction, pseudoaddiction, physical dependence, tolerance, as well as acute/transient and chronic/persistent pain.  At the same time, several State Boards of Medicine included in their mission the patient safety agenda

advocated by the Institute of Medicine regarding pain assessment, treatment, and cost (Federation of State Boards of the United States, Inc, 2004).

Contrary to moving forward with pain management in the United States, in 2004 the Drug Enforcement Administration (DEA) abruptly withdrew from the interdisciplinary education initiative known as FAQ that examined pain science and management and government regulation of controlled substances. FAQ (frequently asked questions and answers) was on the DEA website for healthcare professionals and law enforcement as a resource since 2001.  The questions and answers about pain management and addiction had been formalized with input from experts across the country, undergoing over 20 drafts, to reach a balanced approach to pain management and addiction concerns. (Prescriptive Pain Medications, 2004)
Coinciding with the withdrawal of support of the FAQ, Patricia Good, Chief of DEA’s Liaison and Policy section, retired. This prompted a hard line tone within the DEA regarding opioid investigations.  Good was known for her understanding of pain management and cooperation with the pain and palliative care field experts. She was considered by many to be a clear voice within the DEA for balanced law enforcement including effective approaches to drug diversion that do not compromise palliation and pain management. This new more conservative approach to pain management by the DEA is inconsistent with emerging international efforts such as the 2005 United Nations (UN) resolution to address inadequate relief of pain in cancer and HIV/AIDS patients. The UN requested that all governments examine their laws and regulations for barriers to opioid availability (Joranson, 2005).

Current State of the Science

The pain experience has been researched and described in the pain literature.  Many tools have been developed and tested to assess for pain in a variety of populations, such as pediatric, adult, elderly, and persons unable to communicate.  Some tools have been evaluated for different cultures.  More research is needed in this arena.  

Medications to control moderate to severe pain are readily available; however, fear of addiction limits their use. Research data demonstrates that addiction to drugs rarely occurs in patients who receive pain medications for medical reasons and who have no history of drug abuse or addiction. If medications are unsuccessful at alleviating pain, technology is advancing in invasive delivery systems (intrathecal pumps, spinal cord stimulators, intraaricular infusion systems, etc.) designed to treat pain. Unfortunately, many practitioners are not familiar with technological advances and interventional techniques for specific pain problems (McCaffery & Pasero, 1999).
                  

Legal Actions and Implications

Physicians and advanced practice nurses fear investigation and reprisal by federal authorities particularly since the U.S. Drug Enforcement Administration (DEA) under the former Attorney General, John Ashcroft, reversed its own long-standing policy on issuing schedule II prescriptions, and has recently communicated a more aggressive tone about investigations. Because of the DEA’s position on prescribing opioids, providers are disinclined to prescribe opioids that historically have been, and remain, the standard treatment for moderate to severe acute/transient and chronic/persistent pain. This reluctance on the part of health care providers promotes an epidemic of critical proportion for persons suffering with pain. (Joranson, 2005). 

The government’s approach concentrates on persons diverting drugs, estimated at 2-3 million, rather than on patients experiencing chronic/persistent pain, estimated at 50 million, and another 25 million with acute/transient pain. (Chronic Pain in America, 1999).  Patients and their families often switch physicians trying to find someone who will believe them, take their pain seriously, are knowledgeable in pain management, and will aggressively treat their pain.  The DEA considers this “doctor hopping”, a characteristic of the diverter rather than that of a patient in pain seeking relief (pseudoaddiction). 

Mixed messages abound for prescribing providers, patients, their families, legislators, and regulators as the government has also decreased complimentary therapy coverage by Medicaid and Medicare limiting the number of visits of physical therapists and other providers for those with pain. Moreover, insurers tightly regulate types of medications prescribed, their quantities, and criteria needed to qualify for coverage. This results in a tremendous bureaucracy that contributes to the thwarting of appropriate pain management in favor of prescriptive procedures that may not yield the safety and criminal protection they were designed for.

