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PAin is OnE OF THE MOsT COMMOn  
reasons why patients present to medical providers, 
and one of the most prevalent medical complaints in 
the u.s. According to the national Center for Health 
statistics Report, one out of 10 Americans have expe-
rienced pain that lasted longer than one year.1 simi-
larly, three out of five Americans 65 and older have 
experienced pain lasting more than one year.2  Be-
tween 1988 to 1994 and 1999 to 2002, the percentage 
of adults who took a narcotic to alleviate pain in the 
past month rose from 3.2 percent to 4.2 percent. 

Pain is associated with high health care utilization 
and the societal costs related to treatment are com-
pounded by the loss in productivity associated with 
persistent pain. loss of productivity in the work-
place due to chronic pain is estimated to cost $61.2 
billion per year. The total annual cost of poorly con-
trolled persistent pain most likely exceeds $100 bil-
lion per year.3 

According to the international Association for the 
study of Pain (iAsP), pain is defined as an unpleas-
ant sensory and emotional experience which we 

primarily associate with tissue damage, or describe 
in terms of such damage, or both. Exhibit 1 shows 
another definition of pain using the three hierarchi-
cal levels of pain. 

There is an important implication of both the 
iAsP definition and the hierarchical model of pain. 
As a perception, pain may or may not correlate with 
an identifiable source of injury. Pain is often multi-
factorial and complex. The pain someone experi-
ences does not always correlate with an organic 
cause. When pain becomes chronic, positive and 
negative adaptations and psychological issues add to 
the physiological and structural causes of the pain 
syndrome. Because there is no objective indicator 
for pain, it is almost always best to believe that the 
patient is experiencing what is reported.

There are different types of pain. nociceptive pain 
is pain due to ongoing activation of the nociceptive 
system by tissue injury. Tissue injury activates pri-
mary afferent neurons called nociceptors, which are 
small diameter neurons found in the muscle, joints, 
and some visceral tissues. This is typical acute pain.
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neuropathic pain is pain resulting from direct in-
jury or dysfunction of the peripheral or central ner-
vous system. neuropathic pain syndromes are chron-
ic pain disorders caused by lesion or disease of the 
parts of the nervous system that normally signal pain.

Pain can also be classified as idiopathic or psycho-
genic. idiopathic pain is when reasonable inferences 
about the sustaining pathosphysiology of a pain 
syndrome cannot be made, and there is no positive 
evidence that the etiology is psychiatric. Pain that is 
sustained by psychological factors and is subject to a 
specific psychiatric diagnosis is classified as psycho-
genic. There is most commonly not a single source 
of chronic pain, but more often, a highly complex 
relationship consisting of multiple concurrent fac-

tors which are responsible for the origination and 
presentation of pain.

Because of the complicated factors involved in 
pain, the management of pain depends on a compre-
hensive assessment. The process of assessment can 
be straightforward and brief in the setting of acute 
pain. it increases in complexity and time required as 
the pain becomes persistent. Psychosocial and psy-
chiatric evaluations should be a fundamental part of 
any pain assessment, and are especially important in 
the management of chronic pain. 

Exhibit 2 provides an overview of initial pain as-
sessment. A full patient history is a crucial compo-
nent in the assessment of pain characteristics and 
should include details from past medical history, 

exhibit 1: three hierarchical levels of pain

sensory-
discriminative
Component

Motivation-affective
Component

Cognitive-evaluation
Component

• location
• intensity
• quality

• depression
• anxiety

• Thoughts concerning the cause 
and significance of the pain

exhibit 2: Initial pain Assessment guidelines overview

steps of the Initial Assessment

step 1: Obtain a detailed history:

step 2: Conduct a physical
examination:

step 3: Obtain and review past
medical records and diagnostic
studies:

step 4: develop a formulation
including:

Crucial Components

• assessment of pain characteristics
• related concerns/comorbidities (physical and psychiatric)
• Prior diagnosis and therapies

• emphasize the neurological and
musculoskeletal examination

• Thorough review of past medical records
• Thorough review of previous medications

1) Working diagnoses for the pain etiology,
pain syndrome and inferred pathophysiology, and

2) Plan of care including need for additional
diagnostic studies and initial treatments for
the pain and related concerns
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which may reveal problems relating to the patient’s 
pain (e.g., history of diabetes, toxic exposures, or 
alcoholism pointing toward a diagnosis of neurop-
athy), or disorders that would influence treatment 
decision making. A medication history, including 
efficacy of treatment, any nonprescription drug 
use, medications recently stopped, dietary supple-
ments, assessment of compliance, determination of 
all prescribers/pharmacies used, and any barriers to 
treatment (problems paying for, obtaining, or taking 
medications) is also necessary.

