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1. PURPOSE.  The purpose of this circular is to establish a policy for a Pain Management Program for the Billings Area Indian Health Service (BAIHS).

2. BACKGROUND.  Pain can be a common part of the patient experience.  There is a growing body of evidence that unrelieved pain carries with it great physiological and psychological risks, including increased metabolic rate, blood clotting, water retention, impaired immune function, anxiety, depression, loss of hope, and even suicide.  Aggressive pain prevention and control can yield both short and long term benefits.

Control of pain is a national priority and many organizations have worked to establish pain relief.  One strategy that has been used to assure optimal pain management is to develop formal means within each institution to evaluate pain management practices and work to continuously improve outcomes.

3. DEFINITIONS.
Pain:  An unpleasant sensory and emotional experience associated with actual or potential tissue damage or described in terms of such damage.

Acute Pain:  Acute pain is the normal, predicted physiological response to an adverse chemical, thermal, or mechanical stimulus and is associated with surgery, trauma, and acute illness.  It is generally time-limited and responsive to pharmacotherapies (including opioids) and physical measures (e.g., ice).
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Chronic Pain:  A pain state which is persistent (more than 1, 3, or 6 months, for example) and in which the cause of the pain cannot be removed or otherwise treated.  Chronic pain may be associated with a long-term, incurable, or intractable medical condition or disease. 

Palliative Care:  An interdisciplinary approach to the study and care of patients with active, progressive, far advanced disease for whom the prognosis is limited and the focus of care is quality of life.  This discipline recognizes the multidimensional nature of suffering, responds with care that addresses all of these dimensions and communicates in a language that conveys mutuality, respect, and interdependence.  Palliative care affirms life and regards dying as a normal process, neither hastens nor postpones death, provides relief from pain and other distressing symptoms, integrates the psychological and spiritual aspects of patient care, and offers a support system to help the family cope during the patient’s illness and in their own bereavement.

Physical Dependence:  Physical dependence on a controlled substance is 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.  Physical dependence is expected with extended use of opioids and, by itself, does not equate with addiction.
Addiction:  A primary, chronic, neurobiologic disease, with genetic, psychosocial, and environmental factors influencing its development and manifestations.  It is characterized by behaviors that include one or more of the following:  impaired control over drug use, compulsive use, continued use despite harm, and craving.  See DSM Criteria for Substance Dependence in Exhibit 9.

Tolerance:  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.  This may include the need to increase the dose of an opioid to achieve the same level of analgesia.  Such tolerance may or may not be evident during opioid treatment and does not equate with addiction.

Pseudoaddiction:  Pattern of drug-seeking behavior of pain patients who are receiving inadequate pain management that can be mistaken for addiction.

Substance Abuse:  Substance abuse is a maladaptive pattern of substance use manifested by recurrent and significant adverse consequences related to the repeated use of substances.  It may include the use of any substance(s) for non-therapeutic purposes or use of medication for purposes other than those for which it is prescribed.  See DSM Criteria in Exhibit 9.

4. POLICY.
A) Each Service Unit will develop a pain management policy that will include as a minimum, the following:

(1) Philosophy of Care and Patient’s Rights for pain management and palliative care. (Exhibit 1)

(2) Initial pain management assessment tools for pediatric and adult use.  (Exhibit 2)

(3) A Pain Management Committee with an interdisciplinary approach to pain management utilizing non-pharmaceutical and pharmaceutical therapies.  Plans of care are required.  (Exhibit 3)

(4) A mechanism to document that staff review of the efficacy of treatment.  (Exhibit 4)

(5) Drug formulary appropriate for pain management and treatment of drug side effects.  (Exhibit 5)

(6) Mechanism for documenting informed consent.  (Exhibit 6)

(7) Identification of non-pharmaceutical and environmental therapies.  (Exhibit 7)

(8) Patient educational tools and sources for community resources for referrals.  (Exhibit 8)

(9) Identification of resources for assessment and management of addiction.  (Exhibit 9)

(10) Guidelines and flow sheets for assessment and management of withdrawal from substances prescribed for pain including opioids/opiates and benzodiazepines. (Exhibit 10)

(11) Quality monitoring tools to evaluate the appropriateness and effectiveness of pain management.  These may include: patient satisfaction, drug usage, length of therapy, and impact on quality of life, et cetera.  (Exhibit 11)

(12) Orientation plan for providers.

