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Greetings from Dr. Doris Grinspun,

Chief Executive Officer, Registered Nurses’ Association of Ontario

The Registered Nurses” Association of Ontario (RNAO) is delighted to present
the fourth edition of the clinical best practice guideline (BPG) Pain: Prevention,
Assessment and Management. Evidence-based practice supports the excellence in
service that health providers are committed to delivering every day.

We offer our heartfelt thanks to the many partners who made this BPG a reality. First,
and most important, we thank the Government of Ontario that recognized in 1999,
RNAO?’s capacity to lead a program that has gained worldwide recognition and is
committed to funding it. We also thank the co-chairs of the RNAO expert panel, for
their invaluable expertise and stewardship of this BPG.

= Dr. Céline Gélinas, RN, PhD, FCAN, Full Professor, Ingram School of Nursing, McGill University and Senior
Researcher, Centre for Nursing Research and Lady Davis Institute, Jewish General Hospital

= Dr. Lindsay Jibb, RN, PhD, Scientist, The Hospital for Sick Children

Thanks to RNAO staff RN Lauren Bailey (guideline development methodologist co-lead), RN Deborah Flores
(guideline development methodologist co-lead), Glynis Gittens (guideline development project coordinator), RN
Christine Buchanan (acting senior manager, guideline development and research), RN Nafsin Nizum (associate
director, guideline development and research) and the rest of the RNAO best practice guideline development and
research team for their intense and expert work in the production of this BPG. Special thanks to the expert panel for
generously providing their time, knowledge and perspective to deliver a rigorous and robust evidence-based resource
that will guide the education and practice of millions of health providers. We couldn’t have done it without you!

Successful uptake of BPGs requires a concerted effort from educators, clinicians, employers, policy makers,
researchers and funders. The nursing and health communities, with their unwavering commitment and passion

for excellence in patient care, provide the expertise and countless hours of voluntary work essential to developing
new and next edition BPGs. Employers have responded enthusiastically by becoming Best Practice Spotlight
Organizations® (BPSO®), joining more than 1,500 service and academic institutions in Canada and abroad,
committed to implementing RNAO’s BPGs. They have sponsored best practice champions, now numbering more
than 150,000 nurses, other health professionals and persons with lived experience - all eager to advance person-
centred evidence-based care. BPSOs are also diligently monitoring and evaluating the impact of BPG implementation
on patients, organizations, and health system outcomes.

We invite you to share this BPG with nursing and all other team members, client navigators and advisors in the wider

health systems and communities in which you work. We have so much to learn from one another. Together, we must
ensure that the public have access to and receives the best possible health and wellness services, always.

Dr. Doris Grinspun, RN, BScN, MSN, PhD, LLD (hon), Dr (hc), DHC, DHC, FAAN, FCAN, O.ONT.
Chief Executive Officer and Founder of the Best Practices Guidelines Program
Registered Nurses” Association of Ontario
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How to use this document

Throughout this document, terms that are bolded and marked with a superscript G () can be found in the Glossary
of terms in Appendix A.
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This best practice guideline (BPG)® is a comprehensive document that provides guidance and resources for
evidence-based practice.C It is not intended to be a manual or “how-to” guide; rather, it is a tool to guide best
practices and enhance decision making for nurses,® the interprofessional team,® educators, health service
organizations,® academic institutions, and persons® and families.® This BPG should be reviewed and applied in
accordance with the needs of individual health service organizations, academic institutions or other practice settings,
and with the preferences of people experiencing pain.© This document provides evidence-based recommendations®
and good practice statements® and descriptions of: (a) practice, education and organizational policy; (b) benefits and
harms; (c) values and preferences; and (d) health equity© considerations.

Nurses, members of the interprofessional team, educators and administrators who lead and facilitate practice changes
will find this document invaluable for developing policies, procedures, protocols and educational programs to support
service delivery. Nurses and members of the interprofessional team in direct care will benefit from reviewing the
recommendations and supporting evidence. Recommendations and good practice statements for health providers®
are to be implemented according to scope of practice and based on the providers knowledge, skill and judgement.

If your organization(s) (or integrated system of care) is adopting this BPG, the Registered Nurses’ Association of
Ontario (RNAO) recommends organizations establish change teams whose responsibilities include but are not
limited to, the following:

1. Conduct a gap/opportunity analysis: assess your existing policies, procedures, protocols and educational programs
in relation to the good practice statements, recommendations and supporting discussions of evidence in this BPG,
and identify any strengths, needs or gaps.

2. Note the recommendations and good practice statements applicable to your setting and that can be used to address
existing priorities, needs or gaps within your organization(s).

3. Develop a plan for implementing recommendations and good practice statements, sustaining best practices and
evaluating outcomes® by applying the Social Movement Action Framework (1,2) and/or the Knowledge-to-Action

Framework (3).

Implementation science® resources, including the Leading Change ToolKkit, are available online (4). A description of
the Leading Change Toolkit can be found in Appendix G. For more information, see Implementation strategies on
page 67.

All RNAO BPGs are available for download, free of charge, from the RNAO website. To locate a particular BPG, search
by keyword or browse by topic. Additional supplementary materials such as evidence profiles®and search strategies
related to each recommendation can be found under the “methodology documents” tab on the BPG webpage.

We are interested in hearing your feedback on this BPG and how you have implemented it. Please share your story
with us at RNAO.ca/contact.

The two-decade journey of RNAO BPGs is documented in the following resource: Grinspun D, Bajnok I, editors.
Transforming nursing through knowledge: best practices for guideline development, implementation science, and
evaluation, Indianapolis (IN): Sigma Theta Tau International; 2018.
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Purpose and scope

Purpose

RNAO’s BPGs are systematically developed, evidence-based documents that include recommendations on

specific clinical, healthy work environment and health system topics. They are intended for nurses, members of

the interprofessional team in direct care positions, educators, administrators and executives, policy makers, and
researchers in health service and academic organizations. Persons with lived experience® including their families®
and caregivers® are encouraged to become familiar with the BPG to support their involvement in evidence-based
decision-making related to their care. BPGs promote consistency and excellence in clinical care, administrative
policies, procedures and education, with the aim of achieving optimal health outcomes for people, communities and
the health system. RNAO aims to meet international reporting standards for clinical practice guidelines, including
the standards outlined in the Appraisal of Guidelines for Research and Evaluation (AGREE II) Instrument and the
Reporting Items for practice Guidelines in HealThcare (RIGHT) statement (5,6).

This BPG replaces the RNAO BPG Assessment and Management of Pain, Third Edition (7). This BPG is one of the
most highly utilized guidelines by RNAO’ Best Practice Spotlight Organizations” (BPSO®).6

The purpose of this fourth edition guideline is to provide nurses and the interprofessional team with evidence-based
guidance for the prevention,® assessment® and management© of all types of pain across the lifespan. This BPG
recognizes that people at risk of or experiencing any type of pain across the lifespan and their families are experts

in their health and decision-making; collaboration among the interprofessional team, the person receiving care and
their family (if applicable) is therefore essential to achieving improved health outcomes.

In October 2022, RNAO convened an expert panel to determine the scope of this next edition BPG and to develop
recommendation questions® to inform the systematic reviews (SR).¢ The interprofessional RNAO expert panel
included persons with lived experience and individuals with knowledge and experience in clinical practice,
education, research and policy across a range of health service organizations, academic institutions, practice areas
and sectors. They shared their insights on supporting and caring for people at risk of or experiencing any type of
pain across the continuum of care including (but not limited to) primary care, home and community care, acute care,
rehabilitation and long-term care (LTC).

A comprehensive review and analysis were completed by the RNAO best practice guideline development and research
team and the RNAO expert panel to determine the scope and priority recommendation questions for this BPG (refer
to supplementary materials under the “methodology documents” tab on the BPG webpage).

»RNAO REGISTERED NURSES’ ASSOCIATION OF ONTARIO
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Scope
To determine the scope of this BPG, the RNAO best practice guideline development and research team conducted the
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following steps:

reviewed the previous RNAO BPG Assessment and Management of Pain (7);
= conducted an environmental scan of existing guidelines and standards on this topic;

= undertook a review of the literature to determine available evidence on multimodal interventions to support the
prevention, assessment and management of any type of pain (e.g., acute, chronic, nociceptive, neuropathic,
nociplastic) for people across the lifespan;

= led 26 key informant interviews via virtual calls with health providers, persons with lived experience,
administrators, educators and researchers;

= held two discussion groups with health providers, managers, administrators and educators; and

= consulted with the expert panel.

This BPG is to be used by nurses and members of the interprofessional team across the health care continuum in all
domains of practice caring for persons at risk of experiencing pain. It is also to be used by employers including health
service organizations and academic institutions.

Topics outside the scope of this best practice guideline

The following conditions and topics are not covered within the scope of this BPG:

= Pain assessment and management related to specific medical conditions (e.g., cancer, musculoskeletal, cardiac or
urological pain)

= Specific pharmacological management (i.e., specific medications, dosing, or prescribing recommendations)

BEST PRACTICE GUIDELINES - RNAO.ca #»RNAO 7
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Overview of methodology: Good practice
statements and recommendations

Good practice statements and recommendations

This BPG includes both good practice statements and graded recommendations. RNAO BPGs are developed using
the Grading of Recommendations Assessment, Development and Evaluation (GRADE)® methods. For more
information about the guideline development process, including the use of GRADE methods, refer to supplementary
materials under the “methodology documents” tab on the BPG webpage.

Good practice statements

Good practice statements are actionable statements that should be done in practice (8). These are believed to be so
beneficial that summarizing the evidence would be a poor use of the expert panel’s time and resources (8). Moreover,
researchers may no longer be conducting studies on the topic, or the alternative to the action may be unethical or
studying them may go against human rights (8,9). Given the high level of certainty that the benefits derived from
the good practice statement outweigh the harms, they are not based on a systematic review of the evidence and they
do not receive a rating of the certainty in their evidence or a strength (i.e., a rating of conditional or strong, which

is further discussed below) (10). This does not diminish certainty in the evidence: while they may be supported by
indirect evidence, there is a well-documented clear and explicit rationale connecting the indirect evidence to the
statement (8). As such, good practice statements should be interpreted as strong recommendations as there is an
underlying assumption that there is high certainty in the benefits of implementing the action (8). It is important to
note that good practice statements are not made due to a lack of evidence, nor are they based on expert opinion.

Graded recommendations

Graded recommendations are also actionable statements; however, the recommendation statements are formed based
on a direct or indirect link to a body of evidence found through the systematic review process (9). Recommendations
are formulated as strong or conditional by considering the certainty in evidence, values and preferences of persons
who are impacted by the recommendation, and health equity (see Interpretation of evidence and recommendation
statements on page 12). The expert panel formulates recommendations using Evidence-to-Decision (EtD)
frameworks® through a process of informal consensus facilitated by the RNAO BPG team. Since the recommendations
are explicitly linked to the body of evidence, agreement is generally reached (11); if agreement cannot be reached,
formal voting methods are used to determine the action and strength of the recommendations (11,12).

Despite the fact that good practice statements and recommendations are developed differently, both provide
comprehensive guidance on an action/intervention that should (or should not) be done (9) . Therefore, both good
practice statements and recommendations should follow the same process for implementation (see Implementation
strategies on page 67).

»RNAO REGISTERED NURSES’ ASSOCIATION OF ONTARIO
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Recommendation questions

Recommendation questions are priority areas of practice identified by the expert panel that require a systematic
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review of evidence to answer. These recommendation questions inform the PICO research questions® (population,

intervention, comparison, outcomes) that guide the systematic reviews and subsequently inform recommendations.
Potential outcomes are brainstormed and prioritized by the expert panel for each recommendation question, and an
individual systematic review is conducted for each question, in alignment with GRADE methods (13).

The following are the priority recommendation questions and outcomes developed by the RNAO expert panel that
informed the development of the recommendations in this BPG. The outcomes are presented in order of importance,
as rated by the expert panel.

= Recommendation question #1: Should organizational or health system implementation of a specialized
interprofessional pain care team be recommended or not?

Outcomes: Effective management of pain (including pain intensity or prevalence of severe pain, pain frequency,
pain interference), interprofessional team functioning, communication or collaboration, pain interventions
delivered by health providers (including documentation), health provider completion of pain assessment (and
documentation) and person or family satisfaction.

= Recommendation question #2: Should interactive education on pain prevention, assessment and management for
students entering health professions be recommended or not?

Outcomes: Student competency (knowledge and skills that contribute to this competency), student completion of
pain assessment (including documentation), pain interventions delivered by students (including documentation)
and student confidence or attitude.

= Recommendation question #3: Should interactive education on pain prevention, assessment and management for
health providers be recommended or not?

Outcomes: Health provider competency (knowledge and skills that contribute to this competency), pain
interventions delivered by health providers (including documentation), health provider completion of pain
assessment (including documentation), health provider confidence or attitude and health provider satisfaction.

Note: These priority recommendation questions are condensed versions of the more comprehensive PICO research
questions developed by the RNAO expert panel to guide the systematic reviews. For more on the PICO research
questions and the detailed process of how the RNAO expert panel determined the priority recommendation
questions and outcomes, please refer to supplementary materials under the “methodology documents” tab on the

BPG webpage.

BEST PRACTICE GUIDELINES - RNAO.ca #»RNAO 9
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Summary of recommendations and good
practice statements

This BPG replaces the RNAO BPG Assessment and Management of Pain (7).
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A summary of how the recommendations in this BPG compare to those in the previous edition is available under the
“methodology documents” tab on the BPG webpage.

STRENGTH OF THE

RECOMMENDATIONS AND GOOD PRACTICE STATEMENTS RECOMMENDATION

Screening and assessment

Good practice statement 1.0: Not applicable*

It is good practice for all health providers to conduct initial and ongoing screening
and assessment for pain with people in their care. Pain assessment includes a
comprehensive, evidence-based assessment using a person- and family-centred care
approach.

Management

Good practice statement 2.0: Not applicable*

It is good practice to provide an integrative approach to pain prevention, assessment
and management. An integrative approach (i.e., non-pharmacological and/or
pharmacological strategies) includes individualized, person- and family-centred care.

Interprofessional practice

Good practice statement 3.0: Not applicable*

It is good practice for health service organizations and health systems to implement
an interprofessional practice approach to pain prevention, assessment and
management.

Recommendation question #1: Should organizational or health system implementation of a
specialized interprofessional pain care team be recommended or not?

Recommendation 1.0: Conditional

The expert panel suggests that health service organizations provide access to a
specialized interprofessional pain care team for the prevention, assessment and
management of pain for people experiencing acute or chronic pain.

10 »RNAO REGISTERED NURSES’ ASSOCIATION OF ONTARIO
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Education
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*

Good practice statement 4.0: Not applicable

It is good practice for academic institutions to provide comprehensive education
for students entering health professions on pain prevention, assessment and
management.

Recommendation question #2: Should interactive education on pain prevention, assessment and
management strategies for students entering health professions be recommended or not?

Recommendation 2.0: Conditional
The expert panel suggests that academic institutions implement interactive education

for all students entering health professions on pain prevention, assessment and

management.

*

Good practice statement 5.0: Not applicable

It is good practice for health service organizations to provide interprofessional
and discipline-specific education for all health providers on comprehensive pain
prevention, assessment and management.

Recommendation question #3: Should interactive education on pain prevention, assessment and
management for health providers be recommended or not?

Recommendation 3.0: Conditional

The expert panel suggests that health service organizations implement opportunities
for interactive education for all health providers on pain prevention, assessment and
management.

*Good practice statements are established, robust practices. They do not have a strength associated. For more
information, refer to the Overview of methodology: Good practice statements and recommendations on page 8.
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Interpretation of evidence and
recommendation statements

GRADE provides a transparent framework and a systematic approach for rating the certainty of evidence and

determining the strength of recommendations (13).

Certainty of evidence

The certainty of evidence (i.e., the level of confidence we have that an estimate of effect is true) for quantitative

researchC is determined using GRADE methods (13). After synthesizing the evidence for each prioritized outcome,

the certainty of evidence is assessed. The overall certainty is determined by considering the certainty of evidence

across all prioritized outcomes per recommendation. GRADE categorizes the overall certainty of evidence as high,

moderate, low or very low (see Table 1 for the definition of these categories).