Controlled prescription drugs, such as opioids, are 
an important part of pain management. in order to 
mitigate the risk for misuse and abuse, a thorough 
understanding of the patients substance use history 
should be part of any initial assessment including 
current use of tobacco and alcohol products, specific 
questions about other drug use, and family history of 
alcohol or drug abuse. Any positive response should 
elicit a series of follow-up questions about frequency 
and general use pattern as well as questions related to 
any efforts to obtain help in stopping. This informa-
tion is useful to stratify the risk of problems should 
the decision be made to offer a controlled prescrip-
tion drug during the course of treatment.

it is important to know the patient’s day-to-day 
activities, including sleep patterns, impact of the 
pain on work and personal relationships, present 
level of physical activity, and effects on function, 
mood, and any other domains of quality of life. A 
pain diary (written daily record by the patient) can 

be utilized over the course of treatment to give the 
provider a more comprehensive look at the course of 
the pain over treatment and can also be beneficial in 
targeting an approach to pain management. 

A physical examination should be conducted at 
the time of the initial pain assessment and repeated 
over time as required by the clinical situation. The 
examination should include mental status, physical 
inspection (posture, guarding, splinting, signs of 
sympathetic dysfunction), vital signs, and neurolog-
ical assessment. A diagnostic evaluation should be 
performed when a diagnosis is lacking, and when 
the test will yield meaningful and actionable infor-
mation (such as a change in treatment).

Quantifying pain is an essential part of any ongo-
ing pain assessment. There are a variety of pain as-
sessment tools available. The clinician should select 
a pain assessment tool and incorporate that tool into 
routine clinical use. The tools should be used in a 
standardized way and systematically utilized across 
an organization.

Whether simple or complex, the pain manage-
ment tool utilized should include the time frame of 
the pain, clinical context of the pain, and average 
intensity over a fixed period of time. Additionally, 
pain management tools can be used to provide in-
formation on the course of pain over time by asking 
the following questions:

• What is your pain on average?
• What is your pain at its worst?
• What is your pain at its least?

exhibit 3: unidimensional pain scales

Visual analog scale (Vas)
No
Pain

Worst
Possible

Pain

Numeric rating scale (Nrs)

No Moderate unbearable
Pain Pain Pain

0 1 2 3 4 5 6 7 8 9 10

Worst pAIn possIble
unbeArAble
unable to do any activities
because of pain.

Intense, dreAdful
horrIble
unable to do most activities
because of pain.

MIserAble
dIstressIng
unable to do some activities
because of pain.

nAggIng pAIn
unCoMfortAble
troublesoMe
Can do most activities
with rest periods.

MIld pAIn
AnnoYIng
Pain is present but does
not limit activity.

no pAIn

10

9

8

7

6

5

4

3

2

1

0

hurts Worst

hurts Whole lot

hurts even More

hurts little More

hurts little Bit

No hurt
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The choice of a pain scale may vary depending on 
a patient’s age, abilities, and other factors.

A numeric rating scale is an example of a uni-
dimensional pain scale. it is a simple to use rating 
scale that can work both in the clinical setting and 
at home by the patient to quantify and keep track of 
pain. This scale can effectively be utilized to clarify 

the relationship between pain and activity and the 
effectiveness of current pain treatment. Visual ana-
log scales are another way to approach pain measure-
ment and are similar to the numeric rating system. 
Because the measurement is linear, it allows further 
expression of pain, not limiting the pain to 10 dis-
creet levels of intensity. Pictorial pain scales can be 

exhibit 4: Multidimensional pain scales

Mcgill pain Questionnaire

Patient’s Name _________________________________________________date __________________Time _________am/pm

Pri  s  _____________  a _______________ e ________________ M ______________  Pri(T) ________________ PPi _______
 (1-10) (11-15) (16) (17-20) (1-20)

1 fliCKeriNg  ____
 QuiVeriNg  ____
 PulsiNg  ____
 ThrOBBiNg  ____
 BeaTiNg  ____
 POuNdiNg  ____

