
6/20/2017

1

Managing Pain in Long-term and 
Postacute Care: Getting More Out of 

Less

Steven Levenson MD, CMD

This Will Not Be About the Status Quo 
in Pain Management 
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Overstretched
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Pain Case #1

• Patient has fentanyl patch q 72h for pain

• Nursing Assistant tells the nurse that the 
resident is “crabby,” and would not go for his 
walk after dinner

• Nurse checked fentanyl patch

• Nurse updated Nurse Practitioner (NP)

• NP ordered patch to be changed q 48 h 
instead of previous q 72 h

Pain Management Can Be Done Right

• It is possible to treat pain effectively and safely in 
short-stay patients and long-stay residents 

• Pain management is challenging

– No justification for the mess going on out there

• Regarding pain management, the ends and the 
means are equally important

• Inadequate pain management mostly relates to 
the basics

– Not to sophisticated, specialized pain management 
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It Could Be (A Lot) Better

• Current pain management is aggregate
– Some of it is very good

– Some of it is marginal

– Some of it is very inadequate and hazardous

• Many explanations are offered for why pain 
management isn’t optimal

• Inadequate care process, clinical reasoning, 
and diagnostic quality deserve far greater 
emphasis than they get at present
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Slogans and Activists

• Slogans are political and metaphorical

– “Everyone has a right to be free of pain”

– “Pain is whatever the patient says it is”

– “Pain is underdiagnosed and undertreated”

• Activism is a sign of failures of process, 
practice, and accountability

– Activism can have dire consequences when the 
means and the ends are not reconciled adequately

7

Slogans and Activists

• Palliative Care and Pain Management
– “Legitimized palliative sedation as a recognized 

medical practice by advancing the court case that 
recognized that dying patients have a constitutional 
right to receive as much pain medication as necessary, 
even if it advances the time of death, in the U.S. 
Supreme Court decision Vacco v. Quill (1997). 

– “Established the undertreatment of pain as a form of 
elder abuse and that caregivers must manage 
patients’ pain in Bergman v. Eden Medical Center
(2001).” 
• Source: https://www.compassionandchoices.org/who-we-

are/
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The Upshot of Opioids: 2016
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More Than Good Intentions Needed

“Haves” and “Have Nots”
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PAIN MANAGEMENT AND THE 
CARE DELIVERY PROCESS 
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Pain Must Be Addressed in Context

• Pain is a symptom like every other symptom 

• All symptoms and conditions require the same 
systematic approach
– Clinical reasoning

– Care delivery process adherence

– Symptom management in context

• All rules of thumb about pain management 
must be adapted to individual patients
– Overstretching principles and platitudes
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The Whole and the Sum of Its Parts
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Reality Rules All
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The Error “Cascade”

• Cognitive “biases” 
cognitive errors
diagnostic errors 
inappropriate and 
problematic treatment 
 poor outcomes 
(patient harm + wasted 
resources)
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Cutting Corners / Skipping Steps
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Making Assumptions
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Jumping To Conclusions
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Doing Things Robotically, by Rote
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Acting Without Understanding 
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Overconfidence Bias

• Overconfidence
– Tendency to think one knows more than one does

– Especially by placing faith in opinions without 
gathering the necessary supporting evidence

• “I learned early in my medical career that the 
doctor you should worry about isn’t the one 
who doesn’t know anything. It’s the one who 
doesn’t know as much as he thinks he does.”

• http://grantland.com/features/aj-preller-mlb-san-
diego-padres-national-league-west/

24
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PAIN CARE PROCESS: ASSESSMENT
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Pain: Details Count

• Details about pain, including chronological story 
of symptoms, characteristics (severity, location, 
intensity, frequency, duration, etc.) are needed 
for correct diagnosis and management

• If patient cannot answer questions, many details 
can still be generated by careful observation and 
discussion

• Guessing based on inadequate information is a 
problematic way to manage pain

• Do we have to use a pain tool?
– The “7-out-of-10” fallacy

26

All Too Often
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Pain Assessment In Specific Situations

• What do we need to assess about pain?