Table 1: Certainty of evidence

CERTAINTY OF

EVIDENCE

DEFINITION

High We are very confident that the true effect lies close to that of the estimate of
the effect.

Moderate We are moderately confident in the effect estimate: the true effect is likely
to be close to the estimate of the effect, but there is a possibility that it is
substantially different.

Low Our confidence in the effect estimate is limited: the true effect may be
substantially different from the estimate of the effect.

Very Low We have very little confidence in the effect estimate: the true effect is likely to

be substantially different from the estimate of effect.

Source: Reprinted with permission from: Schiinemann H, Brozek J, Guyatt G, Oxman A, editors. Handbook for grading the quality of evidence and the
strength of recommendations using the GRADE approach [Internet]. [place unknown: publisher unknown]; 2013 Oct [cited 2018 Aug 31]. Table 5.1, Quality

of evidence grades. Available from: https://gdt.gradepro.org/app/handbook/handbook.html#h.9rdbelsnu4iy

Note: The assigned certainty of evidence can be found directly below each recommendation statement. For more

information on the process of determining the certainty of the evidence and the documented decisions made by

RNAO guideline development methodologists, please refer to supplementary materials under the “methodology

documents” tab on the BPG webpage.

»RNAO REGISTERED NURSES’ ASSOCIATION OF ONTARIO


https://gdt.gradepro.org/app/handbook/handbook.html#h.9rdbelsnu4iy
https://rnao.ca/bpg/guidelines/assessment-and-management-pain

Pain: Prevention, assessment and management — Fourth edition

Strength of recommendations

Recommendations are formulated as strong or conditional by considering the certainty of evidence and the following
key criteria (see Discussion of evidence for definitions):

= balance of benefits and harms
= values and preferences

= health equity

According to Schiinemann et al., “A strong recommendation reflects the expert panel’s confidence that the desirable
effects of an intervention outweigh its undesirable effects (strong recommendation for an intervention) or that the
undesirable effects of an intervention outweigh its desirable effects (strong recommendation against an intervention)”
(13). In contrast, “A conditional recommendation reflects the expert panel’s confidence that the desirable effects
probably outweigh the undesirable effects (conditional recommendation for an intervention) or undesirable effects
probably outweigh desirable effects (conditional recommendation against an intervention), but some uncertainty
exists” (13). Table 2 outlines the implications of strong and conditional recommendations.

When the overall certainty of the evidence is high or moderate, expert panel members can be confident in the effects
of the intervention of interest and will support a strong recommendation. In addition, expert panel members need

to ensure that the benefits outweigh the harms, and that there is reasonable confidence and limited variability in the
values and preferences of persons (14). However, when the overall certainty of the evidence is low or very low, there is
uncertainty regarding the impact of the intervention of interest, and expert panel members should expect conditional
recommendations (14).

Table 2: Implications of strong and conditional recommendations

CONDITIONAL
POPULATION STRONG RECOMMENDATION RECOMMENDATION
For health = The benefits of a recommended = The benefits of a recommended
providers action outweigh the harms. course of action probably
Therefore, most persons should outweigh the harms. Therefore,
receive the recommended course the majority of persons could
of action. receive the recommended course
= There is little variability in values of action.
and preferences among persons in = There is greater variability in
this situation. values and preferences, or there

is uncertainty about typical values
and preferences among persons in
this situation.

= There is a need to consider
the person’s circumstances,
preferences and values

= There is a need to consider
the person’s circumstances,
preferences and values more
carefully than usual.

BEST PRACTICE GUIDELINES - RNAO.ca #»RNAO
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™ CONDITIONAL

b POPULATION STRONG RECOMMENDATION RECOMMENDATION

(aa]
For persons = Most persons would want the = The majority of persons in
receiving care recommended course of action this situation would want the

and a small portion would not. suggested course of action, but

many would not.

For policy-makers = The recommendation can = Policy-making will require
be adapted as policy in most substantial debate and
situations. involvement of many others

impacted by the change. Policies
are also more likely to vary
between regions.

For researchers = The recommendation is supported = The recommendation is likely to
by credible research or other be strengthened by additional
convincing judgments that make research. An evaluation of the
additional research unlikely to conditions and criteria that
alter the recommendation. determines the conditional

recommendation will help to
identify possible research gaps.

Source: Adapted with permission from: Schiinemann H, Brozek J, Guyatt G, Oxman A, editors. Handbook for grading the quality of evidence and the strength
of recommendations using the GRADE approach [Internet]. [place unknown: publisher unknown]; 2013 Oct [cited 2020 May 11]. Table 6.1, Implications of
strong and weak recommendations for different users of guidelines. Available from: https://gdt.gradepro.org/app/handbook/handbook.html#h.fueh5iz0cor4
Note: The strength of each recommendation statement is detailed directly below it and in the Summary of
recommendations and good practice statements. For more information on the process used by the expert panel to
determine the strength of each recommendation, please refer to supplementary materials under the “methodology
documents” tab on the BPG webpage.
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Discussion of evidence
The Discussion of evidence that follows each recommendation includes the following main sections.

1.
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Benefits and harms: Identifies the potential desirable and undesirable outcomes reported in the literature when
the recommended practice is used. Content in this section solely includes research from the systematic review.

Values and preferences: Denotes the relative importance or worth placed on health outcomes derived from
following a particular clinical action from a person-centered perspective. Content for this section may include
research from the systematic reviews and, when applicable, observations and/or considerations from the RNAO
expert panel.

Health equity: Identifies the potential impact that the recommended practice could have on health across
different populations, settings and/or the barriers to implementing the recommended practice in particular
settings. This section may include research from the systematic reviews and, when applicable, observations and/
or considerations from the RNAO expert panel.

Expert panel justification of recommendation: Provides a rationale for why the expert panel made the decision
to rate a recommendation as strong or conditional.

Implementation tips: Highlights practical information for nurses and members of the interprofessional team to
support implementation in practice. This section may include supporting evidence from the systematic review
and/or from other sources (e.g., the RNAO expert panel).

Supporting resources: Includes a list of relevant resources (e.g., websites, books and organizations) that support
the recommendations. Content listed in this section was assessed based on five criteria: relevancy, credibility,
quality, accessibility and timeliness of publication (published within the last 10 years). Further details about this
process and the five criteria are outlined in the supplementary materials under the “methodology documents” tab
on the BPG webpage. The list is not exhaustive and the inclusion of a resource in one of these lists does not imply
an endorsement from RNAO. Some recommendations may not have any identified supporting resources.
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Best practice guideline evaluation

As you implement the recommendations and good practice statements in this BPG, we ask you to consider how you
will monitor and evaluate their impact.

The Donabedian model, which informs the development of indicators for evaluating quality health care, includes
three categories: structure, process and outcome (15).

Structure describes the required attributes of the health system or health service organization to ensure quality
care. It includes physical resources, human resources, and information and financial resources.

Process examines the health-care activities being provided to, for and with persons or populations as part of the
provision of quality care.

Outcome analyzes the effect of quality care on the health status of persons and populations, health workforce,
health service organizations or health systems (15).

For more details, see the Monitor knowledge use and Evaluate outcomes sections in the Leading Change Toolkit (4).

The following indicators have been developed to support evaluation and quality improvements in health service

and academic organizations. Consider Tables 3, 4, and 5, which provide a list of structure, process and outcome
indicators along with their operational definitions, numerators and denominators. Each table also identifies if the
indicator aligns with other indicators in local, provincial, national and/or international organizations. Alignment
with organizations is determined by comparing the following criteria with the developed indicators: the operational
definition; if the indicator is nursing sensitive; and the inclusion/exclusion criteria. Depending upon the level of
alignment, an indicator may be described to have full, partial or no alignment with external organizations. Indicators
may be adopted (in their current state) or adapted (modified) from organizations.

The following indicators will support quality improvement and evaluation. Select the indicators most relevant to
the changes being made in practice, education and/or policy, based on BPG recommendations and good practice
statements prioritized for implementation.

Table 3 provides structure indicators associated with specific good practice statements that are related to human
resources, education or other organizational factors.
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Table 3: Structure indicators

GOOD PRACTICE
STATEMENT

Good practice
statement 5.0

Pain: Prevention, assessment and management — Fourth edition

STRUCTURE INDICATORS

Percentage of health providers who received
education on comprehensive pain prevention,
assessment and management

Numerator: Number of health providers
who received education on comprehensive
pain prevention, assessment and
management

Denominator: Total number of health
providers

ALIGNMENT WITH
INDICATORS

IN OTHER
ORGANIZATIONS

New

Table 4 provides a list of process indicators that support the evaluation of practice changes during implementation

and corresponding process improvements. Process indicators are derived from BPG recommendations and good

practice statements.

Table 4: Process indicators

RECOMMENDATION

OR GOOD PRACTICE
STATEMENT

PROCESS INDICATORS

ALIGNMENT WITH
INDICATORS

IN OTHER
ORGANIZATIONS

Good practice
statement 1.0

Percentage of encounters where persons
received documented screening for the
presence of pain

Numerator: Number of encounters where
persons received documented screening
for the presence pain

Denominator: Total number of encounters

Adapted from Nursing
Quality Indicators
for Reporting and
Evaluation® (NQUIRE®)

Partial alignment

with Partnership for
Quality Measurement
(PQM) and Resident
Assessment Instrument
Minimum Data Set
(RAI MDS)
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RECOMMENDATION

OR GOOD PRACTICE
STATEMENT

Good practice
statement 1.0

Pain: Prevention, assessment and management — Fourth edition

PROCESS INDICATORS

Percentage of persons who received a
documented comprehensive assessment for
pain

Numerator: Number of persons who

received a documented comprehensive
assessment for pain

Denominator: Total number of persons
who screened positive for pain

ALIGNMENT WITH
INDICATORS

IN OTHER
ORGANIZATIONS

Adopted from NQuIRE

Full alignment with
PQM and RAI MDS

Partial alignment with
Institute for Clinical
Evaluative Sciences
(ICES)

Good practice
statement 2.0

Percentage of persons with a plan of care
developed through a person- and-family
centred integrative approach to pain
management

Numerator: Number of persons with a plan
of care developed through a person- and-

family centred integrative approach to
pain management

Denominator: Total number of persons
who received care

Adapted from NQUIRE

Partial alignment
with Better Outcomes
Registry of Ontario
(BORN), ICES, PQM,
RAI MDS and World
Health Organization
(WHO)

Recommendation 1.0

Percentage of persons who received care from
a specialized interprofessional pain care team

Numerator: Number of persons who
received care from a specialized
interprofessional pain care team

Denominator: Total number of persons
who had documented pain

New
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Table 5 provides outcome indicators to assess the impact of implementing evidence-based practice changes.

Outcome indicators are associated with outcome(s) of the research question(s) and/or reflections of outcomes of all

recommendations and good practice statements.

Table 5: Outcome indicators

OUTCOME INDICATORS

Percentage of persons who had documentation that their pain
intensity was severe

Numerator: Number of persons who had documentation that
their pain intensity was severe

Denominator: Total number of persons who had documented
pain

ALIGNMENT WITH
INDICATORS IN OTHER
ORGANIZATIONS

Adopted from NQuIRE
Full alignment with ICES

Partial alignment with
Canadian Institute for Health
Information (CIHI), Ontario
Health, PQM and Statistics
Canada

Percentage of persons with pain, who achieved desired pain
management goals

Numerator: Number of persons with pain, who achieved
desired pain management goals

Denominator: Total number of persons with a documented
care plan for pain management

Adapted from NQUIRE
Partial alignment with PQM

Percentage of persons with pain, who maintained desired pain
management goals

Numerator: Number of persons with pain, who maintained
desired pain management goals

Denominator: Total number of persons with a documented
care plan for pain management

Adapted from NQUIRE
Partial alignment with PQM

Percentage of persons with worsened pain
Numerator: Number of persons with worsened pain

Denominator: Total number of persons who had documented
pain

Adapted from NQUIRE

Partial alignment with CIHI and
ICES
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Percentage of persons who had documentation that they Adapted from NQuIRE
experienced effective pain relief

Numerator: Number of persons who had documentation that
they experienced effective pain relief

Denominator: Total number of persons who had documented

pain
Percentage of persons with chronic pain who had documentation Full alignment with ICES and
that pain affected their activities of daily living (ADLs) Statistics Canada
Numerator: Number of persons with chronic pain who had Partial alignment with PQM

documentation that pain affected their ADLs

Denominator: Total number of persons who had documented
chronic pain

Other RNAO resources for the evaluation and monitoring of BPGs:

= Nursing Quality Indicators for Reporting and Evaluation® (NQuIRE®), a unique international data system housed

at RNAO, allows Best Practice Spotlight Organizations® (BPSOs”) to monitor and evaluate the impact of BPG
implementation. The NQuIRE data system collects, compares and reports data on human resource structure
indicators as well as guideline-specific, nursing-sensitive structure, process and outcome indicators. NQuIRE
indicator definitions are aligned with available administrative data and existing indicators wherever possible,
adhering to a “collect once, use many times” principle. By complementing other established and emerging
repositories, NQuIRE strives to leverage reliable and valid measures, minimize the reporting burden and align
evaluation measures to enable comparative analyses. The NQuIRE data system was launched in August 2012 to
create and sustain evidence-based practice cultures, optimize the safety of persons, improve health outcomes and
engage staff in identifying relationships between practice and outcomes to advance quality and advocate for
resources and policy that support best practice changes (16).

= RNAO Clinical Pathways™ are digitized recommendations and good practice statements embedded into electronic
medical records through a third-party software. Currently, these clinical pathways are available to all Canadian

LTC homes. The ability to link structure and process measures with specific outcome measures helps determine
the impact of BPG implementation on specific health outcomes.
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Background context

Pain

The International Association for the Study of Pain (IASP) defines pain as: “an unpleasant sensory and emotional
experience associated with, or resembling that associated with, actual or potential tissue damage” (17). Pain is both
complex and multifactorial. The IASP discusses the following six additional key notes for the definition of pain:
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= “Pain is always a personal experience that is influenced to varying degrees by biological, psychological, and social
factors™;

= “Pain and nociception are different phenomena. Pain cannot be inferred solely from activity in sensory neurons”;
= “Through their life experiences, individuals learn the concept of pain”;
= “A person’s report of an experience as pain should be respected”;

= “Although pain usually serves an adaptive role, it may have adverse effects on function and social and
psychological well-being”; and

= “Verbal description is only one of several behaviors to express pain; inability to communicate does not negate the
possibility that a human or a nonhuman animal experiences pain” (17).

In 2021, Health Canada released a ground-breaking report entitled An Action Plan for Pain in Canada laying out
Canada’s goals and strategies to help address increasing pain rates across the country (18). The report recognizes
that pain is a public health priority and focuses on ensuring that “health professionals have the knowledge, skills and
educational supports to appropriately assess and manage pain based on population needs” (18). It is important to
note these goals when understanding the importance of pain as a current issue in health systems across Canada.

Globally, it is estimated that one in five adults live with pain and that another one in ten are diagnosed with chronic
pain® annually (19-21). Bhadelia et al. explain that access to pain relief could alleviate more than 6 billion days of
health-related suffering each year (22). In Canada, an estimated 7.6 million people (across the lifespan) live with
chronic pain, many of whom report it adversely affecting some or most of their daily activities (18). With Canada’s
aging population, the number of individuals impacted by pain is expected to increase; Health Canada predicts that
the number of Canadians living with chronic pain will rise by 17.5 per cent from 2019 to 2030 due to population
growth (18). Pain is listed as one of the top five reason why persons visit their primary care providers in Canada (23).
Effectively managing pain has been shown to decrease the number of times that health-care systems are utilized (i.e.,
fewer emergency department visits per year), and therefore has a significant impact on lowering our overall health-

care costs (18).