2 JuMPiNg  ____
 flashiNg  ____
 shOOTiNg  ____

3 PriCKiNg  ____
 BOriNg  ____
 drilliNg  ____
 sTaBBiNg  ____
 laNCiNaTiNg  ____

4 sharP  ____
  CuTTiNg  ____
  laCeraTiNg  ____

5 PiNChiNg  ____
  PressiNg  ____
  gNaWiNg  ____
  CraMPiNg  ____
  CrushiNg  ____

6 TuggiNg  ____
  PulliNg  ____
  WreNChiNg  ____

7 hOT  ____
  BurNiNg  ____
  sCaldiNg  ____
  seariNg  ____

8 TiNgliNg  ____
  iTChy  ____
  sMarTiNg  ____
  sTiNgiNg  ____

9 dull  ____
  sOre  ____
  hurTiNg  ____
  aChiNg  ____
  heaVy  ____

10 TeNder  ____
  TauT  ____
  rasPiNg  ____
 sPliTTiNg  ____

11 TiriNg  ____
 eXhausTiNg  ____

12 siCKeNiNg  ____
  suffOCaTiNg  ____

13 fearful  ____
 frighTful  ____
 TerrifyiNg  ____

14 PuNishiNg  ____
 gruelliNg  ____
 Cruel  ____
 ViCiOus  ____
 KilliNg  ____

15 WreTChed  ____
 BliNdiNg  ____

16 aNNOyiNg  ____
 TrOuBlesOMe  ____
 MiseraBle  ____
 iNTeNse  ____
 uNBearaBle  ____

17 sPreadiNg  ____
 radiaTiNg  ____
 PeNeTraTiNg  ____
 PierCiNg  ____

18 TighT  ____
 NuMB  ____
 draWiNg  ____
 sQueeZiNg  ____
 TeariNg  ____

19 COOl  ____
 COld  ____
 freeZiNg  ____

20 NaggiNg  ____
 NauseaTiNg  ____
 agONiZiNg  ____
 dreadful  ____
 TOrTuriNg  ____

                    PPi

 0 NO PaiN  ___
 1 Mild  ___
 2 disCOMfOrTiNg  ___
 3 disTressiNg  ___
 4 hOrriBle  ___
 5 eXCruCiaTiNg  ___

Brief  __
MOMeNTary  __
TraNsieNT  __

rhyThMiC  __
PeriOdiC  __
iNTerMiTTeNT  __

CONTiNuOus  __
sTeady  __
CONsTaNT  __

COMMeNTs:

e = eXTerNal

i = iNTerNal
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especially useful for pediatric patients, for patients 
with cognitive barriers, and for patients who may 
have language barriers. Exhibit 3 shows examples of 
unidimensional pain scales. These are good for use 
in primary care practices.

Multidimensional pain scales are more compli-
cated but provide more information (Exhibit 4). An 

example is the Mcgill Pain Questionnaire. This is 
a multidimensional clinical tool that assesses pain in 
three dimensions – sensory, affective, and evaluative. 
Another example is the Brief Pain inventory (BPi), 
a measurement tool taking five to 15 minutes to ad-
minister. The BPi includes seven intensity scales and 
seven scales assessing impact of pain. Because these 

exhibit 4: Multidimensional pain scales

forM 3.2   brief pain Inventory

date:__________  / _________  / ___________  Time: _________

Name: ______________________   __________________  _______________
 last  first Middle initial

1) Throughout our lives, most of us have had pain from time to time
 (such as minor headaches, sprains, and toothaches). have you had   
 pain other than everyday kinds of pain today?

 1. yes 2. No

2) On the diagram shade in the areas where you feel pain. Put an X on   
 the area that hurts the most

3) Please rate your pain by circling the one number that best describes  
 your pain at its worst in the past 24 hours.

0 1 2 3 4 5 6 7 8 9 10
No pain as bad as
pain you can imagine

4) Please rate your pain by circling the one number that best describes  
 your pain at its least in the past 24 hours.

0 1 2 3 4 5 6 7 8 9 10
No pain as bad as
pain you can imagine

5) Please rate your pain by circling the one number that best describes  
 your pain on the average.

0 1 2 3 4 5 6 7 8 9 10
No pain as bad as
pain you can imagine

6) Please rate your pain by circling the one number that tells how much  
 pain you have right now.