– Inspection (look)

– Palpation (touch)

– Percussion (tap)

– Auscultation (listen)

• Perform basic neurological evaluation

– Sensory, motor, pain, position sense, touch

29

Specific Situations: Headache

• Symptom details essential

• Tap over the sinuses 

• Press over the temples

• Palpate scalp and face

• Feel the area of the temporal arteries

30

Specific Situations: Neck pain

• Examples of causes
– Neck sprain

– Muscle strain or spasm

– Infection or inflammation

– Osteoarthritis

– Nerve root impingement

• Assessment 
– Move shoulders and neck through range of motion

– Palpate neck

– Check hands, fingers for movement, sensation
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Specific Situations: Abdominal pain

• Symptom details essential
• Palpation to help specify location

– Relates to underlying organs
• Liver, gastritis, peptic ulcer, gallbladder disease, intestinal 

ischemia, partial intestinal obstruction, inflammatory bowel 
disease

• Look at the abdomen
– Can you see waves or rushes?

• Listen to bowel sounds: who cares how many 
quadrants?

• Voluntary vs. involuntary guarding

Evidence-Based Medicine 

• Obstruction more likely if
– Visible peristalsis LR of 18.8

– Distended abdomen LR of 9.6

• Visible peristalsis + distension obstruction 
may be more likely
– Other findings are necessary to decide if enema or 

ER

– X-Rays are rarely positive or even as helpful as 
clinical exam in making diagnostic determinations

32

33

Specific Situations: “Hurting All Over”

• Symptom details essential

• Diffuse musculoskeletal pain, tenderness at 
pressure points, stiffness

• Often accompanying mood and anxiety 
disturbances

• Fibromyalgia
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PAIN CARE PROCESS: DIAGNOSIS
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Basic Principles of Diagnosis and 
Treatment 

• “A fundamental principle in medicine is that if 
you get the diagnosis wrong, you'll probably 
apply the wrong therapy.” 

• “A corollary is that if the therapy isn't working, 
increasing the dose may make things worse.” 

– Ed Marsh, Reflections of a Medical Ex-Practitioner; 
http://online.wsj.com/article/SB100014241278873247895045
78380382204116270.html
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Case #1: Missing Elements

• No evidence of adequate assessment, 
including physical assessment and symptom 
details, by nurse or physician 

• No apparent attempt to differentiate cause of 
symptoms

– No validation that pain was cause of behavior

• Superficial report to nurse

http://online.wsj.com/article/SB10001424127887324789504578380382204116270.html
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Case #1: Missing Elements

• Lack of any meaningful nurse assessment 
– No important details about the symptom 

• Superficial report to practitioner

• Inadequate dialogue between staff and practitioner

• Medication adjustment based on inadequate 
information and isolated incident

• Inappropriate modification of current analgesic 
regimen

• Missing evidence about indications for current 
treatment
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Case #1: Missing Elements

• No evidence of nonpharmacological measures 
tried

• No evidence of alternative medication 
regimens

• No evidence of effectiveness of current 
treatment 

All Too Often

39
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Pain: Causes

• Medications often cause pain
– Antihyperlipidemics can cause muscle pain

– Calcium channel blockers can cause pain
• Primary and secondary; e.g., severe constipation or 

ileus

– Anticholinergics can cause pain due to urinary 
retention or reduced GI motility

– Laxatives can cause pain due to excessive 
stimulation of bowel motility

– Opioids can cause pain for multiple reasons

40

Optimal Pain Management: Cause 
Identification / Diagnosis 

• Adequate details of symptoms and physical 
findings

• Adequate differential diagnosis 

• Minimizing cognitive biases

• Prudent interpretation of information 

41

PAIN CARE PROCESS: TREATMENT

42
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Thumbs Up or Down?

Rules of Thumb Have Limits

• Dosage and potency of analgesics do  not 
necessarily correlate with efficacy
– More potent pain medication is often not the 

answer, but rather may cause more trouble than it 
fixes 

• Often preferable: nonpharmacological 
interventions + lower risk analgesics
– Reduces complications

– Pain medication can be painful

44
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Treatment Principles
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Prudence in Dosing

46

Back Pain: CR Hits the Mark

47
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Back Pain: CR Hits the Mark

• “Relief for aching backs”
• Consumer Reports, May, 2009, p. 12-13

• “Be wary of narcotics to treat back pain”

- CR low-back-pain survey 

- More than 50 percent of those given a 
prescription drug received an opioid pain reliever

- Despite little research to support the use of opioids for 
acute low-back pain
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What Brings Pain Relief?

