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Myth 8:
Procedural pain

can be effectively
managed after
the intervention

<.

Pain assessment before procedures has
been reported to be performed only 35%
of the time, and less than 25% of
patients receive analgesics before
procedures.

Ann Pharmacother. 2012;46:530-540.
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3,851 patients underwent 4,812
procedures in 192 ICUs throughout 28
countries.

An increase in pain occurred with all 12
types of procedures studied.

For the 3 most painful procedures (chest
tube removal, wound drain removal, and
arterial catheter insertion), pain intensity
more than doubled during the procedure
compared with the preprocedural level.

Am J Respir Crit Care Med. 2014,189:39-47



Myth 8:
Procedural pain

can be effectively
managed after
the intervention

* Paradoxically, Puntillo et al found that
the preemptive use of opioids was
associated with greater intensity of
procedural pain.

* This finding may reflect inadequate
dosage or timing of opioid
administration, suggesting that greater
consideration should be given to these
factors before procedures.

Am J Respir Crit Care Med. 2014,189:39-47
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* Although opioids are commonly used to
manage procedure-related pain, nonopioid
analgesics may also be beneficial in a

|\/|yth 8- v variety of circumstances.

' “' * For example, when equianalgesic doses of
Procedural pa = -3 ketorolac were compared with morphine
can be effe Ctlve|y for chest tube removal, both were found

to be effective in minimizing pain.

managed after
the intervention N\ arterial catheter insertion, the second and

third most painful procedures in the study,
can be effectively reduced by preventive

local lidocaine injection.

e Pain caused by wound drain removal and

Am J Respir Crit Care Med. 2014;189:39-47



Myth 9:

Elderly patients
experience less
pain than non-
elderly patients.




Myth 9:
Elderly patients

experience less
pain than non-
elderly patients

* People who were 65 years old or older
are the fastest growing segment of the
population and account for 42-52% of
the ICU admissions in the United
States.

* Although elderly people may have a
slightly higher pain threshold (the
point at which pain is first felt), they
have a lower pain tolerance (the
maximum pain level endured).

Crit Care. 2013;17:R101.
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* Elderly patients may believe that pain is
something to be tolerated or may be
reluctant to report pain because they fear
that pain is indicative of severe disease or
even impending death.

* They may also fear the consequences of
acknowledging pain, such as the need for
further painful interventions, medications
that have undesirable side effects,
additional expenses, or further loss of
independence or autonomy.

* Because of the wide variation of
physiologic variables present between
older individuals, the adage “start low and
go slow” should be applied when initiating
drug therapy.

Crit Care. 2013;17:R101.



Myth 10:
Development of
chronic pain is
uncommon in
survivors of critical
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I\/Iyth 10 : Develo pment Of Pain commonly persists after ICU discharge.

Higher rates of chronic pain have been reported

chronic pain is uncommon in survivors of critical illness with acute

respiratory distress syndrome and severe sepsis

in SU rViVO 'S Of Critical i”neSS compared with a matched non-ICU population.

4
Response N=196 %
Total number of patients reporting no pain 110 56
Total number of patients reporting pain g Risk factors for the incidence of chronic pain after ICU discharge: results of the multivariable analysis
Shoulder 44 22
Lower limb 17 9 Risk factor Pvalue Adjusted OR (95% Cl)
Lumbar spine 17 9 Age 0.025° 1.0 (1.00-1.04)
Cervical spine 12 6 Sepsis 0.001~ 4.3(2.04-9.23)
Upper limb 12 6 Wound 0.075 0.6 (0.31-1.06)
Abdomen 8 4 ILOS 0.347 1.0 (0.98-1.06)
Pelvis 5 3 HLOS 0.707 1.0 (0.98-1.03)
Thorax 2 1 Surgical 0.447 0.7 (0.36-1.58)
Nonspecific (all-over ache) 4 2
Total number of patients who have received healthcare input specifically for pain 62 32

Crit Care. 2013;17:R101.



Myth 10: Development of
chronic pain is uncommon

in survivors of critical illness

L 4
Favours regional Conventional pain control OR OR
Study or subgroup Events Total Events Total Weight IV, Random, 95% CI IV, Random, 95% CI
1.1.1 Thoracotomy (epidural analgesia)
Ju 2008 26 48 31 43 434%  0.46(0.19, 1.10] —
Lu 2008 9 62 12 28 31.4%  0.23[0.08, 0.63] -
Senturk 2002 25 46 18 23 252%  0.33[0.10, 1.04) CTE— FE— |
Subtotal (95% Cl) 156 94 100.0%  0.34[0.19, 0.60] R
Total events 60 61

Heterogeneity: 2=0.00; x2=1.04, df=2 (P=0.59); P=0%
Test for overall effect: Z=3.69 (P=0.0002)

1.1.2 Breast cancer surgery (paravertebral block)

Ibarra 2011 5 15 7 14 39.3%  0.50[0.11, 2.24] L
Kairaluoma 2006 5 30 12 30 60.7%  0.30[0.09, 1.00] ——
Subtotal (95% Cl) 45 44 100.0%  0.37[0.14, 0.94] R
Total events 10 19

Heterogeneity: t2=0.00; 32=0.27, df=1 (P=0.60); P=0%
Test for overall effect: Z=2.09 (P=0.04)

i 1 1 1 1 1
L v L
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Br J Anaesth. 2013;111(5):711-720.



Myth 11:

To maintain
hemodynamics, we
sometimes

unfortunately have to
withhold pain

medications.