Practitioners are caught in the middle between federal, JCAHO, DEA, and professional standards and guidelines that mandate the need to relieve suffering and the fear of scrutiny by the DEA if they aggressively treat the patient’s pain. As medical treatment guidelines and JCAHO standards have been established and implemented for pain management, a few legal cases addressing accountability for not treating pain adequately have resulted in monetary compensation and physician pain management education requirements, primarily on the west coast and the Southeast. One example from the 

west coast involved an elderly gentleman undertreated for pain in the hospital setting who was transferred to an extended care facility with little to no pain medications.  In spite of frequent family demands for pain control, he died in excruciating pain.  The lawsuit assessed economic damages against the physician and required him to become educated on proper pain management.  In Florida, a physician was writing prescriptions for people who came to his office without any pain assessment.  He is now  incarcerated  for unethical, unprofessional, and illegal prescribing of opioids (American Pain Foundation, 2005). 

As consumers continue to be educated in more states through the Power Over Pain programs, it is possible more legal action may occur.  Disciplinary action requests from the DEA for Boards of Medicine to evaluate over-prescribing of controlled substances may decrease as states establish better guidelines on the use of controlled substances for pain management and the responsibility for the physician to adequately treat the patient’s pain. Similarly, state boards of nursing will need to establish guidelines as progress is made in state legislatures in removing the restrictions to the prescriptive authority of Advanced Practice Nurses.

  

More than 100 organizations have committed to improving pain management by signing on to the Consensus  Statement for the federal legislation HR 1020, The National Pain Care Policy Act of 2005, through the American Pain Foundation (See Appendix A).  The Act supports: a) The development and execution of a White House Conference on Pain Care designed to increase awareness of pain as a significant public health problem, assess adequacy of diagnosis, and treatment of pain, identify barriers to appropriate pain care, and establish an agenda for the Decade of Pain Control and Research, stimulating public and private sector efforts to improve research, education, and clinical care by 2010; b) Promotion of clinical and scientific research into the causes and effective treatments for pain through the NIH; c) Requirements for the Agency for Healthcare Research and Quality (AHRQ) to collect and disseminate protocols and evidence-based practices regarding pain and palliative care to clinicians and the general public, as well as fund education and training for healthcare professionals. In pain and palliative care; d) To develop and implement a national public awareness campaign on pain management similar to the Power Over Pain Initiatives; e) To implement pain care initiatives in all VA and Military healthcare facilities; and f) Requirements for managed health care plans for seniors to offer appropriate care for the treatment of patients in pain.  All progress would be communicated to Congress annually.

Though the issue of pain management in children is not addressed in this bill, a giant leap forward to secure relief of suffering by many would be achieved.

Nursing Actions and Challenges

More than forty representatives from special interest groups and individuals (nurses of varying practice specialties, physicians, chiropractors, psychological and physical therapists, health educators, consumers, etc.) met in Joliet, Illinois on November 4, 2005 to reactivate The Illinois Pain Initiative.  The group identified professional and consumer pain management educational needs, pain management policy/regulatory changes needed, and proposed strategies to address these needs.  Participants divided into work groups to determine manageable, attainable actions on all fronts.  INA was represented at this meeting.

More effort is needed to ensure legislation that confers prescriptive authority to APNs that is on par with physicians treating the same types of patients in order to improve access for appropriate pain management. Some states have approved advanced practice nurses to prescribe controlled substances under Schedule II and III while others have not. This is an access issue for patients as well as a scope of practice issue for nurses.  Too few Certified Pain Care Specialists exist in the United States. The AMA has already noted that the 10,000 specialists is an insufficient number, and stated “all physicians need to learn appropriate pain management” (Personal e-mail, 2005). It is essential for the public and other stakeholders, particularly physician groups, hospital corporations, and legislators to recognize the knowledge and skills of advanced practice nurses in primary and acute care and the significant contribution they could make to improve the current crisis in pain management if unrestricted in their scope of prescriptive authority. Both the public and special interest groups will have to weigh the continuing consequences of restrictive prescribing practices motivated by competition rather than by appropriate and improved outcomes for patients.

Another challenge for nursing is improving professional education regarding pain management. Coursework in pain management is rare in both nursing and medical education. Professional education on how to appropriately and effectively manage pain is imperative to prepare practitioners to meet this epidemic. More research is needed to develop evidence-based practice as state boards of nursing seek standards to implement to improve pain management in their states. 