Types of pain

There are several different types of pain. Pain is often categorized into acute, chronic, nociceptive, neuropathic and

nociplastic pain (17):

= Acute pain® happens suddenly, starts out as sharp or intense and serves as a warning sign of disease or threat to
the body (24). Acute pain tends to be caused by injuries, illnesses, surgeries or other medical procedures or

traumas (24). Acute pain lasts less than six months and usually disappears when the underlying cause is treated or
healed (24).
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= Chronic pain persists or recurs for longer than three months, and often becomes the sole or predominant clinical
problem in some people (25). Chronic pain is multifactorial: biological, psychological and social factors contribute
to the pain syndrome (25). The International Classification of Diseases, Eleventh Revision (ICD-11), by the World
Health Organization (WHO) breaks chronic pain into the following sub-types: chronic primary pain, chronic
cancer-related pain, chronic post-surgical or post-traumatic pain, chronic secondary musculoskeletal pain, chronic
secondary visceral pain, chronic neuropathic pain and chronic secondary or orofacial pain (25).

= Nociceptive pain® arises from actual or threatened damage to non-neural tissue and is due to the activation of
nociceptors (17).

= Neuropathic pain© is caused by a lesion or disease of the somatosensory nervous system (17).

= Nociplastic pain© arises from altered nociception despite no clear evidence of actual or threatened tissue damage
causing the activation of peripheral nociceptors or evidence of disease or lesion of the somatosensory system
causing the pain (17).

Mixed pain€ is an evolving concept and is currently defined as a “complex overlap of the different known pain types,
(e.g., nociceptive, neuropathic and nociplastic) in any combination, acting concurrently and/or simultaneously to
cause pain in the same body area. Either mechanism may be more clinically predominant at any point in time. Mixed
pain can be acute or chronic” (26).

Total pain® refers to the multidimensional nature of pain that includes the physical, psychological, behavioural, social
and spiritual elements of the pain experience. This is a pain concept particularly relevant to people experiencing life-
limiting illnesses and their families, and requires health providers to understand that a holistic approach to pain is
required to obtain optimal pain relief and that all aspects of pain need to be addressed (27).

Pain prevention

The prevention of pain focuses on evidence-based primary, secondary and tertiary pain prevention strategies and
interventions.

= Primary prevention strategies focus on strategies and interventions to prevent acute pain, such as post-surgical
pain (e.g., pharmacotherapy, physiotherapy, massage, relaxation and education).

= Secondary strategies focus on preventing the development of chronic pain (e.g., time-contingent exercise and
medication).

= Tertiary pain prevention focuses on strategies to reduce the impact of chronic pain (e.g., interprofessional pain
teams) (28).

Psychological and social determinants of pain

The TASP states that pain is a multi-dimensional phenomenon with biological, psychological and social/
environmental factors (see Figure 1) and all persons should be assessed and treated using this framework (28). The
social communication model of pain provides an inclusive framework for organizing and considering these facets
and their relationships (29) and recognizes that the three factors contributing to pain — biological, psychological and
social — are interdependent.

= Biological factors of pain involve genetics, magnitude of nociception, tissue injury, damage or disease, physical
health problems, immune function, neurobiology and neurochemistry.

= Psychological factors of pain include cognition, emotion, personality, attitude, values and personal beliefs about
pain.

= Social factors include sociocultural factors that may influence pain such as a person’s living situation, poverty level,
educational status or socioeconomic status (30).
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All nurses and health providers play a significant role in preventing, assessing and managing individual’s pain across
the lifespan in a variety of health-care settings. Preventing, assessing and managing pain requires a multifactorial
approach which includes looking at biological, psychological and social factors and including both pharmacological
and non-pharmacological interventions (NPI)€ in care plans.

Figure 1: Biopsychosocial model of pain

Source: Reprinted with permission from: What is the biopsychosocial model of pain? In: European Pain Federation (EFIC) [Internet]. Brussels (BE): EFIC;
€2022 [cited 2024 Sep 9]. Available from: https://europeanpainfederation.eu/what-is-the-bio-psycho-social-model-of-pain,

Health equity considerations

Health providers should be aware of health equity considerations when preventing, assessing and managing

pain across all populations, particularly those from underserved® communities and those that identify as Black,
Indigenous and People of Colour (BIPOC)®. The history of pain involves stereotyping and racism as early as the
1800s when physicians and scientists believed that reactions to painful stimuli were linked to personality, race and
gender (31). Unfortunately, many harmful attitudes still exist today due to structural racism that remains pervasive
in society (32). Health providers should be aware of their personal implicit and observer biases that may contribute
to discrimination within their care (32). Implicit biases involve associations outside conscious awareness that lead to
a negative evaluation of a person based on irrelevant characteristics such as race or gender (33). Whereas observer
biases refer to an investigator’s (in the case of research) or a health provider’s prior knowledge of the topic or
knowledge of an individual’s exposure or disease status, and how that impacts the care they provide (34).

Health providers should be cognizant that certain painful conditions are more prevalent among certain races and
genders, and that prior research shows that these communities are less likely to be given proper treatment due to
racism, sexism and implicit biases. For example, in those with sickle cell disease in the United States, 90 per cent

are African American, 3-9 per cent are Hispanic American, and 1-7 percent are of other races (35). Yet research
shows that Black people are 22 per cent less likely than white people to get pain medication, more likely to be strictly
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monitored for opioid misuse and less likely to be granted medical workplace accommodations for their pain (36-
38,312). Additionally, women are more represented in underdiagnosed or medically controversial conditions such

as fibromyalgia and are more exposed to providers prejudices during health-care interactions (39). For example,
research shows that health providers consider women with chronic pain, especially women of colour, to have
exaggerated their pain levels and that health providers are more likely to diagnose psychological causes of their pain
(39). Infants, both term and pre-term, are susceptible to pain and to undertreatment due to their inability to report
pain and misconceptions about their ability to feel pain (40). Additional subgroups who are particularly vulnerable to
pain and considerations for their care are detailed in Good practice statement 1.0.

When managing pain, it is important that health providers incorporate principles of equity and recognize the social
determinants of health® (41). Vast health inequities exist across the globe, and not all individuals have equal access
to health services and treatment options such as pain medications (41,42). Additionally, if persons do not have access
to clean water, proper nutrition and shelter, managing pain becomes extremely difficult. Persons with mental health
issues, persons who use substances, and persons living with disabilities suffer discrimination with pain management
(43). For example, researchers have found that persons in hospital who report illicit substance use are far more likely
to be denied pain medication during their stay compared to those who do not report substance use (44).

Additionally, several health system issues impede access to specialized pain care services, including financial barriers
(lack of public funding and how providers are reimbursed) and geographic barriers (most specialized pain care
services are in urban centres in tertiary hospital settings); which creates additional barriers to access for people

and providers in rural areas (313). As well, people face lengthy wait times to be seen by health providers while

health providers face a lack of clearly defined referral pathways (i.e., referring providers may not know the most
appropriate clinic) (45,313). Health providers should also remain vigilant regarding the intersectionality of pain
treatment since research has found disparities in care when considering race, socioeconomic status, gender and age in
combination (38,46,47). These are just some of the many health equity considerations that all health providers should
be knowledgeable about when preventing, assessing and managing pain. These concepts are reiterated in the health
equity sections throughout this BPG.

Cultural safety

As is stated in the IASP definition of pain, how individuals feel and interpret pain has a personal component.
Different cultures and religious groups have different expectations, norms and rituals for pain management,

disease and death (48,312). Some cultures and religions place a greater emphasis on spiritual and non-medical
approaches to pain management (48). Nurses and other health providers must be aware of different cultural norms

in clinical practice and be cognizant that they are providing culturally safe care when preventing, assessing and
managing pain. As well, health providers must be open to working with persons from diverse cultural and religious
backgrounds and ensure that their care plan is respectful of their belief systems. This may involve online diversity and
cultural sensitivity training or the use of an interprofessional team (if available), including spiritual care providers,
Indigenous® navigators and social workers.

Conclusion

The purpose of this new edition best practice guideline is to provide updated evidence-based recommendations to
inform nurses and health providers about the prevention, assessment and management of pain, as well to provide
information to individuals and their families and caregivers. Pain, especially acute and chronic pain, have become
increasingly more prevalent across all settings and populations. This guideline also includes specific considerations
(e.g., important aspects of care for health equity seeking populations), implementation tips and resources for nurses
and health providers to facilitate the prevention and management of pain.
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Recommendations and good practice
statements

SCREENING AND ASSESSMENT

GOOD PRACTICE STATEMENT 1.0:

It is good practice for all health providers to conduct initial and ongoing screening and

assessment for pain with people in their care. Pain assessment includes a comprehensive,
evidence-based assessment using a person- and family-centred care approach.

Pain screening® (to identify the presence of pain) and assessment (to evaluate the nature of pain) are both essential
skills for health providers working in any clinical setting. Regular screening, assessment and reassessment of pain
are considered part of ongoing health provider practice, but their consistent implementation into practice can be
challenging and may not always occur on a regular basis. According to the IASP, pain assessment and measurement
is one of four pain education core competencies for health providers (49). Conducting an initial and/or ongoing
screening and assessment of pain before developing a plan of care or implementing any pain interventions, is a
standard of professional practice (50). This good practice statement did not require a review of the evidence, but it is
important to communicate it to nurses and health providers.

People can experience pain differently across the lifespan. As there are large benefits and very few harms associated
with regular pain screening and assessment, nurses and members of the interprofessional team have an obligation to
appropriately assess and effectively manage pain for all individuals in their care (see Table 6). Health providers require
the knowledge, skills and educational support to appropriately assess (and manage) pain across populations (18).

Specific populations who are unable to self-report pain include the following:
= infants, young children (toddlers);

= people living with intellectual and developmental disabilities (IDD);

= people who are critically ill/unconscious;

= people with acute traumatic brain injury or stroke;

= older adults living with advanced dementia; and

= people at the end of life (51).

Pain experienced by infants and young children during hospital care is often under-recognized and undertreated

(52). For pediatric pain screening and assessment, consider the following factors: age, development, cognitive and
communication abilities, cultural identity, preferences and/or pain characteristics (53). Previous trauma and pain
experiences can impact how children experience pain (53).

Pain experienced by adults living with IDD is often difficult to identify, assess and measure and their pain is also
underrecognized and undertreated (54). In a critical care setting, many factors can alter verbal communication
including tracheal intubation, reduced/altered level of consciousness, sedation, neurological conditions such as
tetraplegia and/or the administration of neuromuscular-blocking agents (55). In addition, individuals with acute
traumatic brain injury or stroke are another population that requires specific training to appropriately assess and
manage their pain, as fatigue or cognitive injury can impair their ability to self-report (51).
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Chronic pain is highly prevalent in older adults in Canada and occurs in 1 of every 3 people over the age of 65

years, increasing with age; chronic pain prevalence is highest in adults 85 years of age and older (18,51,56). Older
adults residing in LTC homes are frequently underassessed and undertreated for pain, particularly those living

with dementia (57). Inadequate pain screening and assessment can result in unnecessary suffering and missed
opportunities to provide early integrated pain prevention and management interventions and improve the quality of
life of older adults (57).

Once screening has identified the presence of pain, there are several factors to consider when conducting a
comprehensive, evidence-based and person- and family-centred® pain assessment. Assessment of pain is ongoing,
tailored to the person receiving health-care services and should be documented regularly in the person’s health record
according to organizational policy (53). The tools and scales used to measure various pain outcomes most commonly
measure pain intensity and are considered unidimensional as they measure one aspect of the pain experience.
However, further exploration of the characteristics and instigating and alleviating factors of pain can be explored
through comprehensive pain assessment® mnemonics such as the OPQRSTUV mnemonic for pain assessment

(58) (see Appendix C). For chronic pain, assessment tools often use a multidimensional approach — where the
assessment tool considers not only pain intensity but also other important factors such as the impact of pain on
activities of daily living, functional abilities and quality of life.

When the individual being screened and assessed for pain is able to communicate, validated, self-reporting tools
are appropriate to use since self-reporting is the reference standard measure for pain assessment (51,56,59). When
an individual is unable to communicate, other appropriate, validated observational (behavioural) pain assessment
tools are required to screen and assess for pain (57). The pain assessment tool used should be developmentally and
cognitively appropriate for the person being screened and assessed (49). Refer to Table 6 for further information on
pain assessment in specific populations and contexts. See Appendix D for pain screening and assessment tools.

Screening and assessment for other types of pain such as neuropathic, nociplastic or mixed pain can be more complex
(60). Early screening and identification are vital since additional diagnostic tests, tools and imaging are often required
to identify the cause of the pain experience and then facilitate an evidence-based approach to pain management (61).
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Table 6: Pain screening and assessment by population and context

POPULATION DETAILS OF PAIN SCREENING AND ASSESSMENT

Adults

= Frequency of pain assessments and ongoing reassessments in an acute care
hospital setting are to be guided by the type of pain experienced, the medical
or surgical procedure performed, whether a change in the medical or clinical
condition has occurred, and whether there are other health conditions
experienced by the hospitalized individual (see the When to screen and assess
for pain? section below) (62).

= In critical care settings:

o Conduct adult pain assessments and reassessments regularly; every 2 to
4 hours at a minimum. More frequent reassessment may be required
depending on the clinical condition (51,63).

o Attempt self-report assessment of pain (yes/no response by head nod, hand
grasp or eye blink) (51).

o Solicit proxy reporting of pain (from family, parents or caregivers) and
behavioural/activity changes (51).

o Observe the behaviour of the person. If they are unable to self-report,
assess for pain using an appropriate, validated observational (behavioural)
assessment tool (51).

o Minimize emphasis on changes in vital signs alone (e.g., respiratory rate,
blood pressure, heart rate) as an indication of pain (51,64).
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POPULATION DETAILS OF PAIN SCREENING AND ASSESSMENT

Pre-term » The frequency of pain assessment and ongoing reassessment in pediatric acute
infants, term care settings can be guided by the child’s health condition and the reason for
infants and their visit (diagnostic imaging, medical or surgical procedures or treatments)
children (65,314).

= When considering assessment tools for infants and children, ensure the use of
an age-appropriate validated tool and follow organizational policy (53).

= For pediatric pain screening and assessment, consider the following factors:
age, development, cognitive and communication abilities, cultural identity,
preferences and pain characteristics (53).

= Self-report tools can be utilized to measure a child’s self-reported pain
experience (pain intensity) (53).

For young children, strategies to facilitate pain assessment and accurate

measurement of pain include:

= Being aware that some children aged 3-4 years of age or older, can self-report
their pain (53).

= Asking most children aged 6 and older (if able) to verbally report their pain
intensity using a validated numerical or faces rating scale.

= Using terminology such as “hurt” rather than “pain” and asking questions
related to pain intensity that have yes/no responses for children aged 3 to 4
years and older. Where feasible, assess pain intensity using terminology such as
“little, medium or big”.

= Using augmentative and assistive communication technologies to assess pain
scales with children who are unable to communicate verbally (53).

For pre-term infants, term infants and young children unable to self-report,
consider the following:

= Be aware of potential sources of pain.

= Attempt self-report assessment of pain (by 3 years of age, some children can
report the experience [ow, ouch, ache]).

= Observe behaviour of the neonate, infant or child (facial expression, body
activity/motor movement, and crying/verbalization).

= Use a validated observational (behavioural) pain assessment tool, appropriate
for the age, type of pain and clinical condition of the neonate, infant or child.

= Solicit proxy reporting of pain (from parents or caregivers); and observe
parental efforts to console the child (rocking, touch, music, and verbal
reassurance) (51,314).

= For additional guidance on assessment and documentation of pediatric pain,
refer to the pediatric pain management standard from the Health Standards
Organization (53).
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POPULATION DETAILS OF PAIN SCREENING AND ASSESSMENT

People

living with
intellectual
and
developmental
disability (IDD)

Be aware of potential sources of pain as people living with IDD experience a
higher pain burden (51).

Attempt self-reporting using a developmentally appropriate, self-reporting
pain assessment tool (51).

Observe the behaviour of the person being assessed for pain, as behaviours
can vary (increase, dampen or decrease) by individual and health condition.
Sensory function is intact for most people living with IDD. Variations in pain
expression can be related to motor and communication capabilities (51).
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Use a developmentally appropriate observational (behavioural) tool to assess
pain.

Solicit proxy reporting of pain (from parents, children, caregivers), being
mindful that proxy reporting can underestimate the pain experience (51).

Work closely with caregivers to identify changes in behaviour and other
indicators of distress (54).

Older adults

Older adults living with dementia can experience an increase in behavioural
and psychological symptoms of dementia when they experience new pain or
worsening chronic pain (57).