What Brings Pain Relief?

PAIN CARE PROCESS: MONITORING

51
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Pain Management: Monitoring

• What do we do when someone who is already on lots of 
analgesics still has significant pain complaints?

• When should we call a “time out” and regroup 
regarding pain management?

• What are the warning signs of wildly out of 
control pain management efforts?

• How can we determine whether someone 
really has pain or is just drug seeking, or both?

52
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Monitoring

• Essential questions

– How is the pain, compared to xxx?

– Severity, location, radiation, relieving and 
exacerbating factors, nature

– NOT simply “Are you still having pain?” or “Is the 
pain better?”

• Assess progress of managing causes

54

Progress Assessment 

• Some basic examples, found in sound 
documentation and reporting

– Less intense

– Less often radiating

– Does not last as long

– Longer duration of relief with intervention

– Lesser dose of medication needed to obtain 
comparable relief
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Progress Assessment 

• Some basic examples

– Less frequent use of interim PRN medication

– Lower standing dose with comparable interval 
relief

– Relief obtained with nonpharmacological 
measures

– Improved function / improved sleep

– Able to focus more on things other than pain
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When to Reconsider Current 
Approaches

• If patient does not seem to get relief but 
keeps asking for more medication

• When relief is not roughly proportionate to 
increased dose or frequency

• When pain has diminished or stopped

• When cause(s) of pain are corrected

• When adverse consequences are identified or 
suspected

57

What to Reconsider

• Whether the problem is defined properly

• Whether underlying diagnosis(es) is (are) 
accurate and complete

• Whether the intervention is appropriate 

• Whether we need

– More, less, or same amount of intervention

– A completely different intervention

– Additional intervention(s)



6/20/2017

20

Clues to Possible Medication Seeking

• Vague, general, nonspecific symptoms 

• No meaningful improvement over time 
despite multiple medication and dose changes

• Demanding every dose ahead of time

• Demanding on the minute

• Little or no improvement in relief 
proportionate to increases and total amounts

58

Clues to Possible Medication Seeking

• Active and happy within minutes of a dose 
despite complaints of excruciating pain

• Will not try anything other than opioids, even 
as a baseline

• Pain does not match known anatomy or 
natural course (location, radiation)

• Intimidating or threatening to staff

• Will not try dose reductions or substitutions

59

Wildly Out of Control

• Multiple prescribers
– Including pain clinics that will not coordinate care or that 

believe whatever the patient tells them

• More than 3 standing and PRN analgesics with no clear 
relief despite increasing doses

• Inconsistent symptom and physical findings, vague and 
inconsistent documentation

• Multiple clinically significant side effects are present
– Falls, anorexia, lethargy, behavior or mood issues

• Many PRN doses of multiple medications despite 
standing doses

60
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Hospice and Pain Management

• Some hospices are very capable, while others are 
far from the ideal

• Good hospices have individualized care that is 
closely coordinated with facilities and use all 
medications judiciously

• It makes little sense to split off pain management 
and hand it over to hospice

• Patients on hospice often do not require hospice 
or “hospice medications” to manage their pain
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Hospice and Pain Management

• Often, hospices have absentee doctors, nurses 
who mismanage symptoms, use multiple hospice 
medications that cause pain and major side 
effects without regard to indications, chase side 
effects with more medications 

• Only some hospice staff are good at pain 
management 

– Often, they give a “cookbook of cocktails” and reject 
redirection
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Opioid-Related Adverse Consequences

• Abnormal dreams

• Agitation

• Anxiety

• Confusion

• Depersonalization

• Depression

• Dysphoria

• Emotional lability

• Euphoria

• Hallucinations

• Insomnia

• Nervousness

• Thought abnormalities
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Analgesics and Behavior