Finally, it is important for patients of all ages, ethnicities, genders, and income to have their pain descriptions believed, treated appropriately and aggressively if needed without unwarranted fear of addiction and provider fear of regulatory harassment.  This is consistent with The Codes of Ethics for Nurses.  The Illinois Nurses Association needs to join with the Illinois Pain Initiative and its many constituent members to advance pain management in Illinois and nationally by taking this resolution to ANA.
POSITION STATEMENT

It is the position of the Illinois Nurses Association to:

1. Support the Consensus Statement on the National Pain Care Policy Act of 2005, HR 1020 and advocate for the inclusion of coverage for the very young by signing on as a significant part of the pain care community.
2. Encourage other state nursing associations to join and/or establish state Pain Initiatives.

3. Support efforts to improve the standards and education of nurses on pain 

management using evidence-based criteria and knowledge from available research and disseminated in INA and ANA publications.

4. Support legislation that ensures prescriptive authority for advanced practice nurses for controlled substances and protection with immunity if, in treating end of life pain, life is shortened.

5. Collaborate with other provider groups, especially state medical boards, to 

advocate that all states use the Federation Model on Use of Controlled Substances as their model in balancing use of controlled substances versus addiction prevention. 

6. Promote the Power Over Pain Initiative for consumer and healthcare education 

      through INA and ANA publications and education of nurses.  
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Appendix A

The American Pain Foundation 

Dedicated to eliminating the undertreatment of pain in America  

Consensus Statement in Support of H.R. 1020, the National Pain Care Policy Act of 2005

Pain touches every member of our society at some point throughout their life, with an estimated 75 million Americans suffering from acute or chronic pain every year. Left untreated, chronic pain has the potential to rob quality of life from those who suffer – affecting their physical, psychological, social and spiritual sense of well-being. While recent strides have been made in the research and management of pain, much more can and must be done. Educating healthcare professionals and the general public, improving access to care, particularly among minority and underserved populations, and increasing research into the causes of chronic pain and corresponding therapies have the potential to alleviate the suffering of millions.

As members and representatives of the pain care community, we, the undersigned, support H.R. 1020, the National Pain Care Policy Act of 2005. Specifically, we support:

 

The development and execution of a White House Conference on Pain Care, designed to:

· increase the awareness of pain as a significant public health problem; 

· assess the adequacy of diagnosis and treatment of pain; 

· identify barriers to appropriate pain care; and, 

· establish an agenda for the Decade of Pain Control and Research, stimulating public and private sector efforts to improve the state of pain care research, education, and clinical care by the year 2010. 

The promotion of clinical and basic scientific research into the causes and effective treatments for pain through the National Institutes of Health.
 

Requirements for the Agency for Healthcare Research and Quality (“AHRQ”) to collect and disseminate protocols and evidence-based practices regarding pain and palliative care to clinicians and the general public, as well as fund education and training programs for health care professionals in pain and palliative care.

 

The development and implementation of a national public awareness campaign on pain management designed to educate employers, insurers, consumers, patients, families and other caregivers about:

· the significance of pain as a national public health problem; 

· the risks to patients if pain is not properly treated; 

· the availability of treatment options for different types of pain; 

· the patient’s right to have pain assessed and treated across health care settings; and, 

· where patients and other consumers can go for help in dealing with pain. 

Requirements for the Secretary of Defense to develop and implement a pain care initiative in all military health care facilities to ensure that all personnel receiving treatment in military health care facilities are assessed for pain at the time of admission or initial treatment, and that they receive appropriate pain care.

 

Requirements for managed health care plans that offer Medicare+Choice plans to seniors to offer appropriate care for the treatment of patients in pain, including specialty and tertiary care for patients with intractable pain. Additionally, we support requirements for similar protections for military personnel and dependents enrolled in Tricare plans.

 

Requirements for CMS to submit to Congress an annual report on Medicare expenditures for pain and palliative care.

 

Requirements for the Secretary of the Department of Veterans Affairs to develop and implement a pain care initiative in all VA health care facilities to ensure that all veterans receiving treatment in those facilities are assessed for pain at the time of admission or initial treatment, and that they receive appropriate pain care.