Health providers can ask people living with dementia if they are experiencing
any pain, aching or soreness. However, many residents living with dementia
may not be able to self-report or verbally describe their pain (56).

Health providers can solicit proxy reporting of pain (from parents, children,
caregivers), being mindful that proxy reporting can underestimate or
overestimate the pain experience (51).

Consideration should be given when assessing people living with any form
of aphasia (e.g., expressive aphasia), Parkinson’s disease, depression or other
health conditions that may influence their ability to communicate.

An observational (behavioural) tool is required to assess residents living with
dementia who experience a sudden change in behaviour or clinical condition
(57).

Review the necessary legislation in your region and follow the assessment
protocol as required.
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POPULATION DETAILS OF PAIN SCREENING AND ASSESSMENT

Health-equity = Health providers must remain vigilant of and reflect on their own implicit
deserving and explicit biases when working with underserved persons and/or BIPOC
populations (66).

populations

= Health providers are to provide culturally-specific care by collaborating
with the person to understand their preferred communication style, coping
strategies and approach to health care (66).

= Equity-focused care needs to be a priority for all pain assessments. Equity-
focused care is characterized as culturally safe, trauma and violence informed,
and has a harm reduction focus (see EQUIP resource in Appendix B) (67).
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= Indigenous Peoples in Canada have a different perspective of pain from the
Western lens of pain as solely a physical ailment. Health providers are to
collaborate with Indigenous communities, learn and listen to ensure that their
care is culturally safe, appropriate to their traditions and beliefs, and addresses
any barriers to equitable treatment of pain (see LISTEN resource in Supporting
resources) (68,69).

= Health service organizations are to provide health providers with access to
reliable and secure translation services for non-English-speaking individuals
(70).

Considerations = Be aware of potential sources of pain for the population being assessed (51).

for pain = Many people experience chronic pain from a range of health conditions.
assessment in Health providers are to consider additional pain assessment tools that measure
primary care relevant pain outcomes important to people living with chronic pain.

= Be aware of baseline medication people may be taking for pre-existing pain
conditions (e.g., chronic pain).

= Assessing post-operative pain is unique due to the use of analgesia (e.g., nerve
blocks, epidurals, patient-controlled analgesia (PCA) pumps). Patients have
also reported that the numerical rating scale of pain does not fully encompass
the magnitude and quality of their pain after surgery (71). While a validated
tool has not yet been developed, it is suggested that health providers use a
combination of pain assessment tools to assess post-operative pain (71).
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POPULATION DETAILS OF PAIN SCREENING AND ASSESSMENT

General tips = Use validated pain assessment tools that are appropriate to the person’s stage
from the of development and/or communication capacity.
expert panel = Self-reporting tools are the reference standard measure of pain and are

favoured whenever possible.

= Ensure consistent use of appropriate validated tool(s) among interprofessional
health providers.

= Encourage families to be part of the pain assessment process.

= Health providers are to educate themselves regarding special considerations
for underserved populations.
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= Involve family and/or caregivers to identify pain when someone cannot self-
report. In LTC for example, family is often the only consistent team member
based on their intimate knowledge of the person.

= Further development of specialized pain assessment tools for populations
unable to self-report, such as neonates, infants and young children, people
living with IDDs, those who are critically ill/lunconscious, people with acute
traumatic brain injury or stroke, older adults living with advanced dementia
and people nearing the end of life.

= Assess pain interference (i.e., pain related disability) and other outcomes
important to people living with chronic pain. Consider assessment of the
following measures: pain, physical functioning, emotional functioning,
participant ratings of improvement and satisfaction with treatment, symptoms
and adverse events, and participant disposition.

= Ensure standardized documentation of pain assessment and re-assessment in
the electronic medical record (EMR) or hybrid format.

= Health service organizations are to embed standardized pain assessment and
documentation tools appropriate to the population being assessed into EMR
systems.

= Where possible, health service organizations are to embed prompts within
EMRs for health providers to conduct pain assessments, re-assessments and
escalation of worsening pain score reporting.

When to screen and assess for pain?

At a minimum, screening for pain is to occur during an initial nursing or health provider assessment. In addition,

screening for pain is to occur:

on admission to any health service organization;

during all new encounters with a health provider (e.g., out-patient, clinic appointments);
once per shift for in-patients or residents;

after a change in medical status;

before and after any medical or surgical procedure (consider pre-procedure analgesia);
after initiation of any pharmacological or non-pharmacological treatment;

before discharge or a transition in care;

in accordance with jurisdictional requirements (provincial legislation), organizational policies and other reporting
requirements (e.g., quarterly reporting or health service organizational policy) (51,53,63).
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Factors to consider when screening and assessing pain:

biological, psychological, social and cultural aspects relevant to the person being assessed;

data such as demographic information (age, gender identity, cultural identity), information about family and/or
caregivers, the person’s developmental and cognitive abilities, the person’s ability to communicate, their current
health condition(s) and the setting where screening and assessment of pain is occurring;

the types of pain an individual can experience (e.g., acute, chronic, nociceptive, neuropathic, nociplastic or mixed),
as people can experience more than one type of pain at the same time;

include the person's family and/or caregiver to identify the person's wishes, preferences and needs where
appropriate;

a person’s individual goals, wishes and preferences for their pain management plan of care; and

the frequency of pain screening, assessment and reassessment, as it is to be tailored to the person's goals of care,
their response to pain management interventions and the practice context and setting.

How is pain to be assessed, measured and communicated?

Baseline screening, assessment and reassessment of pain is important to identify and document (and
communicate, if needed) to provide a comparison across time and to evaluate the effectiveness of integrative
approaches to pain® management.

During the pain assessment, health providers are to demonstrate empathy and compassion (49).

An appropriate and validated assessment tool is to be used consistently over time to allow for standardized
communication among the interprofessional team (53).

Comprehensive pain assessment using a mnemonic tool is to be completed during the initial admission to a health
service organization or if new pain symptoms are self-reported or suspected (58).

To measure pain outcomes (and associated symptoms), use validated tools to assess and reassess pain outcomes as
appropriate for the population and the clinical context. Use a developmentally and cognitively appropriate tool
(56,74).

Document pain assessment tool scores in EMRs according to organizational and/or health sector policies (57).

Reassess and document pain following the use of an integrated approach to pain management (that involves
appropriate non-pharmacological and pharmacological pain management strategies) to evaluate the effectiveness
of the pain management strategies.

Communicate with the interprofessional team if pain scores have not improved and ongoing pain continues
following an integrated approach to pain management.
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Supporting resources

RESOURCE DESCRIPTION

Health Canada. An action plan for pain in Canada
[Internet]. Ottawa (ON): Health Canada; 2021.
Available from: https://www.canada.ca/content/
dam/hc-sc/documents/corporate/about-health-
canada/public-engagement/external-advisory-

bodies/canadian-pain-task-force/report-2021-
rapport/report-rapport-2021-eng.pdf

= Document detailing Canada’s 2021 Action
Plan for Pain — focus on chronic pain
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Herr K, Anderson AR, Arbour C, et al. Pain
assessment in the patient unable to self-report:
clinical practice recommendations in support
of the ASPMN 2024 position statement. Pain
Manag Nurs. In Press. https://doi.org/10.1016/j.

pmn.2024.09.010

= American Society for Pain Management in
Nursing (ASPMN) position statement for
people unable to self-report pain

Campbell-Yeo M, Eriksson M, Benoit B.
Assessment and management of pain in preterm
infants: a practice update. Children. 2022;9:244.
Available from: https://doi.org/10.3390/
children9020244

= Tips for assessment of pain in pre-term
infants

Devlin JW, Skrobik Y, Gélinas C, et al. Clinical
practice guidelines for the prevention and
management of pain, agitation/sedation,
delirium, immobility, and sleep disruption in
adult patients in the ICU. Crit Care Med. 2018
Sep;46(9):825-73. Available from: https:/doi.

org/10.1097/CCM.0000000000003299

= Guidance for preventing and managing pain
in the intensive care unit

Gai N, Naser B, Hanley J, et al. A practical guide
to acute pain management in children. J Anesth.
2020 Jun;34(3):421-33. Available from: https:/doi.
org/10.1007/s00540-020-02767-x

= Resource on acute pain assessment and
management in children

Gewandter JS, Dworkin RH, Turk DC, et al.
Research design considerations for chronic
pain prevention clinical trials: IMMPACT
recommendations. Pain. 2015 Jul;156(7):1184-
97. Available from: https:/doi.org/10.1097/j.
pain.0000000000000191

= |nitiative on Methods, Measurement, and
Pain Assessment in Clinical Trials (IMMPACT)
guidance
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https://doi.org/10.1016/j.pmn.2024.09.010
https://doi.org/10.1016/j.pmn.2024.09.010
https://doi.org/10.3390/children9020244
https://doi.org/10.3390/children9020244
https://doi.org/10.1097/CCM.0000000000003299
https://doi.org/10.1097/CCM.0000000000003299
https://doi.org/10.1007/s00540-020-02767-x
https://doi.org/10.1007/s00540-020-02767-x
https://doi.org/10.1097/j.pain.0000000000000191
https://doi.org/10.1097/j.pain.0000000000000191
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Health Service Organization (HSO). HSO pediatric
pain management. Ottawa (ON): HSO; 2023

Mar. Available from: https:/healthstandards.org/
standard/pediatric-pain-management-can-hso-
13200-2023-¢/

Pediatric pain standards for Canada

Detailed standards on pain assessment and
ongoing reassessment

Noyek S, Jessa JS, Faulkner V, et al. A systematic
review of self and observer assessment of pain
and related functioning in youth with brain-
based developmental disabilities. Pain. 2024
Mar 1;165(3):523-36. Available from: https:/doi.
0rg/10.1097/j.pain.0000000000003066

Self and observer assessment of pain and
related functioning in youth with brain-
based developmental disabilities

Palermo TM, Walco GA, Paladhi UR, et al. Core
outcome set for pediatric chronic pain clinical
trials: results from a Delphi poll and consensus
meeting. Pain. 2021 Oct;162(10):2539-2547.

Available from: https://doi.org/10.1097/j.
pain.0000000000002241

IMMPACT guidance on pediatric outcomes
for chronic pain

Raja SN, Carr DB, Cohen M, et al. The revised
International Association for the Study of
Pain definition of pain: concepts, challenges,
and compromises. Pain. 2020 Sep;161(9):1976-
1982. Available from: https:/doi.org/10.1097/j.
pain.0000000000001939

Pain concepts, definitions and terminologies
from the IASP

Shahiri S, Gélinas C. The validity of vital signs for
pain assessment in critically ill adults: a narrative
review. Pain Manag Nurs. 2023 Jun;24(3):318-
28. Available from: https:/doi.org/10.1016/j.

pmn.2023.01.004

Pain assessment in adult intensive care

PQRSTU mnemonic. In: Toronto Metropolitan
University Pressbooks [Internet]. Toronto (ON):
Toronto Metropolitan University; c2023. Available
from: https://pressbooks.library.torontomu.ca/
assessmentnursing2/chapter/pgrstu-mnemonic/

How to use the PQRSTU mnemonic
comprehensive pain assessment tool

»RNAO REGISTERED NURSES’ ASSOCIATION OF ONTARIO


https://healthstandards.org/standard/pediatric-pain-management-can-hso-13200-2023-e/
https://healthstandards.org/standard/pediatric-pain-management-can-hso-13200-2023-e/
https://healthstandards.org/standard/pediatric-pain-management-can-hso-13200-2023-e/
https://doi.org/10.1097/j.pain.0000000000003066
https://doi.org/10.1097/j.pain.0000000000003066
https://doi.org/10.1097/j.pain.0000000000002241
https://doi.org/10.1097/j.pain.0000000000002241
https://doi.org/10.1097/j.pain.0000000000001939
https://doi.org/10.1097/j.pain.0000000000001939
https://doi.org/10.1016/j.pmn.2023.01.004
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Trottier ED, Ali A, Doré-Bergeron MJ, Chauvin- = Pain assessment and management for
Kimoff L. Best practices in pain assessment and children -
management for children. Paediatr Child Health. =
2022 Dec;27(7):429-37. Available from: https:/doi. 2
org/10.1093/pch/pxac048 =
S
Trottier ED, Doré-Bergeron MJ, Chauvin- = Pain prevention and management strategies ;
Kimoff L, et al. Managing pain and distress for infants, children and youth who are =
wv

undergoing common, minor but painful

in children undergoing brief diagnostic and -
medical procedures

therapeutic procedures. Paediatr Child Health.
2019;24(8):509-35. Available from: https:/doi.
0rg/10.1093/pch/pxz026

VanEvery R, Latimer M, Naveau, A. Clinical = How to use the LISTEN framework for
strategies to develop connections, promote asse'ssing and manag_irjg pain among
health and address pain from the perspective Indigenous communities

of Indigenous youth, elders and clinicians. Front
Pain Res. 2022;13(3):857624. Available from:
https://doi.org/10.3389/fpain.2022.857624
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MANAGEMENT

GOOD PRACTICE STATEMENT 2.0:

It is good practice for health providers to provide an integrative approach to pain prevention,

assessment and management. An integrative approach (i.e., non-pharmacological and/or
pharmacological strategies) includes individualized, person- and family-centred care.

Experiencing pain can be a complex phenomenon. Pain can be experienced through a range of biological,
psychological and social/environmental interactions that can include the sensation of pain, fear, anxiety, sleep
disturbances, fatigue, depression and interfere with the physical, cognitive, sexual, domestic, occupational and social
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functioning of everyday life for people (73). As a result, any single pain intervention may not address the complex
needs of people experiencing pain and facilitate a recovery of function, overall health and wellness, and quality of life.
In particular, chronic pain conditions affect 7.6 million Canadians and an individualized, person- and family-centred
integrative approach to chronic pain management is required (18).

An integrative approach to pain prevention, assessment and management acknowledges the complexity and
biopsychosocial nature of the pain experience and involves health providers creating an individualized person-

and family-centred plan of care that combines treatment strategies to include both pharmacological and non-
pharmacological pain interventions (73,74). This good practice statement did not require a review of the evidence but
is important to communicate to nurses and health providers.

The important role of NPIs for managing any type of pain has been recognized in the last decade due to the
increasing burden of chronic pain and the opioid epidemic (75). Across Canada, the opioid crisis is growing, driven
by the use of illegal and prescription opioid medications, and 2016 data reveals that Canada was the second largest
consumer of prescription opioids globally (76). In addition, the burden of chronic pain in Canada is substantial.
Canada has identified chronic pain as a public health emergency (18). Canada’s Action Plan for Pain (77) highlights
the understanding of chronic pain through a biopsychosocial lens and the treatment offered to address chronic
pain should integrate pharmacological and non-pharmacological strategies. For further details on NPIs refer to the
Scoping review: Non-pharmacological approaches to pain management findings in the next section.

An integrative approach (combination of pharmacological and non-pharmacological strategies) to pain prevention,
assessment and management has several essential elements that include the following:

= interprofessional health providers from at least two health disciplines in (e.g., nurses, physicians, physical
therapists, occupational therapists, social workers, psychologists, pharmacists, respiratory therapists);

= collaboration;
= consultation; and

= coordination of care (73).
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Using a person- and family-centred integrative approach to pain management that involves two or more person-
centred strategies acting via different mechanisms (biological, psychological, social) provides an additive or
synergistic treatment interaction to address the person’s pain experience (73). For example, for an adult living with
chronic back pain, two approaches — such as physical exercise and cognitive behavioural therapy — can be offered
together. Alternatively, the option of offering a person living with chronic back pain a pharmacological intervention
such as an epidural steroid injection first, followed by physical therapy such as supervised back exercises, could be
considered (73).

When an integrative approach to pain care includes the person experiencing pain and/or their family, a person-
and family-centred approach is possible. Recent evidence has found that patients prefer, value and respond more
favourably to treatment when their pain management plan involves shared-decision making (315). The needs,
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preferences and values of the individual experiencing pain are shared with relevant health providers and a shared
decision-making process occurs where options for evidence-based pain strategies and the person’s preferences are
both considered, resulting in an individualized, person-centred integrative plan of care (78).