0 1 2 3 4 5 6 7 8 9 10
No pain as bad as
pain you can imagine

7) What treatments or medications are you receiving for your pain?
___________________________________________________________________
___________________________________________________________________

8) in the past 24 hours, how much relief have pain treatments or 
 medications provided? Please circle the one percentage that most   
 shows how much relief you have received.

0% 10 20 30 40 50 60 70 80 90 100%
No  Complete
relief  relief

9) Circle the one number that describes how, during the past 24 hours,  
  pain has interfered with your:
 
 a. general activity

0 1 2 3 4 5 6 7 8 9 10
does not Completely
interfere  interferes

 B. Mood

0 1 2 3 4 5 6 7 8 9 10

does not Completely
interfere  interferes

 
 C. Walking ability

0 1 2 3 4 5 6 7 8 9 10

does not Completely
interfere  interferes
 
 d. Normal work (includes both work outside the
 home and housework).

0 1 2 3 4 5 6 7 8 9 10

does not Completely
interfere  interferes

 e. relations with other people

0 1 2 3 4 5 6 7 8 9 10

does not Completely
interfere  interferes

 f. sleep

0 1 2 3 4 5 6 7 8 9 10

does not Completely
interfere  interferes

 g. enjoyment of life

0 1 2 3 4 5 6 7 8 9 10

does not Completely
interfere  interferes

Medscape source: Pain Manag Nurs © 2008 W.B. saunders

right          left
left       right
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are more complicated to administer, the best use for 
these is within a pain clinic or pain-based practice.

Treatment Outcomes of Pain survey (TOPs) 
is another instrument useful for the assessment of 
persistent pain. Additionally, TOPs allows for the 
tracking of large numbers of patients in key func-
tional domains, but lacks the sensitivity to deter-
mine individual patient changes. TOPs is currently 
useful for research purposes and could potentially be 
adopted for individual clinical practices.

goals of treating pain vary from patient to patient. 
in acute pain, the goal is to reduce pain as quickly as 
possible. For persistent cancer-related pain, comfort 
of the patient is most important. Other comorbidities 
and symptoms also need to be treated. Reducing pain 
intensity and restoring function are the overriding 
goals with chronic pain (not due to cancer). Comor-
bidities that can complicate pain management such 
as anxiety and depression also need to be managed. 

Clinicians should be assessing outcomes in pain 
patients at each visit. The use of the 4A’s of pain 
treatment outcomes is an easy way to remember the 
areas to assess (Exhibit 5).4

There are many different types of interventions to 
manage pain. These include pharmacologic, rehabil-
itative, psychological, interventional, surgical, and 
complimentary and alternative strategies (Exhibit 
6). For pharmacologic therapy, the World Health 
Organization suggests using an analgesic ladder that 
begins with nonopioid medications and works its 
way up to opioids. Adjunctive therapies such as an-
tidepressants, anticonvulsants, bisphosphonates, and 
corticosteroids can also be used to manage pain de-
pending on the type or source of pain.

specific rehabilitative treatment such as physical 
therapy or work hardening programs may be pre-

scribed as part of a cognitive behavioral therapy 
(CBT) program or separately. some patients with 
acute pain should be given specific instructions for 
exercise or referral to a physical therapist, as a first-
line approach to pain therapy aiming for functional 
restoration. Programs may be available through hos-
pitals, free-standing facilities, government services 
or corporate entities, including vocational assess-
ment and training, job retraining programs, work 
hardening programs, and rehabilitation-orientated 
pain management programs.

Psychological interventions usually are encom-
passed under the broad framework of cognitive-
behavioral therapy. included in this approach are 
strategies that can be taught to the patient and may 
lessen pain intensity, improve coping, increase func-
tion, and reduce overall disability. These strategies 
include education about pain and its impact and 
cognitive strategies to reduce catastrophization and 
helplessness. it includes training in cognitive thera-
pies such as biofeedback, relaxation and imagery and 
specific behavioral interventions such as graduated 
exercises, pacing, and sleep hygiene. 