Signed, 
The American Pain Foundation and Consensus Signers
H.R. 1020 Consensus Statement Signers
(as of 2/17/06)

Alameda County Medical Center
Alliance for Prostate Cancer Prevention
American Academy of Hospice and Palliative Medicine
American Academy of Orofacial Pain
American Academy of Pain Management
American Academy of Pain Medicine
American Alliance of Cancer Pain Initiatives
American Chronic Pain Association
American College of Rheumatology
American Headache Society
American Hospice Foundation
American Occupational Therapy Association
American Pain Foundation
American Pain Society
American Pharmacists Association
American Physical Therapy Association
American RSDHope Organization
American Sleep Apnea Association
American Society for Pain Management Nursing
American Society of Anesthesiologists
American Society of Health-System Pharmacists
Amputee Coalition of America
Arizona Pain Initiative
Arthritis Foundation
Association of Oncology Social Work
Association of Rheumatology Health Professionals
 

BIOCOM
Bombobeach.com Adhesions Support Group
 

California Prostate Cancer Coalition
Capital Hospice
Cephalon
CFIDS Association of America
Charcot-Marie-Tooth Association
Chronic Pain Buddies

Circle Of Friends With Arachnoiditis
Citizen Advocacy Center
 

Dia de la Mujer Latina
 

Ehlers Danlos National Foundation
Ehlers-Danlos Syndrome Network CARES Organization

Endometriosis Association
Endometriosis Research Center
eNURSING llc
 

Federation of State Medical Boards of the United States, Inc.
Florida Pain Initiative
For Grace
 

Hereditary Neuropathy Foundation
Hospice and Palliative Nurses Association
Hospice Foundation of America
 

Intercultural Cancer Council Caucus
Intercultural Center for Health and Wellness, Inc.
Interstitial Cystitis Association
Intractable Pain Patients United
 

Johnson & Johnson
 

Kansas Pain Initiative
 

Ligand Pharmaceuticals, Inc.
Living Stones Ministry (San Antonio, TX)

Louisiana Pain Initiative
 

MAGNUM, The National Migraine Association
Maine Coalition to Fight Prostate Cancer

Malecare Prostate Cancer Support
Maryland Pain Initiative
Massachusetts Pain Initiative
Master of Science in Pain Research, Education and Policy at Tufts University School of Medicine
Medtronic, Inc.
Missouri Pain Initiative
Multiple Sclerosis Foundation
 

National Alliance of State Prostate Cancer Coalitions
National Association of Social Workers
National Chronic Pain Society
National Eosinophilia-Myalgia Syndrome Network, Inc.
National Fibromyalgia Association
National Foundation for the Treatment of Pain
National Hospice & Palliative Care Organization
National Organization for Rare Disorders
National Pain Foundation
National Resource Center on Diversity
National Vulvodynia Association
Native American Cancer Research
Nevada Pain Initiative
North Carolina Pain Initiative
 
Ohio Pain Initiative
Oregon Pain Management Commission
 

Pain Care Coalition
Pain & Policy Studies Group, University of Wisconsin
Patient Alliance for Neuroendocrineimmune Disorders Organization for Research & Advocacy (P.A.N.D.O.R.A.)
PAWS for Pain Patients

Pennsylvania Cancer Pain Initiative
Pennsylvania Prostate Cancer Coalition
Pioneer Development Resources, Inc.
Purdue Pharma, LP
 

Reflex Sympathetic Dystrophy Syndrome Association of America
 

Scleroderma Foundation
Sickle Cell Disease Association of America
Southern California Cancer Pain Initiative
 

TMJ Association
Trigeminal Neuralgia Association
 

University of Florida Comprehensive Center for Pain Research
 

Virginia Cancer Pain Initiative
Visiting Nurse Associations of America
 

Washington-Alaska Pain Initiative
Wisconsin Pain Initiative
Women With Pain Coalition

World Burn Foundation International
 

If your organization has not yet signed the Consensus Statement, please send us an email with a simple statement of support such as "The X Organization agrees with the Consensus Statement for H.R. 1020."
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