Implementation tips
From the literature

= Health providers working in multidisciplinary teams are to reflect on their collective biases, the persons’ cultural
needs and preferences, available resources in the community, and any barriers to care that can be addressed (79).

= When taking a person and family-centred approach to care, health providers are to consider addressing the
relevant social and cultural contexts, and adapt care based on the needs of the person (79).

= Health providers are to ensure that pain management includes a combination of pharmacological and non-
pharmacological options when working with Indigenous communities since their view of pain is more holistic
than solely a physical ailment (68).

= Health providers are to consider safe environments when communicating with persons, which can vary depending
on culture, race, age, physical ability and gender. Conversations about what is considered a safe space are essential
when delivering person and family-centred care (80).

From the expert panel

= People who experience total pain require a holistic, comprehensive pain assessment followed by a plan of care that
includes an integrative approach to pain management (pharmacological and non-pharmacological approaches).

= Be aware that total pain can exist in people who are not approaching the end of life as well as for those who are
dying.

= Health providers are to be culturally sensitive® and respectful of important cultural values when providing an
integrated approach to pain prevention, assessment and management to persons and their families.
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Becker S, Blyth F, Gilron I, Zinboonyahgoon N.
Fact sheet: What do we mean by integrative pain
care? Washington (DQ): International Association
for the Study of Pain (IASP); 2023 Apr 6. Available
from: https://www.iasp-pain.org/wp-content/

uploads/2023/04/defining-integrative-care-fact-
sheet R4-1.pdf

Integrative pain care summary by the IASP
outlining integrative strategies for pain
management

Fact sheet featuring an overview of
integrative pain care

Health Canada. An action plan for pain in Canada
[Internet]. Ottawa (ON): Health Canada; 2021.
Available from: https://www.canada.ca/content/
dam/hc-sc/documents/corporate/about-health-
canada/public-engagement/external-advisory-

bodies/canadian-pain-task-force/report-2021-
rapport/report-rapport-2021-eng.pdf

Health Canada report on a federal action
plan for pain prevention, assessment and
management in Canada

Lin YC, Wan L, Jamison RN. Using integrative
medicine in pain management: an evaluation
of current evidence. Anesth Analg. 2017
Dec;125(6):2081-93. Available from: https:/doi.

org/10.1213/ANE.0000000000002579

Peer-reviewed article on the use of an
integrative approach to pain management

Health Service Organization (HSO). HSO pediatric
pain management. Ottawa (ON): HSO; 2023

Mar. Available from: https:/healthstandards.org/
standard/pediatric-pain-management-can-hso-
13200-2023-¢/

National standards of Canada — 2023
pediatric pain management standards
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INTERPROFESSIONAL PRACTICE

GOOD PRACTICE STATEMENT 3.0:

It is good practice for health service organizations and health systems to implement an
interprofessional practice approach to pain prevention, assessment and management.

The literature uses different terms interchangeably to describe health providers working in teams to provide integrated
pain prevention, assessment and management. Terms to describe health providers working in teams include
interdisciplinary, multidisciplinary and interprofessional and each term has a slightly different meaning and context.
For consistency, the term interprofessional is used throughout this BPG. An interprofessional team is comprised of
multiple health providers (regulated and unregulated) who work collaboratively to deliver comprehensive and quality
health services to persons within, between and across health-care settings (7). Key interprofessional team members
supporting persons experiencing pain may include nurses, physicians, physical therapists, psychologists, occupational
therapists, respiratory therapists, dietitians, pharmacists, and social workers. It is important to emphasize that persons
and their family are at the centre of the interprofessional team as active participants.

In 2010, the Canadian Interprofessional Health Collaborative (CIHC) developed six interprofessional practice
competencies that guide the collaborative practice of all health professions in all contexts (81). CIHC defines
interprofessional collaboration as a process that includes the development and maintenance of “effective
interprofessional working relationships with learners, practitioners, patients/clients/families and communities to
enable optimal health outcomes” (81). The elements of interprofessional collaboration consist of respect, trust, shared
decision making and partnerships (81). To improve outcomes for people experiencing pain, more recent policy and
guidance on specialized interprofessional pain care teams® have highlighted the importance of bringing together
the unique team sKkill sets across health disciplines to deliver an integrated, collaborative interprofessional practice
approach to pain management care (see Recommendation 1.0) (82-84). This good practice statement did not require
a review of the evidence but is important to communicate to health service organizations and health systems.

An interprofessional practice approach requires the composition and expertise of an interprofessional team of
health providers who can provide diverse expertise as a team and can be provided in various settings (e.g., hospitals
and clinics, rehabilitation facilities or primary care teams) (84,85). Health provider disciplines on interprofessional
specialized pain teams can differ across practice settings, can be tailored to the needs of the specific population
receiving care and may include a range of health providers (84,86,87).

People experiencing any type of pain require the appropriate treatment and management. Historically, a mono-
disciplinary approach (i.e., delivered by one health provider) for all types of pain management was prevalent across
many health-care settings. Referrals to other health providers were often made, but an integrative approach to pain
care was absent. As a result, pain management was often fragmented, health providers did not work collaboratively,
and this resulted in disjointed treatments and poor outcomes for people experiencing pain, especially for people who
live with chronic pain (88).

The needs of people accessing specialized interprofessional pain care teams will vary depending on their age, the
type(s) of pain they experience and the contexts in which they experience this pain. Interprofessional pain teams
bring their skills together, to plan and combine various pain interventions (e.g., behavioural, exercise, medical
treatment and educational approaches) that meet the specific needs of the person accessing these services (84). An
interprofessional practice approach to pain features a collaborative team where each health provider discipline holds
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a shared understanding of pain mechanisms, utilizes a common language and possesses a clear understanding of their
team roles and responsibilities (73,82). More recent pain literature emphasizes the importance of interprofessional
health providers using a biopsychosocial practice approach to pain management because of the broad scope of
practice skills available from a range of health-care disciplines in communicating, collaborating and coordinating care
for people living with chronic pain in particular (87-89).

One of the goals outlined in Canada’s Action Plan for Pain (18) states that people experiencing pain in Canada should
have access to equitable, timely, evidence-based, person-centred pain care services and supports across jurisdictions.
Access to specialty services and/or interprofessional pain care teams in primary care is inconsistent and insufficient
and people frequently have extended wait times for referral to these services (18,45,89). In Canada, primary care
providers who serve as the entry point for many health-care services most frequently assess people experiencing
some type(s) of non-cancer pain (90). To facilitate access to specialized pain care teams, new models of care have
emerged, such as single-entry (centralized intake) and supporting primary care providers remotely (online or digital
platform access to pain team specialists), as well as mentorship and communities of practice (45,89).

Implementation tips

From the expert panel

= Adapt EMRs at an organizational level to include an interprofessional approach in the development of this EMR
documentation, to ensure a common template possesses the key elements of pain assessment and management
inclusive of all health providers.

o The integration of pain tools in EMRs should be simplified and seamless, since an onerous process can create
more barriers for completion.

o Ensure pain assessments populate into the electronic medication administration record.
5 Include pre and post cueing for pain assessment when medications are given to measure efficacy.

5 Include pain documentation as a learning exercise during staff orientation to EMRs.

= Organizations can support interprofessional practice by:
o clarifying health provider roles in interprofessional pain management practices;
o having managers oversee interprofessional teams to facilitate effective communication;

o integrating pain management into interprofessional rounds so that care planning and follow-ups for people
receiving care can be discussed as a team; and

o emphasizing the importance of effective communication and collaboration among all health providers in
preventing, assessing and/or managing pain if implementing a specialized interprofessional pain team is not
feasible for the health service organization.
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Supporting resources

RESOURCE DESCRIPTION

Publications. In: Canadian Interprofessional
Health Collaborative (CIHC). [place unknown]:
CIHC; [date unknown]. Available from: https:/
cihc-cpis.com/resources/publications/

CIHC competency framework
Additional CIHC resources

Project ECHO Chronic Pain & Opioid Stewardship
Canada [Internet]. [place unknown]: Project
ECHO Chronic Pain & Opioid Stewardship
Canada; c2024. Available from: https://

echopaincanada.ca/

Extension of Community Care Outcomes
(ECHO) connects health providers with an
interprofessional specialist team through a
virtual learning community to enhance skills
and confidence via sharing of best practices
and practice advice using case examples

Hassan S, Carlin L, Zhao J, et al. Promoting an
interprofessional approach to chronic pain
management in primary care using Project
ECHO. J Interprof Care. 2021;35(3):464-7.

Available from: https://doi.org/10.1080/13561820
.2020.1733502

Gordon DB, Watt-Watson J, Hogans BB.
Interprofessional pain education—with, from,
and about competent, collaborative practice
teams to transform pain care. Pain Rep. 2018
May/Jun;3(3):e663. Available from: https:/doi.
0rg/10.1097/PR9.0000000000000663

IASP publications relevant to interprofessional
specialized pain teams

Gewandter JS, Dworkin RH, Turk DC, et al.
Research design considerations for chronic
pain prevention clinical trials: IMMPACT
recommendations. Pain. 2015 Jul;156(7):1184-
97. Available from: https:doi.org/10.1097/j.
pain.0000000000000191

Summary of IMMPACT recommendations:
2003 seminal work on core outcomes for
chronic pain

PedIMMPACT guidelines

Palermo TM, Walco GA, Paladhi UR, et al.
Core outcome set for pediatric chronic pain
clinical trials: results from a Delphi poll and
consensus meeting. Pain. 2021;162(10):2539-
47. Available from: https://doi.org/10.1097/j.
pain.0000000000002241

IMMPACT guidance on pediatric outcomes for
chronic pain
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RECOMMENDATION 1.0:

The expert panel suggests that health service organizations provide access to a specialized
interprofessional pain care team for the prevention, assessment and management of pain for

people experiencing acute or chronic pain.

Strength of the recommendation: Conditional

Certainty of the evidence of effects: Very low

Discussion of evidence

Benefits and harms

For this recommendation, the intervention of interest was the delivery of pain prevention, assessment and
management services from a specialized interprofessional pain care team care team compared to usual care (i.e.,
pain management delivered by one health provider). Interprofessional care was defined broadly in Good practice
statement 2.0. More specifically, a specialized interprofessional pain care team refers to an integrated approach
provided by a team of health providers collaborating on the prevention, assessment and management of pain using a
biopsychosocial model and treatment goals (28).

There were two SRs (84,87), one randomized controlled trial (RCT)¢ (91) and four non-randomized studies (NRS)® (92—
95) of specialized interprofessional pain care teams identified in the systematic review. The studies mostly focused on
specialized interprofessional pain care teams for the management of chronic pain compared to usual care where one
health provider provided pain management. The persons receiving care included children and adolescents living with
chronic pain, adults with chronic musculoskeletal pain and older adults living with chronic pain and dementia in a
residential care setting. Although the evidence spoke mostly to chronic pain, it was deemed appropriate by the expert
panel to generalize this recommendation to encompass acute pain as well. For further details of the intervention
noted in the literature, please refer to the Implementation tips below.

Two SRs (84,87) and one RCT (91) reported on the outcome of effective management of pain (measured as pain
intensity). One SR examined the effectiveness of specialized interprofessional pain care teams for children and
adolescents experiencing non-cancer chronic pain. A moderate effect size (Hedge's g: -0.50, 95% CI: -0.87 to

-0.14) was reported in favour of interprofessional specialized interprofessional pain care teams, although there was
significant heterogeneity noted across the studies in the systematic review (87). In another SR (84), 38 participant
cohorts (58 RCTs and NRS) reported on this outcome. Specialized interprofessional pain care teams for chronic
musculoskeletal (MSK) pain in adults may improve the effective management of MSK pain in adults. Authors
reported a median effect size (range) of 0.63 (-0.08 to 4.39) across the included cohorts/studies favouring the
specialized interprofessional pain care teams, although there was significant heterogeneity noted across the cohorts/
studies (84). One additional primary RCT examined the effect of an specialized interprofessional pain care team
for residents living with advanced dementia (91) in a LTC setting for this outcome. Two SRs and one RCT found
that receiving specialized interprofessional pain care team services may reduce pain intensity scores; however, the
evidence is very uncertain (84,87,91).

One NRS (92) reported on the outcome of interprofessional team functioning, communication or collaboration
and found that a specialized interprofessional pain care team may improve team collaboration scores but the evidence
is very uncertain.
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Four NRSs (92-95) reported on person or family satisfaction with specialized interprofessional pain care teams
and found that people and/or families who received specialized interprofessional pain care reported high levels of
satisfaction; however comparative data was not available.

The expert panel noted the outcomes of “provider completion of pain assessments” and “pain interventions delivered
by health providers (including documentation of pain interventions)” as critical outcomes; however, they were not
measured in the literature.

There were no harms reported in the studies.

The overall certainty of the evidence for these outcomes was very low due to concerns about study methodology
(extremely serious risk of bias), inconsistency and imprecision in some studies. More high-quality research studies
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are needed to understand the effect of specialized interprofessional pain care teams.

For more detailed information on the impact of a specialized interprofessional pain care team on the prioritized
outcomes (effective management of pain, interprofessional team functioning, provider completion of pain assessment
and person/family satisfaction), refer to the evidence profiles under the “methodology documents” tab on the BPG

webpage.

Values and preferences
From the systematic review evidence

= Participants who received an interprofessional chronic pain intervention in a primary care setting found the role of
the pharmacist helpful (96).

= Participants seeking interprofessional specialist facial pain management valued access to the specialist services
offered by this interprofessional team as they were able to meet other people living with the same condition who
were there for the same services (97).

= Many parents with hospitalized neonates preferred to be involved in working with the interprofessional team to
assist in the management of their child’s pain during medical procedures (92).

= Parents of neonates receiving interprofessional pain management interventions during painful procedures are
often unsure what they should do to help. They would like health providers to keep them informed about how they
can help mitigate their child’s pain during medical procedures and provide the information that they need to know
in a calm environment (92).

Health equity

From the systematic review evidence

= A specialized interprofessional pain care team approach can eliminate the need for patient referrals to a series of
specialists, reducing stress related to long wait lists and travelling long distances for appointments (93).

= Specialized interprofessional pain care teams facilitate communication and collaboration for team members to
conduct assessments together and create a unified plan of care (95).
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From the expert panel

= Specialized interprofessional pain care teams should strive to promote cultural safety® and considerations for
special populations (e.g., individuals who use substances and who also experience pain).

= Specialized interprofessional pain care teams can make efforts to provide culturally safe prevention, assessment
and management of pain.

= Specialized interprofessional pain care teams can integrate harm reduction and trauma-informed approaches
when providing care for people experiencing pain.

Expert panel justification of recommendation

The expert panel noted that there may be benefits for people when they are able to access specialized interprofessional
pain care teams and no harms were reported in the literature. However, the certainty of the evidence is very low.
Therefore, the expert panel determined the strength of the recommendation to be conditional.

Implementation tips
Health-equity deserving populations

= Specialized interprofessional pain care teams can hold regular conferences (e.g., weekly) to ensure care decisions
are effective, safe and equitable (98).

= Health providers can use telehealth and video conferencing to ensure specialized interprofessional pain care teams
are present in rural communities; robot technology is currently being used in remote Indigenous communities in
Alberta with success (99).

= Specialized interprofessional pain care teams are to ensure accurate and secure collection and sharing of personal
health data to avoid misuse and exploitation, specifically with Indigenous and Black communities (98).

= When working in pediatrics, specialized interprofessional pain care teams can have conversations about the
personalities, emotions/anxieties and expectations of the child and their family to ensure safe and effective
treatment of pain (100).

From the expert panel

= Acute pain teams are to be involved in the delivery of staff orientation, if the team exists within the health service
organization.

= Health providers may share common knowledge of pain prevention, assessment and management; therefore,
organizations are to develop standardized documentation templates to be used by each profession for clinical
documentation, allowing for customization based on client needs.