B) Each Service Unit will develop policies and procedures that address, as needed depending on services provided, safe medication prescription or ordering with regard to:

(1) Spinal/epidural or intravenous administration of medication.

(2) Alternative, non-pharmacologic modalities.

(3) Other invasive pain management techniques in the care of patients with pain.

5. PROCEDURES AND GUIDELINES.  The BAIHS will promote and provide a standardized approach to the patient with pain that emphasizes a non-judgmental, multi-modal and individualized care plan.  Such plans should increase access to known therapies, improve continuity of care, maximize communication and education for the relief of acute and chronic pain in all stages of a person’s life.  Specifically, each Service Unit will consider the following guidelines in developing their pain management programs:

A) Initial assessment and regular reassessment of pain.  Pain screening and evaluation will be part of all triage, inpatient, outpatient, and community (during home visits) setting processes.  Pain screening and evaluation will be incorporated as a fifth vital sign.  When patient screening indicates the presence of pain, the patient’s self-report of the level of pain will be assessed.  When pain is identified, the patient can be treated within the hospital/clinic or referred for treatment.  The scope of treatment is based on the care setting and services provided.  A more comprehensive assessment is performed when warranted by the patient’s condition.  This assessment and a measure of pain intensity and quality (for example, pain character, frequency, location, duration), and patient’s functional status appropriate to the patient’s age, are recorded in a way that facilitates regular reassessment and follow up according to criteria developed by the organization. An addiction history and/or assessment will be performed as indicated.  Addiction is not a contraindication to treatment for pain, but can be a co-occurring condition that warrants medical attention.  The potential for diversion of controlled substances will not preclude their use but instead will mandate responsible and responsive health care.

B) Patient involvement in care decisions in order to facilitate effective management of the pain.  Patient and provider must enter into a therapeutic alliance with mutual consent when pain is identified.  Once a pattern of pain has been co-documented by the patient and provider, the standardized process for assessment and interdisciplinary treatment will be implemented and followed with documented evaluations for outcomes of relief of pain and improvement of functions.

C) Education of patients, and families when appropriate, regarding risks and benefits and limitations of chosen pain relief modalities.  Education of patients and families about their roles in effective pain management as well as side effects of pain treatment.

D) Discussion about community and traditional beliefs and practices regarding pain, medication, and disability should be sought and respected by health care providers and administrators.

E) Education of relevant practitioners in pain assessment and management.  BAIHS has a responsibility to assure that IHS medical, nursing, pharmacy, and allied health practitioners become trained, oriented, and educated to palliative medicine and pain management.

6. RESPONSIBILITIES

A) Area Office

(1) The Area Chief Medical Officer (CMO) ensures that all Service Units have on-going pain management programs/palliative medicine services that meet the standards expressed here.

(2) The CMO will network with academic centers, State agencies, and National organizations for technical assistance and resources for Service Unit Pain Management/Palliative Medicine Programs.

B) Service Unit

(1) The Service Unit Director is responsible for the overall implementation and monitoring of the Pain Management/Palliative Medicine Program.  Annual performance improvement reports documenting the on-going data collection and assessment process with impact of data analysis on improved outcomes will be prepared for the Office of the CMO.

(2) The Clinical Director and the Director of Nursing are responsible for the formation of an interdisciplinary pain management/palliative medicine team that will develop the required Service Unit policy/procedures.  The interdisciplinary team, at a minimum, will include a physician, nurse, pharmacist, physical therapist, mental health practitioner, social services counselor, quality improvement coordinator, and administrative support staff.

7. REFERENCES.  Public Law 94-437; Health Care Improvement Act; Joint Commission of Accreditation of Healthcare Organizations Home Care/Hospice/Hospital/Ambulatory Care Standards; Patient Self Determination Act 1990; CFR 21-Food and Drugs – Volume 9, Part 1306 – Prescriptions; Model Guidelines for the Use of Controlled Substances for the Treatment of Pain; Federation of State Medical Boards of the U.S., Inc. 1998; American Academy of Pain Management; American Pain Society; American Society of Addiction Medicine, 2001; and, DSM IV Criteria

8. EFFECTIVE DATE.  This circular is effective upon date of signature and shall remain in effect until cancelled or superseded.

9. EXHIBITS.  All exhibits are available on the BAIHS Home Page.
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