Overall, therapy interventions should be inte-
grated into a comprehensive evaluation and man-
agement plan. Disability and physical, psychosocial 
and psychiatric comorbidities have to be assessed 
and managed as part of the approach to pain man-
agement. The source of pain should be identified 
and treated, if possible. Analgesic therapies should 
be individualized and placebos should not be used. 
Clinicians need to recognize the value of a multi-
modality approach that uses pharmacologic and 
nonpharmacologic therapies. in many cases, par-
ticularly those characterized by persistent pain, re-
current pain, a high level of associated disability, or 

exhibit 5: the four “A’s” of pain treatment outcomes4

Analgesia 
(Pain relief)

Adverse effects
(side effects)

Activities of daily
living

(psychosocial
functioning)

Aberrant drug
taking 

(addiction-related
outcomes)
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a prior poor response to analgesics, the patient can 
benefit from a multi-modality strategy. Analgesic 
medications should be used rationally, based on a 
case-by case analysis of benefit and risk. lastly, the 
input of consultants should be obtained if there is 
uncertainty about the value of specific therapies. 

The medical director and nurse case manager 
have significant roles in managing pain. Both are 
responsible and accountable to ensure that a patient 
receives an appropriate evidence- based assessment 
and intervention. These interventions must effec-
tively treat the patient’s pain and meet the recog-
nized standard of care. in order to accomplish this, 
it is essential for providers to have knowledge of self, 
knowledge of pain, knowledge of standard of care, 
and the ability to serve as an advocate.  

Knowledge of self is acknowledging one’s biases 
and limitations. A knowledge of self including at-
titudes, values, beliefs, and cultural background 
is essential, as these factors may affect clinicians 
when assessing pain The greatest barrier to a pa-
tient achieving effective pain management may be 
the clinical staff ’s  individual experiences with pain, 
personal use of medications or nonpharmacological 
methods to manage pain, and family or significant 
others’ history or experience with substances for 
pain control or mood-altering effect. When a cli-
nician is influenced by these personal factors, they 
may not be able to effectively or objectively evaluate 
or manage the patient.

Clinicians must have a fundamental knowledge 

of pain in relation to many areas. They must know 
how to effectively use standardized pain assessment 
tools. They must be knowledgeable regarding the 
difference in categories of pain and the most likely 
potential sources of pain. Each must have the abil-
ity to assess the patient’s individual pain patterns, 
experiences, and expressions of pain. Knowledge 
of pharmacologic and nonpharmacologic interven-
tions including current standards and guidelines is 
also necessary.

Another factor is knowledge of standard of care 
in pain management. The standard of care includes 
acknowledging the patient’s pain, identifying the 
source of the pain, assessing the pain at regular in-
tervals, reporting the patient’s level of pain, and 
developing an interdisciplinary plan for effective 
pain management. implementing pain management 
strategies, aggressively treating side effects, provid-
ing education to the patient, and evaluating the ef-
fectiveness of strategies are also components of the 
pain standard of care. lastly, documenting and re-
porting intervention and outcomes and advocating 
for the patient are also necessary.

One of the most important pieces of the manage-
ment process is advocacy. When advocating for the 
patient, it is crucial to utilize and reference current 
evidence-based pain management standards and 
guidelines. The clinician should consult and col-
laborate with pain management experts to assure an 
effective interdisciplinary treatment plan to address 
patient pain. When a patient’s pain needs are not 

exhibit 6: Categories of Analgesic strategies

type of Analgesic strategy

Pharmacologic

rehabilitative

Psychological

interventional

surgical

Complimentary and alternative

examples

Nonopioid drugs
Opioid drugs
adjuvant analgesics

Physical and occupational therapy Modalities
(heat, cold, ultrasound, electrical stimulation)

Cognitive-behavioral therapy
specific treatments (e.g., biofeedback)
Other types of psychotherapy

injection therapy 
Neural blockade 
implant therapies

Neurectomy, nerve decompression, cordotomy

acupuncture, massage, chiropractic,
nutraceutricals, energy therapies,
non-Western medicine
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being met, the clinician should continue to advo-
cate through other means. The clinician should also 
ensure that pain management needs are properly ad-
dressed for populations known to be at risk for un-
dermanagement.

Conclusion
Pain is costly on many levels, impacting the patient, 
society, managed care, and employers. Managing 
chronic pain is complex and many times requires 
a multi-modal strategy. Clinicians should be using 
validated tools to quantify pain to determine if pain 
goals are being met. Pain management clinicians 
need knowledge of self, pain, and standard of care, 
and the ability to serve as an advocate in order to be 
effective. JMCM
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