= Health service organizations are to offer credible, specialized resources for interprofessional team members and
indicate if additional costs are associated with them.
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Table 7: Implementation context and details from the evidence

ASPECTS OF
INTERPROFESSIONAL TEAM
APPROACHES TO PAIN

PREVENTION, ASSESSMENT
AND MANAGEMENT

Composition of the
specialized interprofessional
pain care team

DETAILS FROM THE EVIDENCE

The composition of the specialized interprofessional pain care
team varied and was tailored to the needs of the population and
clinical condition. The following health provider disciplines were
most frequently identified as members of interprofessional teams
(84,87,91-95):

= nurses

= physicians

= physical therapists

= occupational therapists
= psychologists

= pharmacists

= social workers

Less commonly reported team members or disciplines were:
= nutritionists and massage therapists (84)
= parents of neonates (92)

= other medical specialists (e.g., radiology, nuclear medicine,
dentistry) (93)

Characteristics of specialized
interprofessional pain care
team services

The following core elements were identified:

= use a biopsychosocial framework to address biological,
psychological and social factors (84,87,91,92,94);

= in-patient or out-patient clinic treatment ranging from 3 to 5
weeks in tertiary hospitals, pain clinics, rehabilitation centres or
primary care (87);

= involvement of the child and the family as part of the pain team
(84,91,94);

= monthly out-patient clinic visits with a focus on diagnosis,
prognosis and a tailored pain management strategy with the
interprofessional team “at one sitting” (94);

= follow-up visits after completion of the initial treatment
program (84,87,91);

= individual or group treatment (for adults with chronic MSK pain)
(84).
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ASPECTS OF
INTERPROFESSIONAL TEAM
APPROACHES TO PAIN

PREVENTION, ASSESSMENT

AND MANAGEMENT DETAILS FROM THE EVIDENCE
Approaches used to address A range of pain management implementation approaches were
pain used by specialized interprofessional teams to address pain:

= physical therapy (exercise, rehabilitation, education) (84,87);

= psychotherapy (cognitive behavioural therapy, acceptance
and commitment therapy), as well as relaxation and stress
management (84,87);
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= psychosocial interventions with adults (the role of thoughts and
emotions, sleep hygiene, pain acceptance and goals for pain
self-management¢ skills training (84));

= psychosocial interventions with children, adolescents and their
families (in addition to psychotherapy, counselling sessions,
family sessions, parent-only sessions, patient group sessions and
school reintegration) (87);

= other treatment approaches included sleep hygiene training, art
and music therapy, assertiveness training, spinal mobilizations,
group discussions and assistance with withdrawal from pain
medication (84,87);

= one study conducted in a LTC setting implemented a step-wise
approach (beginning with the recognition of a behavioural
change) to assess pain in adults living with advanced dementia
91);

= one study included parents of neonates within the
interprofessional team if they wish to be involved in their child’s
care; parents were provided with information and education
about painful procedures in a calm environment (92).
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EDUCATION

GOOD PRACTICE STATEMENT 4.0:

It is good practice for academic institutions to provide comprehensive education for students
entering health professions on pain prevention, assessment and management.

Both acute and chronic pain are prevalent and impact a variety of populations across the lifespan. Globally, pain
impacts billions of people daily (101). In Canada, an estimated 7.6 million, or one in five people (across the

lifespan), live with chronic pain (18). Therefore, there is an urgent need for all nurses and health providers entering
the workforce to be educated and competent about pain prevention, assessment and management so that they are
prepared to assist all people with pain across diverse health-care settings. This good practice statement did not
require a review of the evidence, but it is important to communicate this information to academic institutions, nurses
and health providers.

Prior research indicates that inadequate pain education contributes to poor pain management and worse patient
outcomes. However, there are currently no standard requirements for pre-licensure education on pain prevention,
assessment and management (77).

A few Canadian academic institutions have already committed to pain education and specialized pain programs
(102,103), but there remains a gap since many programs are unable to designate learning hours specific to pain
education (18,77). There has been positive feedback from a Canadian interprofessional pain conference, interactive
education seminar on the interprofessional prevention, assessment and management of pain, and an in-depth
interprofessional pain curriculum for students (104,105). With further implementation of these specialized pain
education programs, focusing on the interprofessional component, it may lead to more collaboration among health
provider students, as well as a significant increase in their knowledge of pain.

Due to the large burden of chronic pain on our health-care system (101) and the need for proper assessment and
management of pain, it is suggested that all academic institutions work to implement a pain curriculum so that
nurses and health providers are prepared in their clinical work to prevent, assess and manage pain across all settings.

Implementation tips

From the expert panel

= Teach health provider students about standardized, validated tools for pain assessment in persons both able and
not able to self-report.

= Utilize multimodal education techniques to integrate pain prevention, assessment and management. For example,
incorporate case studies, simulations, hands-on learning and worksheets through virtual, in-person or lecture
modes of delivery.

= Involve persons with lived experience of pain in planning of education programs.

= Engage learners through simulation by developing pain management cases using trained standardized patients.
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Supporting resources
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RECOMMENDATION 2.0:

The expert panel suggests that academic institutions implement interactive education for all
students entering health professions on pain prevention, assessment and management.

Strength of the recommendation: Conditional

Certainty of the evidence of effects: Low

Discussion of evidence
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Benefits and harms

The intervention of interest was interactive education on pain assessment, prevention and management, compared
to standard education on pain assessment, prevention and management (e.g., didactic learning). The following
definitions are relevant to this recommendation:

= Interactive education: refers to a dynamic approach that fosters active participation and exchange of ideas among
educators, students and the lecture content. It emphasizes increased discussion and engagement among
participants. This method recognizes student needs and encourages them to take an active role in their learning
process (106). For the purposes of this BPG, interactive education refers to various formats and modes of delivery
such as e-learning/web-based learning, virtual reality, simulation, practical/hands-on learning, case studies or
discussion groups.

= Standard education: refers to traditional teaching methods, such as a didactic lecture.

= Multi-modal: “learning environments [that] allow instructional elements to be presented in more than one
sensory mode (visual, aural, written)” (107). Multimodality looks at the many different modes that people use to
communicate with each other and to express themselves. Multimodal learning is relevant as the increase in
technological tools and associated access to multimedia composing software have led to the ease of use of many
modes in presenting, representing and responding to information (108).

There was one SR (109) and three additional RCTs (110-112) that examined the effects of interactive pain education
on student competency (measured as knowledge or skills that contribute to competence). The studies included
students entering or enrolled in a health provider program (i.e., pre-registration or pre-licensure) representing
nursing, dentistry, pharmacy, medicine, physical therapy, occupational therapy and physician assistant.

One SR (109) pooled the results of three RCTs that examined the effect of interactive education about pain
management versus didactic education on student competency (knowledge). A large effect size was reported as
standardized mean difference (SMD: 1.28, 95% CI: 0.31 to 2.24) in favour of interactive education. Three additional
RCTs (110-112) also reported an improvement in student knowledge after they received interactive education on
pain assessment and/or management. Interactive pain assessment and management education may improve the
outcome of health student knowledge. For further details of the intervention noted in the literature, please refer to the

Implementation tips below.

Three RCTs examined the outcome of student attitude and/or confidence (110-112). All three reported greater
student confidence with interactive education compared to standard or no education. Two out of the three studies
showed an improvement in attitudes towards pain. Interactive pain assessment and management education may
improve student attitude/confidence; however, the evidence is uncertain.
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The expert panel prioritized “student completion of pain assessment” and “student delivery of pain intervention” as
critical outcomes for the systematic reviews; however, these outcomes were not measured in the literature.

There were no harms reported in the studies.

The overall certainty of evidence was rated as low due to a serious or very serious risk of bias for some individual
studies. There was serious imprecision related to the low number of events for some outcomes. There is a need for
further high-quality research to increase our certainty in the evidence.

For more detailed information on the impact of interactive education about pain prevention, assessment and
management on the outcomes discussed above, refer to the evidence profiles under the “methodology documents”
tab on the BPG webpage.
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Values and preferences
From the systematic review evidence

= Nursing students valued the opportunity to develop their skills via an interactive education simulation that focused
on learning to assess people experiencing pain from diverse cultures (113).

= Nursing students identified that the opportunity for simulated practice experiences facilitates the development of
nursing skills in empathetic communication. One student stated: “Exposing myself to emotionally charged
conversations that elicit the need for empathy is the best way to strengthen this skill. In time and with experience I
hope to learn to read and deal with these situations better” (114).

= Trainees from the faculties of dentistry, nursing, pharmacy, and medicine (also including the departments of
physical therapy, occupational therapy and physician assistant) who received interactive pain education (e.g.,
facilitated, small group-based, case-based, online module learning) highly valued participating in an
interprofessional education opportunity (115).

From the expert panel
= Curriculum development should consider student learning needs and preferences.

= Persons with lived experiences of pain are to be involved in the design and development of education for health
profession students.

Health equity
From the expert panel
= Organizations are to offer equitable and easily accessible educational resources for all students.

= Interactive education can include content about diverse populations and the psychosocial and spiritual context of
pain. Pain may not be spoken about or be a cultural norm in all cultures.

= Consider the learning needs of internationally trained health providers including the local context, climate and
legislation. Ensuring individuals have opportunities to engage in learning from various perspectives helps to
embed Canadian expectations for practice. Developing online modules, case studies and simulations can be useful.

Expert panel justification of reccommendation

The expert panel noted that there may be benefits to interactive education on pain assessment, prevention and
management for all students entering health professions. No harms were reported in the literature. However, the
certainty of the evidence is low. Therefore, the expert panel determined the strength of the recommendation to be
conditional.
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Implementation tips

Health-equity deserving populations

= Education curriculums are to include content on health disparities in pain and pain management (116).
= Education is to include content about recognizing and addressing implicit and explicit biases (66,116).
= Academic training programs are to engage diverse communities (66).

= Education programs are to involve multiracial and multidisciplinary educators to ensure diverse representation
(117).

= Academic training programs can encourage students to seek future careers that promote care for equity deserving
populations (117).
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From the expert panel
= Involve people with lived experience of pain in planning interactive health profession education.

= Develop and validate pain knowledge assessment tools to allow for comparison across various health profession
programs.

= Implement early interactive pain education for students entering health profession programs. Recommended that
this education begin in the first year of the program and be continued on an annual basis.

= Curriculums are to consider including interactive educational resources from various health disciplines,
information about how to document and report pain, and continuous quality measurement and improvement for
pain prevention, assessment and management.
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Table 8: Implementation context and details from the evidence

ASPECTS OF PAIN
PREVENTION,
ASSESSMENT AND
MANAGEMENT
EDUCATION

Interactive pain
education learning
modes and methods

DETAILS FROM THE EVIDENCE

A variety of educational/pedagogical approaches were used to develop
and deliver pain assessment and/or management education for
students.

Individual studies delivered pain assessment education for:

= medical students (110,112)

= physiotherapy students (111)

= medical and nursing students (109)

The length of the pain education varied from 70 minutes to 1 week.
Studies included the following learning modes:

= online learning (asynchronous) such as an online module containing
didactic information and a clinical vignette (110);

= an interactive case-based e-learning program including four patient
cases with questions and in-depth answers (112);

= interactive group learning (110);

= a group lecture including free-hand drawings, stories and metaphors
used to convey messages about pain physiology and theory (111);

= experiential learning including interaction with older adults, skills
practice and a field trip (110); and

= simulation (112).

Education curriculum
content

Education topics covered included the following:

= evaluation and management of pain in communicative older adults
with dementia (110)

= Pain Neurophysiology Education (PNE) (111)
= managing acute pain (112)
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Supporting resources

RESOURCE DESCRIPTION

- IASP Interprofessional Pain Curriculum Outline. = Detailed information on what pain

= In: International Association for the Study of curriculums should be included in

5 Pain [Internet]. Washington (DC): IASP; c2018. interprofessional education programs

= Available from: https://www.iasp-pain.org/

§ education/curricula/iasp-interprofessional-pain-

g curriculum-outline/

5

= Wideman TH, Bostick G, Miller J, et al. The = Academic article about advancing pain
development of a stakeholder-endorsed national education in physiotherapy programs

strategic plan for advancing pain education
across Canadian physiotherapy programs. Can J
Pain. 2022;6(1):21-32. Available from: https:/doi.

0rg/10.1080/24740527.2022.2056006

Pain Education Resources. In: University of = Website with engaging and interactive pain
Toronto Centre for the Study of Pain [Internet]. management resources for health providers
Toronto (ON): University of Toronto; c2023.

Available from: https://utcsp.utoronto.ca/pain-
education-resources/
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GOOD PRACTICE STATEMENT 5.0:

It is good practice for health service organizations to provide interprofessional and discipline-

specific education for all health providers on comprehensive pain prevention, assessment and
management.

It is imperative that pain education extends beyond the pre-licensure phase and is a key component of professional
development education across all health professions. Research shows that organizations are inconsistent in their
requirements and opportunities for continuing education focused on pain (77). For instance, a recent study found
that only 17 per cent of surveyed health providers had completed any pain education training in the last year

(118). With the rates of pain growing (18) and the increased focus on interprofessional health care, health service
organizations should work towards ensuring that all health providers have access to regular interprofessional
development opportunities on pain, prevention, assessment and management to ensure that staff feel prepared to
treat persons experiencing pain across various clinical settings (119). This good practice statement did not require a
review of the evidence, but is important to communicate to academic institutions, nurses and health providers.

The move towards collaborative interprofessional health education has been acknowledged by various accrediting
health organizations (18,81,120,121). The World Health Organization defines interprofessional education (IPE) as
two or more professions learning with, from, and about each other to improve collaboration and the quality of care
(121). The IASP also highlights the importance of interprofessional pain education in their pain curriculums, but
adds the inclusion of discipline-specific training (122). Discipline-specific education refers to continuing education
activities that are tailored specifically for certain health professions. For example, many health service organizations
routinely require in-person and e-learning trainings that are only required for nursing staff, such as training on
blood sugar routines and giving blood transfusions. These trainings will be different than what is required for other
disciplines such as physiotherapists, physicians or social workers. This is important so that nurses and other health
providers are knowledgeable about team-based interprofessional work that is person and family-centred, but also so
that they may be competent in their specific disciplines.

The IASP’s pain curriculums are comprehensive, and all health programs are encouraged to use and apply them
(122). The curriculum focuses on developing the knowledge and skills to prevent, assess and manage pain from an
interprofessional focus (122). The IASP’s interprofessional pain curriculum is based on four components that focus
on the following categories: 1) the multi-dimensional nature of pain; 2) assessment and measurement of pain; 3)
management of pain; 4) clinical conditions (122).

Implementation tips

= Pain prevention, assessment and management policies are to be included in corporate orientation at organizations
and as part of competency assessment in orientation.

= Pain prevention, assessment and management is to be part of interprofessional rounds.

= It is suggested that pain prevention, assessment and management policies are included in standard operational
procedures for all units and in organizational policies.

= Managers and unit councils are to be involved in needs assessments to implement new pain recommendations and
practice statements across organizations.

= Interprofessional education programs are to consider including content on pharmacological and non-
pharmacological interventions (91).

= Organizations can provide context specific interprofessional pain education (e.g., an interprofessional approach to
the management of pain in neonates) (91,92).
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Supporting resources

RESOURCE DESCRIPTION

Health Canada. An action plan for pain in Canada = Document detailing Canada’s 2021 Action
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[Internet]. Ottawa (ON): Health Canada; 2021 May.
Available from: https://www.canada.ca/content/dam/
hc-sc/documents/corporate/about-health-canada/
public-engagement/external-advisory-bodies/

canadian-pain-task-force/report-2021-rapport/report-
rapport-2021-eng.pdf

Plan for Pain — focus on chronic pain

Part of this document discusses the need
for health service organizations to ensure
that pain education is interprofessional.

Resources for professionals. In: Pain Canada [Internet].
[place unknown]: Pain Canada; c2024. Available from:

https://www.paincanada.ca/resources/resources-for-
professionals

Variety of resources about pain education

Pain Management Nursing Certification (PMGT—BCTM).
In: American Nurses Credentialing Center [Internet].
Silver Spring (MD): American Nurses Association; [date
unknown]. Available from: https://www.nursingworld.

org/our-certifications/pain-management/

Information for nurses to acquire a
certification in pain management. The
website has information about the exam,
including content and study guides and
sample questions.