Opioids and Behavior

• Percent of patients referred for a psychiatric 
consult who are receiving opioids: 60-80%

• Percent of patients who are referred for 
psychiatric and behavioral issues and who are 
receiving opioids, where opioids have some 
clinically significant impact on their behavior 
and psychiatric symptoms: 50% for some 
clinically significant impact; 25% for more 
clinically significant impact

Opioids and Behavior

• Percentage of staff and practitioners who 
understand the potential for a patient’s analgesic 
medication regimen (including but not limited to 
opioids) to cause or contribute to behavior and 
psychiatric symptoms: 0-10%

• Of patients with behavior and psychiatric 
symptoms that you see for consultation who are 
on opioids, percentage of time where reduction 
or elimination of opioids is recommend as a key 
to improving behavior symptoms: 33-50%
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Opioids and Behavior

• Percentage of patients who have been receiving 
opioids who have at least some meaningful 
improvement after opioids are stopped or doses 
reduced: > 75%
– PCPs will not institute most recommendations for opioid 

reduction 

• Use of opioids in LTC residents with chronic non-cancer 
pain is one of the top three iatrogenic causes of 
behavioral (especially agitation, sleep disturbances 
[daytime sedation and insomnia, poor appetite), 
neurocognitive (especially impaired attention and short 
term memory), and psychological (irritability and 
dysphoria) symptoms

OPIOID REDUCTION STRATEGIES

CDC Guidelines on Opioid Prescribing
March 2016

• Opioids are not first line or routine therapy for chronic pain

• Realistic goals should be discussed before initiating therapy

• Nonpharmacologic therapy and nonopioid pharmacologic are 
preferred for chronic pain

• Risks to patient safety need to be taken into account before 
prescribing opioid therapy
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Why is a reduction strategy necessary 
in the SNF?

• Long term opioid use has well documented 
adverse affects in the geriatric population (falls, 
confusion, constipation, urinary retention)

• Opioids are not first-line therapy for chronic pain

• Individuals taking opioids long term often 
complain of more pain, not less

• Focus on short stay residents who are rehab to 
home

Why is a plan necessary?

• Standardize opioid reduction across all buildings

• Provide a framework for staff to follow with progress

• Provide a tool that can be used by all physicians taking care of 
LTC residents

Step 1

• Evaluate all current PRN opioids

• Target residents who are receiving 0 or 1 PRN doses of opioids 
daily

• Discontinue the PRN opioid

• If needed, substitute non-opioid medication 
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Step 2
An ongoing process

• Evaluate all PRN opioid orders on new skilled 
residents

• Discuss pain assessment with nursing to determine:
– why opioid was ordered initially

– how often the resident was receiving it

– if it was used prior to hospitalization

• Consider trial discontinuation of all PRN opioids on 
skilled residents who were not on the medication prior 
to hospitalization and were not placed on opioids due 
to fracture, injury, or surgery

Step 3

• Assess all scheduled opioids after first sweep (step 1)

– Determine why the opioids are being used

• Assess pain source and offer alternative to pain medication 
(i.e. heat, ice)

• Discuss pain with residents who can verbalize symptoms and 
explain importance of reducing opioid dose

• Offer alternative non-opioid pain medication if desired 

• Discuss opioid weaning schedule (reduce dose by 10% every 
1-2 weeks)

Step 3

• Discuss alternative methods to relieve pain

• If resident refuses weaning or alternative treatment 
document reason and attempt to educate

• Assess all PRN opioid use on residents who cannot 
verbalize pain

– Consider weaning trial

• Monitor behaviors with reduction of dose and 
frequency

• Discuss findings with family or MPOA
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Step 4

• Assess all scheduled opioids

• Document diagnosis of why resident is receiving the 
medication

• Consider weaning trial (reduce dose by 10% every 1-2 weeks) 
on those residents not receiving opioids for cancer diagnosis 
or end of life

• Implement alternative pain measures during weaning

• If resident fails opioid GDR trial
– Document why GDR failed

– Discuss GDR failures in nursing forum to determine better options for 
certain residents

Step 5

• Provide inservices to nursing including recent CDC opioid prescribing 
guidelines

