
D
espite great advances in
assessment and treatment
modalities as well as recent
updates to the available
guidelines, there are still

many instances in which both acute and
chronic pain is undertreated. Some of
these are from patients underreporting
their problems, but other may come from
physicians who are not sure what they
should be looking for according to the
existing literature and accepted standards
of practice or may feel the findings of
academia are too inflexible for individual
cases. 

The finest minds in our specialty
worked together to develop guidelines,
which are aimed to help clinicians identi-
fy a set of pain management practices
that might provide the patient with opti-
mal care.  These are generally designed to
help the practitioner make decisions but
are also used by managed care, as well as
other insurers, as guidance.  

Grading the Best Practices
When viewing a particular guideline, one
needs to keep in mind three important
factors:  

1. Are they valid, and if so, how was
this determined?

2. Are they useful?
3. Are they applicable?
The contextual setting is also impor-

tant to consider, as different rules apply
for different applications. For example,
there are now guidelines for health care
institutions.  These have received support
from the Joint Commission on Ac-
creditation of Health Care Organizations
(JCAHO), which since 2001 has

required surveyed institutions (hospitals,
hospital based practices, long-term care
facilities, outpatient clinics for example)
to assess pain and establish pain manage-
ment standards as part of the accredita-
tion process.

The American Pain Society has pub-
lished several systems of guidelines to
assist with the assessment and treatment
of several types of pain. In addition to
this information, this organization recog-
nized pain as the “fifth vital sign,” again
emphasizing the importance of initial
assessment as part of pain management.
In other words we do not live
in a “don’t ask, don’t tell” envi-
ronment.

In 1999, the Department
of Veterans Affairs adopted
several of the APS guidelines,
which started a national pain
management program that
targets over three million
Americans. These types of
guidelines, in particular, are
designed to help foster a
health care professional’s ac-
ceptance of pain management
and help to eliminate any bar-
riers or obstacles of pain man-
agement treatment guidelines.

Practical Implications
Guidelines for clinical practice
have also been developed; in
fact, several of the American
Pain Society’s guidelines apply
to this area. In 2003, members
of the Faculty of the Fourth
International Conference on
the Mechanisms and Treat-

ment of Neuropathic Pain developed evi-
dence-based treatment guidelines for
neuropathic pain by following a then-
thorough review of randomized con-
trolled trial evidence and collective clini-
cal experience. The treatment recom-
mendations presented here are derived
from an evidence-based approach and
consider clinical efficacy, safety, quality of
life, associated costs and adverse events.  

A weakness of these guidelines is that
no treatment regimen was assessed for
longer than two months based upon the
studies reviewed.  They establish five cat-
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Updating Your Pain Management Skills
There will be several seminars on how to apply pain
management guidelines to clinical practice at the
American Academy of Neurology meeting in San
Diego. Some of these include:

Sunday, April 2
2AC.002 Headaches in Adults I

2PC.002 Headaches in Adults II

Monday, April 3
3AC.001 Painful Pain Patients

Tuesday, April 4
4SS.007 Headache and Pain: Basic Mechanisms

Thursday, April 6
6SH.002 Headache/Pain Scientific Topic Highlights

Friday, April 7
7BS.002 The Neurobiology of Opiate Addiction and
Its Treatments

Saturday, April 8
8BS.004 Pharmacological Approaches to Pain
Management

                                  



egories of “first-line” medications for
neuropathic pain based upon these
reviews, including gabapentin, the 5%
lidocaine patch, opioid analgesics, tra-
madol and tricyclic antidepressants.  So-
called “second-line” agents were also rec-
ommended based upon the availability of
less robust evidence for their use includ-
ing lamotrigine, carbamazepine, paroxe-
tine, citalopram, venlafaxine and bupro-
pion.  Other agents to consider that are
described as “beyond the second line”
included capsaicin, clonidine, dex-
tromethorphan and mexilitene.  Newer
agents specifically FDA-approved for a
neuropathic pain state have become
available since these guidelines were
developed and will need to be incorporat-
ed into updated editions.

In 2005, the American Pain Society
published cancer pain treatment guide-
lines.  These addressed multiple treat-
ment issues including proper assessment
techniques as well as pharmacologic and
interventional approaches to cancer pain
management. These guidelines provided
specific treatment algorithms for cancer
pain in general, as well as for the use of
short and long acting opiates.   The man-
agement of side effects and the need to
include caregivers in the treatment of
cancer pain was included as well.

There are even guidelines focusing on
how to manage pain in the elderly. It is
important to recognize this distinction,
given the fact that the prevalence of
chronic pain increases with age and that a
high percentage of geriatric patients
report chronic and persistent pain.  Pain
interferes with normal daily functioning
in more than 70 percent of long-term
care patients, of which most are elderly.
These guidelines are especially important
in this population of patients since cogni-
tive impairment, a common finding in
older patients, may lead to barriers to
appropriate pain assessment. 

Pharmacologic guidelines in this
group of patients may be unique in view
of the need to pay more close attention to

adverse effects, drug-drug interactions
and potential organ toxic side effects.

New Directions for Future Guidance
Guidelines that have been developed,
that are being developed, and that are
being updated represent many of the
advances in pain management that have
been made over the last two decades.
These advances represent vital steps in
improving patient care and optimizing it
across many different health care settings.
And while they may not address every sit-
uation, they provide the ideas that can
provide a framework for each situation. 

Institutions as well as practitioners
need to address and follow the best avail-
able evidence for pain management, and
much of this can be found in the evi-
dence-based guidelines. However, no
matter how good the guideline, they are
only as good as their implementation. If
they are unknown, or worse ignored,
then ultimately it is the patient who suf-
fers from not receiving a diagnosis or care
at the optimal level available to them.

This is perhaps the most delicate topic
to touch upon in our clinical practices.
We must consider being open-minded to
the best available evidence for treatment
when considering options for patients.
This may mean preferring these rules to
what we were taught during training,
which depending on when we graduated
may or may not be currently valid. This
may also mean changing what we’ve
believed for years.  

Evidence-based guidelines for pain
management as briefly desribed above
provide an opportunity for that to occur
for pain management. It is up to us as
individuals to take advantage of this
knowledge. PN
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