Pain Management for Nursing Professionals:
CERTIFICATE OF ACHIEVEMENT. In: Saskatchewan
Polytechnic. [place unknown]: Saskatchewan
Polytechnic; c2024. Available from: https:/
saskpolytech.ca/programs-and-courses/programs/Pain-

Management-for-Nursing-Professionals.aspx

Information about a continuing education
course on pain management for nurses

Graduate Certificate in Pain Management. In:
University of Alberta Faculty of Rehabilitation
Medicine [Internet]. Edmonton (AB): University of
Alberta; c2024. Available from: https:/www.ualberta.
ca/rehabilitation/programs/certificate-programs/
certificate-in-pain-management.html

A distance- and tuition- based program
that provides advanced education in
collaborative pain management for
health-care professionals.

This certificate provides an opportunity
for practicing clinicians to learn about
each other to address the multi-
dimensional nature of acute and chronic
pain, emphasizing complex/chronic pain.

Wideman TH, Bostick G, Miller J, et al. The
development of a stakeholder-endorsed national
strategic plan for advancing pain education across
Canadian physiotherapy programs. Can J Pain.
2022:6(1);21-32. Available from: https:/doi.org/10.108
0/24740527.2022.2056006

Academic article about advancing pain
education in physiotherapy programs
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RECOMMENDATION 3.0:

The expert panel suggests that health service organizations implement opportunities for
interactive education for all health providers on pain prevention, assessment and management.

Strength of the recommendation: Conditional

Certainty of the evidence of effects: Low

Discussion of evidence:

Benefits and harms

For this recommendation, the intervention of interest was interactive education (i.e., a dynamic approach that
fosters active participation and exchange of ideas among educators, learners, and the lecture content (106)) on pain
prevention, assessment and management, compared to standard education on pain prevention, assessment and
management (e.g., didactic learning).

There was one SR (109), which identified six RCTs (115,123-127) and eight NRSs (128-135) that examined the
effects of implementing interactive pain prevention, assessment, and/or management education for health providers.
The types of interventions included e-learning/web-based learning, virtual reality, simulation, practical/hands-on
learning, case studies or discussion groups. The population of interest was interprofessional health providers. For
further details of the intervention noted in the literature, please refer to the Implementation tips below.

For the outcome of health provider competency (knowledge), one SR (109) conducted a meta-analysis®, pooling the
results of six RCTs that examined the effect of pain management interactive education versus didactic education on
health provider competency (knowledge). A large magnitude of effect was reported (SMD: 0.80, 95% CI: 0.12 to 1.49)
in favour of interactive education, although there was heterogeneity in the results across the included studies. Five of
six additional RCT studies (115,124-127) also reported an improvement in health provider knowledge after receiving
interactive education on pain assessment and/or management. Interactive pain assessment and management
education may improve provider knowledge; however, the evidence is uncertain. Due to heterogeneity of the tools
used to measure the knowledge outcome across these RCTs, a pooled statistical analysis was not possible.

For health provider confidence and/or attitude outcome, one SR (109) pooled the results of two RCTs that examined
the effect of interactive pain management education versus didactic or other education on health provider confidence
and attitude. No effect size was reported in favour of interactive education (SMD: 0.02, 95% CI: -0.79 to 0.84) for
health provider confidence and a very small effect size (SMD: 0.16, 95% CI: -0.48 to 0.79) for attitude. Two additional
RCTs (115,125) reported greater confidence in health providers following interactive education. Overall, interactive
pain assessment and management education may result in little to no effect on health provider confidence and
attitude; however, the evidence is uncertain.

For the outcome of health provider completion of pain assessment, two NRSs (131,132) reported that interactive
education on pain assessment and management may increase the number of completed pain assessments conducted by
health providers, however the evidence is uncertain, and whether or not this reflects an important change is unclear.

Lastly, for the outcome of health provider satisfaction, three NRSs (130,133,135) noted that health providers reported
high rates of satisfaction with the interactive pain education intervention after receiving interactive pain assessment
and/or management education, however comparative data was not available.

There were no harms reported in the studies.
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The certainty of evidence was rated as low due to serious or very serious risk of bias for some individual studies.
There was also imprecision related to the low number of events or participants for some outcomes. There is a need for
further high-quality research on interactive education on pain prevention, assessment and management to increase
our certainty in the evidence.

For more detailed information on the impact of interactive education methods for interprofessional health providers
on the prioritized outcomes, refer to the evidence profiles under the “methodology documents” on the BPG webpage.

Values and preferences
From the systematic review evidence

= Health providers preferred interactive education (130,136,137). Specific aspects preferred by health providers
participating in education included the following:

o health providers working in rural settings valued the interactive pain management education program for the
access to a “community of practice” that offered new learning and support (136);

o time allotted to discussing challenging cases (130); and

o an interprofessional approach to education including interaction with other specialists (137).

Health equity

From the systematic review evidence

= Interactive pain management education facilitates access to pain assessment and management education and
“communities of practice” for health providers working in rural and remote communities (136).

From the expert panel:

= Organizations can deliver interactive pain education in house or outsource from credible programs.

= Funding for pain education is to be incorporated into health service organization budgets.

= Organizations should consider reaching out to credible resources to access interactive pain education curriculums.

= Organizations are to designate a specific number of staff responsible for planning interactive pain education

initiatives for in-house education.

Expert panel justification of recommendation

The expert panel noted that there may be benefits to interactive education on pain assessment, prevention and
management for interprofessional health providers. No harms were reported in the literature. However, the certainty
of the evidence is low. Therefore, the expert panel determined the strength of the recommendation to be conditional.

Implementation tips
Health-equity deserving populations

= Interactive pain education can incorporate case studies/vignettes with equity deserving populations to prepare
health providers to work with diverse communities (117,138).

= Interactive pain education can incorporate training on culturally safe approaches to care and collaborate with
Indigenous communities (e.g., LISTEN framework) (69).

= Interactive training opportunities specifically available in rural areas can help ensure that health providers in
remote communities have access to education (139).
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= Health service organizations can tailor interactive pain education to the needs of specific age groups (e.g.,
pediatrics versus adults) (140,314).
From the expert panel

= When possible, organizations are to consider involving persons and families in the design and planning of pain
education programs.

= Health providers are to be consulted regarding their preferences for pain education.
= Organizations are to consider accessibility issues such as costs and access for pain education offerings.
= Organizations are to consider giving staff annual paid days for continuing education.

= Managers are to empower staff who have attended pain education learning opportunities to share their learning
with their team.

= Organizations can implement a staff peer champion model for pain prevention, assessment and management.
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Table 9: Implementation context and details from the evidence

COMPONENT OF

EDUCATION

Interactive pain
education learning
modes and methods

DETAILS FROM THE EVIDENCE

A variety of educational/pedagogical approaches were used to develop
and deliver a range of pain assessment and/or management education for
health providers.

Individual studies delivered pain assessment learning for:

= nurses providing care to neonates (115,123,125,127,128,130,132,133,135);
= primary care providers (124,134);

= medical specialist residents/fellows (126,131); and

= interprofessional health providers (109,129).

The length of the pain education varied from 60 to 480 minutes.

Studies included the following learning modes:

= online learning (asynchronous) such as web-based modules, interactive
web-based learning and case studies or vignettes (115,123,125,130-
132);

= skills-based group learning such as group discussion, role playing and
group-based work on cases (127,128);

= telementoring such as education sessions facilitated by multidisciplinary
pain experts (124,134);

= interprofessional education including live group-based sessions
delivered to a multidisciplinary team (129);

= case studies/presentations (130,133-135); and

= community of practice (CoP) including access to communities of
practice that support interactive pain education learning and
networking with specialist pain experts (124,130).

Education curriculum
content

Topics covered in pain education included:

= pain assessment in neonates (123,128)

= pain management and painful procedures in neonates (128)
= acute pain management (125,126)

= complementary therapies (125)

= safe opioid prescribing (129)

= cancer pain (130)

= pain assessment and treatment (133)

= post-operative pain assessment and interventions (132)

= chronic lower back pain (131)
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Supporting resources

RESOURCE DESCRIPTION

Credentialing. In: Canadian Academy of Pain
Management [Internet]. Oshawa (ON): The Canadian
Academy of Pain Management; [date unknown].
Available from: https://www.canadianapm.com/

credentialing

Canadian Academy of Pain
Management'’s list of accredited pain
management programs in Canada

Dale CM, Cioffi I, Novak CB, et al. Continuing
professional development needs in pain management
for Canadian health care professionals: a cross-
sectional survey. Can J Pain. 2023;7(1):2150156.

Available from: https://doi.org/10.1080/24740527.202
2.2150156

Academic article about continuing
professional development as an
important means of improving access to
effective care.
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Our courses and programs. In: Pain Canada [Internet].
[place unknown]: Pain Canada; c2024. Available from:
https://www.paincanada.ca/courses

Free, online educational resources and
courses on pain for health providers and
people living with pain.

Universities in Canada offering tuition-based post-
graduate courses/programs in pain management:

= Interdisciplinary Pain Management. In: Western
University [Internet]. London (ON): Western
University; c1878-2024. Available from: https://uwo.

ca/fhs/programs/ahcp/pain/index.html

= Graduate Certificate in Chronic Pain Management
(online learning). In: McGill University [Internet].
Montréal (QC): McGill University; c2024. Available
from: https://www.mcgill.ca/spot/programs/online-
graduate-certificates/chronic-pain-management

= Graduate Certificate in Pain Management. In:
University of Alberta [Internet]. Edmonton
(AB): University of Alberta; c2024. Available
from: https://www.ualberta.ca/rehabilitation/
programs/certificate-programs/certificate-in-pain-
management.html

Information about post-graduate
certificates in pain management at three
universities in Canada.
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Scoping review: Non-pharmacological
approaches to pain management

Background

A scoping review was conducted to identify types of non-pharmacological pain management strategies (NPI) used by
nurses and members of the interprofessional team within health-care settings.

Introduction

The widespread acceptance of NPIs by health providers is challenging since the preferred practice approach to pain
management is based on the medical model which often includes prescription pain medication and/or surgery to
manage pain (141). The significant growth in prescribing opioids for pain management over the last several decades
has contributed to the current opioid crisis in Canada (76). An integrative approach to pain management that
includes NPIs is very timely as NPIs are additional strategies that health providers can consider when caring for

people experiencing pain.

A significant gap exists between the current literature, pain management in clinical practice and the decisions people
make about how to manage their pain (75). Multiple terms are used to describe NPIs for the management of pain
including the terms “alternative” or “complementary” (142). Historically, these terms implied that although the goal
of NPIs was therapeutic, they lacked peer-reviewed evidence regarding their effectiveness to support their use (142).
Additionally, the biological mechanisms of many NPIs were not well understood. Recently, pain science researchers
have been working diligently to conduct clinical studies of NPIs that evaluate their effectiveness and safety to
support further understanding of their underlying biological mechanisms (142). NPIs consist of a range of strategies
that include but are not limited to physical therapies, occupational therapy, massage, acupuncture, psychological
interventions such as cognitive behavioural therapy and other strategies such as distraction techniques, virtual
reality, music interventions and other comforting strategies. These can either be employed alone, in combination
with pharmacological approaches or combining more than one NPI strategy into a plan of care. Several NPIs require
minimal resources and are feasible for health providers to implement across health-care settings.

Barriers to widespread implementation of NPIs include the availability of and access to NPIs (141,142). The
availability of NPIs for health providers and people living with chronic pain is dependent on where one resides
and how they access health-care services. Some jurisdictions and health-care services do not provide resources
such as NPIs as an option for the treatment of chronic pain (141). Access issues related to NPIs, depending on the
jurisdiction, can include the following:

= timeliness (i.e., wait time to access NPIs);
= geographic barriers (i.e., rural areas often require people to travel longer distance);

= the cost of accessing NPIs (i.e., people often have limited or no resources to pay for access to NPIs such as
physiotherapy, psychological therapy, pool therapy, massage therapy);

= cultural barriers (e.g., provider attitude, provider workload, provider perception of NPI acceptance, provider
confrontation avoidance); and

= the ability of people living with chronic pain to access technology (e.g., the internet and/or secure mobile phone
messaging) (141,143).
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Additional barriers can include a knowledge gap in health providers and people living with pain about what NPIs to
use as well as skepticism regarding NPI effectiveness and the rationale for their use (143).

A growing body of peer-reviewed evidence demonstrates that a broad range of NPIs have been examined for treating
the pain experience (alone or in combination with pharmacological interventions) with minimal harms. The shift
now moves to promoting evidence-based implementation of NPIs, policy development to facilitate their integration
into health-care practice, and addressing the barriers to their implementation. To provide an overview of the body of
evidence, a scoping review was conducted to summarize the extent, range and nature of research on NPIs.

Methods
The Arksey & O’Malley scoping review framework guided this work (144). RNAO’s best practice guideline
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development and research team and a health sciences librarian developed the search strategy. A search for relevant

articles published in English between 2018 and 2023 was applied to Medline and Embase databases. The search was
limited to the last five years to capture the most recent evidence. The search was limited to systematic review study
design only, due to the significant yield of literature on literature on NPIs. The scoping review was also registered in
Open Science Framework (available from: osf.io/vhbu5).

Further details on the scoping review methodology can be found in Appendix E.
For a detailed summary of the methodology, refer to the "methodology documents" tab of the BPG webpage.

Results

A high-level summary of the results is available in Table 10. For the complete results of this scoping review, please
refer to Appendix E.

Please note that the scoping review results do not identify the effectiveness of the non-pharmacological approaches
to pain prevention, assessment and management in the included literature. The use of NPIs for pain management
will vary by the persons experiencing pain (across the lifespan) and their personal preferences, the context in which
they are experiencing this pain (post-operatively, acute, chronic, nociceptive, neuropathic etc.) and the setting
(community, LTC, rehab, acute care etc.).
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Table 10: Summary of non-pharmacological interventions identified in the scoping review

NON-PHARMACOLOGICAL INTERVENTIONS

Physical therapies Exercise, aerobic conditioning, strength and balance training, massage

w
S therapy, aqua therapy, breathing exercises, acupuncture, dry needling,
= acupressure, therapeutic ultrasound, transcutaneous electrical nerve
= stimulation (TENS), percutaneous electrical nerve stimulation (PNS), heat or
= cold application or a combination of physical therapies/strategies.
% *Some of these strategies include person education and self-management
o
Occupational Pacing (chronic pain)
therapy
Psychological Cognitive behavioural training, acceptance and commitment therapy,
strategies mindfulness, meditation and distraction techniques (including virtual reality,

gamification, vibratory devices, guided imagery, clown therapy) and music
interventions.

Other strategies Comforting strategies such as animal-assisted therapy, facilitated tucking,
kangaroo care, breast feeding, sucrose feeding, therapeutic play and social
support.
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Research gaps and future implications

The RNAO best practice guideline development and research team and the expert panel identified priority areas for
future research (outlined in Table 11). The left-hand column of the table outlines the recommendation questions

and outcomes, and the right-hand column outlines priority research areas identified by the expert panel based on the
systematic reviews conducted for each question. Studies conducted in these areas would provide further evidence to
support high-quality, equitable support for people experiencing pain. The list is not exhaustive; other areas of research
may be required.

Table 11: Priority research areas per recommendation question

RECOMMENDATION QUESTION PRIORITY RESEARCH AREA

RECOMMENDATION QUESTION #1: = The impact of a specialized interprofessional pain
care team on patient satisfaction.
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Should organizational or health system
implementation of a specialized
interprofessional pain care team be
recommended or not?

= The impact of a specialized interprofessional pain
care team on health provider practice behaviours
(delivery of an integrative approach to pain and
documentation of pain services provided).

Outcomes: Effective management of pain = The impact of using standardized core
(including pain intensity or prevalence outcomes to measure the impact of specialized
of severe pain, pain frequency, pain interprofessional pain care teams.
interference); interprofessional team = The impact of using person- and family-centred
functioning, communication or collaboration; care outcomes to evaluate the impact of

practice behaviour: pain interventions specialized interprofessional pain care teams.

delivered by health providers (including = The use of standardized tools to measure the
impact of specialized interprofessional pain care

documentation of pain interventions
teams.

delivered); practice behaviour: health
provider completion of pain assessment
(including documentation of pain
assessment); person or family satisfaction

= The development and use of tools to measure
specialized interprofessional pain care team
functioning, communication or collaboration.
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RECOMMENDATION QUESTION PRIORITY RESEARCH AREA

RECOMMENDATION QUESTION #2: = The impact of interactive education on knowledge
outcomes by discipline.