• Stress adverse affects related to long term opioid use in the LTC setting 
(increased risk of falls, respiratory depression, constipation, confusion, 
urinary retention, delirium)

• Stress importance of limiting opioid use to less than 3 months and 
educating residents

• Provide inservices to nursing

• Develop educational material for nursing to provide to residents and 
families whose opioids are being weaned

• Explain that residents who receive long term opioids actually complain 
of more pain, not less

Step 6

• Provide in service to therapy department

- discuss their role in pain assessment and offering of alternative pain 
control measures (heat, ice, massage, ROM)

- stress importance of PT not asking physician or nursing for pain 
medication

- explain their role in pain reduction
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Step 7

• Attempt to make a goal of limiting all opioid prescriptions to those 
residents with an appropriate diagnosis (cancer, end of life)

- place a time limit on all opioid orders (1-2 weeks)

- reassess pain and need of current dose/frequency weekly. Make 
appropriate changes

Take Home Points

• Pain management in LTC is an important issue and needs to 
be assessed in an objective manner using uniform, specific 
criteria

• Objective pain assessments are often more beneficial to 
residents over subjective statements of pain which can lead 
to overprescribing of pain medications

• Opioids are not indicated for many types of pain and it 
should not be assumed that stronger opioids are better for 
pain control

• Short stay residents often have fewer pain complaints with 
reduction of opioid medication and practitioners should 
focus on ensuring these medications are not continued 
long term if possible

QUALITY IMPACT OF PAIN 
MANAGEMENT

81



6/20/2017

28

Pain Management Quality

• How do we know whether our pain 
management efforts in our facility are 
optimal?

• What is the facility’s culture regarding 
reasoning and diagnostic quality?

• How shall we use quality measures regarding 
pain?

• Isn’t pain management all alike?

82

Pain: Short-Stay

83

Pain: Long-Stay
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Opioid Use By Number of Patients

Facility #1 (1/2 & 2/4/17)

• Fentanyl=2 / 2
• Morphine extended-release=1 

/ 0
• Morphine IR=3 / 0
• Oxycodone extended 

release=0 / 0
• Oxycodone=17 / 17
• Hydromorphone=2
• Hydrocodone=1 / 0
• Tramadol=25 / 22
• Acetaminophen (120, mostly 

standing & some PRN)

Facility #2 (1/30/17)

• Fentanyl=8
• Morphine extended-

release=11
• Morphine IR= 9
• Oxycodone extended 

release=1
• Oxycodone=19
• Dilaudid=0
• Hydrocodone=34
• Acetaminophen= 65 (all PRN)
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The Impact of Pain Management 

• Behavior

• Falls

• Anorexia / weight loss

• Function and quality of life 

86

Falls
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Yes; We Should Worry

• We should praise 
commendable efforts

• We should be concerned 
about how we manage 
pain

• We should be doing a lot 
more case reviews to see 
exactly what is happening 
out there

• Quality measures have 
limited reliability

88

Critical Thinking

• A reflective and analytical style of thinking

– Based in logic, rationality, and synthesis

• It means delving deeper and asking questions like

– Why is that so? 

– Where is the evidence? How good is that evidence? 

– Is this a good argument? Is it biased? Is it verifiable? 

– What are the alternative explanations?

• It moves us beyond mere description and into the 
realms of scientific inference and reasoning

Critical Thinking

• Needs to be taught and cultivated

• It can really only be learned through practice

• These skills should not remain in the domain 
of scientists

– For those engaging with life, being a critical 
consumer of information is also invaluable, 
allowing informed judgement
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Critical Thinking

• Needs to be taught and cultivated

• It can really only be learned through practice

• These skills should not remain in the domain 
of scientists

– For those engaging with life, being a critical 
consumer of information is also invaluable, 
allowing informed judgement

Critical Thinking

• Critical thinking involves being able to
– Actively consider and evaluate information

– Identify biases

– Examine the logic of arguments

– Tolerate ambiguity until the evidence is in 

• Reasoning and decision-making can have a 
substantial impact, with some decisions have life-
altering effects

• The value of science education might not always 
be in the facts, but in the thinking