= Should interactive education on pain ) ) i .

= prevention, assessment and management = The impact of |nteract[ve education on knov_vledge
= . . scores for comprehensive undergraduate pain

< for students entering health professions be .

a education.

= recommended or not? . . )

= = The identification of reliable student knowledge
= Outcomes: Student competency (or the measurement outcomes and other core outcomes.
O knowledge and skills that contribute to = Further research to identify reliable knowledge

= those competencies); student confidence measurement outcomes.

or attitude; practice behaviour: pain
interventions delivered by students (including
documentation of pain interventions
delivered); practice behaviour: student
completion of pain assessment (including
documentation of pain assessment)

RECOMMENDATION QUESTION #3: = The impact of provider interactive education
on patient-reported outcomes such as patient

Should interactive education on pain satisfaction.

prevention, assessment and management for

e e R e e s e = Pain knowledge among different members of the

interprofessional team.
Outcomes: health provider competency (or
the knowledge and skills that contribute to
those competencies); practice behaviour:
pain interventions delivered by health
providers (including documentation of pain
interventions delivered); practice behaviour:
health provider completion of pain
assessment (including documentation of pain
assessment); health provider confidence or
attitude; health provider satisfaction
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Implementation strategies

Implementing guidelines at the point of care is multi-faceted and challenging. It takes more than awareness

and access to BPGs for practice to change. BPGs must be adapted for each practice setting in a systematic and
participatory way to ensure that recommendations fit the local context (145). The Leading Change Toolkit (developed
by RNAO in partnership with Healthcare Excellence Canada), provides evidence-based processes for this (see
Appendix G) (4).

The Leading Change Toolkit uses two complementary frameworks to guide evidence uptake and sustainability (see
Figure 2). They can be used together to maximize and accelerate change.

Figure 2: The Leading Change Toolkit: Two complementary frameworks to accelerate your success

SOCIAL
MOVEMENT ACTION
FRAMEWORK

KNOWLEDGE-
TO-ACTION
FRAMEWORK

ACCELERATING
YOUR
SUCCESS

Source: Reprinted with permission from: Registered Nurses’ Association of Ontario (RNAO), Healthcare Excellence Canada (HEC). Leading change toolkit
[Internet]. 4th ed. Toronto (ON): RNAO; 2024. Available from: RNAO.ca/leading-change-toolkit

The Social Movement Action Framework (1,2) is descriptive and identifies the defining elements of a social

movement for knowledge uptake and sustainability. It integrates a bottom-up, people-led approach to change for

a shared concern (or common cause) in which change agents and change teams mobilize individual and collective
action to achieve goals. The framework’s elements — categorized as preconditions, key characteristics and outcomes
— are dynamic, inter-related and develop spontaneously as the social movement evolves.
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The Knowledge-to-Action Framework uses a process model of action cycle phases to systematically guide the

adaptation of the new knowledge (e.g., a BPG) to the local context and implementation. This framework suggests
identifying and using knowledge tools/products (such as guidelines) to determine gaps and begin the process of
tailoring the new knowledge to local settings.

The Leading Change Toolkit is based on emerging evidence in health and social sciences that successful uptake and
sustainability of best practice in health care is more likely when the following occur:
1. BPGs are selected for implementation through a participatory process led by change agents and change teams.

2. The selected BPGs reflect priority areas for a shared concern that are credible, valued and meaningful, or for an
urgency for action.
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3. Others impacted by the change are identified and engaged throughout implementation to engage in individual
and collective action.

Receptivity for implementing BPGs, including environmental readiness, is assessed.
Implementation strategies are tailored to the local context and designed to address barriers.

Use of the BPG is monitored and sustained.

N e

Evaluation of the BPG’s impact is embedded in the process to determine if the goals and outcomes have been
met.

8. There are adequate resources to complete all aspects of the uptake and sustainability of the BPG.

9. The BPG is scaled up, out or deep, where possible, to widen its influence and create lasting health improvements.

RNAO is committed to the widespread dissemination, implementation and sustainability of our BPGs. We use a
systematic approach deploying various strategies, including the following:

1. The RNAO Best Practice Champion Network ", which powers the capacity of change agents to foster awareness,
engagement, adoption and sustainability of BPGs. RNAO best practice champions are persons and organizations
who are passionate about implementing evidence-based practices and mobilizing others. Together they can
improve care and health through the integration of competencies as defined by RNAO’s Best Practice Champions
Competency Framework. Champions include nurses and other health professionals from all roles and health
sectors, students, advocates, persons with lived experience and caregivers.

2. RNAO Clinical Pathways ™ are digitized recommendations and good practice statements embedded into
electronic medical records through a third-party software. Currently, these clinical pathways are available to all
Canadian Long-Term Care homes.

3. The Best Practice Spotlight Organization® (BPSO®) designation supports implementation at the organization and
system levels. BPSOs focus on developing evidence-based cultures with the specific mandate to implement,
evaluate and sustain multiple RNAO BPGs.

In addition, we offer annual capacity-building learning institutes on the implementation of practice change.

Information about our implementation strategies can be found at the following websites:

= RNAO Best Practice Champions Network": RNAO.ca/bpg/get-involved/champions

= RNAO Clinical Pathwaysm: RNAO.ca/bpg/implementation/clinicalpathways

= RNAO BPSO”: RNAO.ca/bpg/bpso

= RNAO capacity-building learning institutes and other professional development opportunities: RNAO.ca/events
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Appendix A: Glossary of terms

Acute pain: Pain that occurs suddenly, starts out as sharp or intense, and serves as a warning sign of disease

or threat to the body. Acute pain tends to be caused by injuries, illness, surgeries or other painful medical
procedures or traumas. Acute pain lasts less than six months, and usually disappears when the underlying cause
is treated or healed (24).

Best practice guidelines (BPG): “Best practice guidelines are systematically developed, evidence-
based documents that include recommendations for nurses and the interprofessional team, educators, leaders
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and policy makers, persons and their families on specific clinical and healthy work environment topics. BPGs

promote consistency and excellence in clinical care, health policies and health education, ultimately leading to
optimal health outcomes for people and communities and the health system” (146).

Best Practice Spotlight Organization® (BPSO®): A health service or academic organization that has formally
partnered with RNAO over a three-year period to create evidence-based practice cultures through the
systematic implementation and outcome evaluation of multiple best practice guidelines (BPGs) (147).

Caregivers: An individual that provides physical, psychological and emotional support, as deemed important
by the person receiving care. This care can include support in decision making, care coordination and
continuity of care. Caregivers can include family members, close friends or other individuals and they are
identified by the person receiving care or substitute decision maker (148).

*The term care partner may also be used commonly in practice

Chronic pain: Pain that persists or recurs for longer than three months, and often becomes the sole or
predominant clinical problem in some people (25). Chronic pain is multifactorial: biological, psychological

and social factors contribute to the pain syndrome (25). The International Classification of Diseases, Eleventh
Revision (ICD-11), by the World Health Organization (WHO) breaks chronic pain into the following sub-types
of chronic pain: chronic primary pain, chronic cancer related pain, chronic post-surgical or post traumatic pain,
chronic secondary musculoskeletal pain, chronic secondary visceral pain, chronic neuropathic pain and chronic
secondary or orofacial pain (25).

Comprehensive pain assessment: A comprehensive pain assessment is completed with anyone having the
presence, or risk of, any type of pain. The comprehensive pain assessment permits the health provider to elicit
the person’s subjective report of pain, including the sensory, psychologic, cultural, and emotional aspects of
their pain experience and understand the impact this has on the person’s life. A mnemonic is often used to
articulate the components of a comprehensive pain assessment such as the PQRSTU or OPQRSTUYV tools (58).

Cultural safety: “Cultural safety is about the experience of the patient. It is an outcome based on respectful
engagement that recognizes and strives to address power imbalances inherent in the health-care system. It results
in an environment free of racism and discrimination, where people feel safe when receiving health care” (149).
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Evidence-based practice: The integration of research evidence with clinical expertise and patient values. It
unifies research evidence with clinical expertise and encourages the inclusion of patient preferences (150).

Evidence-to-Decision (EtD) frameworks: A table that helps guideline panels make decisions when moving
from evidence to recommendations. The purpose of the Evidence-to-Decision framework (EtD) is to
summarize the research evidence, outline important factors that can determine the recommendation, inform
panel members about the benefits and harms of each intervention considered, and increase transparency about
the decision-making process in the development of recommendations (13).

External reviewer: Individuals or groups who commit to reviewing and providing feedback on the draft RNAO
best practice guideline prior to publication. External reviewers often include individuals or groups directly
impacted by the guideline topic and recommendations (e.g., people accessing health services, people working in
health service organizations or people with subject-matter expertise).

Families/Family: A term used to refer to individuals who are related to (biologically, emotionally or legally)
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and/or have close bonds (friendships, commitments, shared households and child rearing responsibilities, and
romantic attachments) with the person receiving health care. A person’s family includes all those whom the

person identifies as significant in his or her life (e.g., parents, caregivers, friends, substitute decision-makers,
groups, communities and populations). The person receiving care determines the importance and level of
involvement of any of these individuals in their care based on his or her capacity” (151).

Good practice statement: Good practice statements are directed primarily to nurses and the interprofessional
teams that provide care to persons and their families across the continuum of care, including (but not limited
to) primary care, home and community care, acute care and long-term care.

Good practice statements are actionable statements that should be done in practice (8). These are believed to
be so beneficial that summarizing the evidence would be a poor use of the expert panel’s time and resources
(8). Moreover, researchers may no longer be conducting studies on the topic, or the alternative to the action
may be unethical or studying them may go against human rights (8,9). Given the high level of certainty that
the benefits derived from the good practice statement outweigh the harms, they are not based on a systematic
review of the evidence and do not receive a rating of the certainty in their evidence or a strength (i.e., a rating of
conditional or strong, which is further discussed below) (10). This does not diminish certainty in the evidence.
While they are often supported by indirect evidence, there is a well-documented, clear and explicit rationale
connecting the indirect evidence to the statement (8). As such, good practice statements should be interpreted
as strong recommendations as there is an underlying assumption that there is high certainty in the benefits of
implementing the action (8).
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Grading of Recommendations Assessment, Development and Evaluation (GRADE): A methodological
approach to assess the certainty of a body of evidence in a consistent and transparent way and to develop
recommendations systematically. The body of evidence across identified important and/or critical outcomes
is evaluated based on the risk of bias, consistency of results, relevance of studies, precision of estimates,
publication bias, large effect, dose-response and opposing confounding (13).

When using GRADE, five components contribute to the assessment of confidence in the evidence for each
outcome. These components are as follows:

1. Risk of bias: Focuses on flaws in the design of a study or problems in its execution.

2. Inconsistency: Examines a body of evidence and assesses whether the results point in the same direction or
are different.

3. Imprecision: Refers to the accuracy of results based on the number of participants and/or events included,
and the width of the confidence intervals across a body of evidence.
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4. Indirectness: Each primary study that supports an outcome is assessed and a decision is made regarding the

applicability of the findings to the population, intervention and outcome outlined in the research question.

5. Publication bias: A decision about whether the body of published literature for an outcome potentially
includes only positive or statistically significant results (13).

Health equity: Equity is the absence of unfair, avoidable or remediable differences among groups of people,
whether those groups are defined socially, economically, demographically or geographically, or by other
dimensions of inequality (e.g., sex, gender, ethnicity, disability or sexual orientation). Health equity is achieved
when everyone can attain their full potential for health and well-being (152).

Health provider: Refers to regulated (e.g., nurses, physicians, dietitians, social workers) and unregulated (e.g.,
personal support workers) workers who are part of the interprofessional team.

Regulated health provider: In Ontario, the Regulated Health Professional Act, 1991 (RHPA) provides a
framework for regulating 26 health professions, outlining the scope of practice and the profession-specific
controlled or authorized acts that each regulated professional is authorized to perform when providing health
care and services (153).

Unregulated health provider: Unregulated health providers fulfill a variety of roles in areas that are not subject
to the RHPA. They are accountable to their employers but not to an external regulating professional body (such
as the College of Nurses of Ontario). Unregulated health providers fulfill their roles and tasks determined by
their employers. They are referred to as unregulated care providers (UCPs), depending on the practice setting
(e.g., long-term care). Unregulated health providers only have the authority to perform a controlled act as set
out in the RHPA if the procedure falls under one of the exemptions set out in the Act (154).

Health service organizations: Organizations delivering health-care services to defined communities or
populations. This includes, but is not limited to, family health teams, community health centres, home care
organizations and hospitals.
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Implementation science: “The scientific study of methods to promote the systematic uptake of research
findings and other evidence-based practices into routine practice, and, hence, to improve the quality and
effectiveness of health services and care” (155).

Indigenous: Introduced and used in a global context following the international efforts of Aboriginal peoples to
achieve a greater presence in the United Nations (UN). The UN broadly defines Indigenous persons as peoples
of long settlement and connection to specific lands who practise unique traditions and retain social, cultural,
economic and political characteristics distinct from those of the dominant societies in which they reside (156).
Under the UN definition, Indigenous is generally understood to include the following: self-identification at

the individual level and acceptance by an Indigenous community as a member; historical continuity with
pre-colonial or pre-settler societies; strong links to territories and surrounding natural resources; distinct
social, economic or political systems; and distinct language, culture and beliefs. Indigenous peoples form
non-dominant groups within society and resolve to maintain and reproduce their ancestral environments and
systems as distinctive peoples and communities (156).

The Canadian Constitution recognizes three groups of Indigenous peoples: First Nations, Inuit and Métis. These
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are three distinct peoples with unique histories, languages, cultural practices and spiritual beliefs (157).

Integrative approach to pain: An integrative approach to pain prevention, assessment and management
acknowledges the complexity and biopsychosocial nature of the pain experience and involves health providers
creating an individualized, person- and family-centred plan of care that combines treatment strategies to
include both pharmacological and non-pharmacological pain interventions (NPI) (73).

Interprofessional team: A team comprised of multiple health providers (regulated and unregulated) who work
collaboratively to deliver comprehensive and quality health services to persons within, between and across
health-care setttings (7). Key interprofessional team members supporting people experiencing pain may include
nurses, general practitioners, physicians, dieticians and pharmacists. It is important to emphasize that persons
and their family are at the centre of the interprofessional team as active participants.

Meta-analysis: A systematic review that uses statistical methods to analyze and summarize the results of the
included studies (158).

See systematic review
Mixed pain: An evolving concept currently defined as a “complex overlap of the different known pain types
(e.g., nociceptive, neuropathic and nociplastic) in any combination, acting concurrently and/or simultaneously

to cause pain in the same body area. Either mechanism may be more clinically predominant at any point in
time. Mixed pain can be acute or chronic” (26).

Neuropathic pain: Pain that is caused by a lesion or disease of the somatosensory nervous system (17).
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Nociceptive pain: Pain that arises from actual or threatened damage to non-neural tissue and is due to the
activation of nociceptors (17).

Nociplastic pain: Pain that arises from altered nociception despite no clear evidence of actual or threatened
tissue damage causing the activation of peripheral nociceptors or evidence for disease or lesion of the
somatosensory system causing the pain (17).

Non-pharmacological interventions for pain management (NPI): Interventions to prevent and/or manage
any type of pain that do not involve using pharmacological medication.

Non-randomized study (NRS): A quantitative study that estimates an intervention’ effectiveness. Participants
are allocated to different interventions using methods that are not random (158).
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Nurse: Refers to registered nurses, licensed practical nurses (referred to as “registered practical nurses” in

Ontario), registered psychiatric nurses and nurses in advanced practice roles, such as nurse practitioners and
clinical nurse specialists (153).

Outcomes: A dependent variable, or the clinical and/or functional status of a patient or population, used to
assess if an intervention is successful. In GRADE, outcomes are prioritized based on whether they are (a)
critical for decision making, (b) important but not critical for decision making, or (c) not important. The use of
these outcomes helps make literature searches and systematic reviews more focused (13).

Pain: “An unpleasant sensory and emotional experience associated with, or resembling that associated with,
actual or potential tissue damage”. Pain is both complex and multifactorial (86).

Pain assessment: “The systematic process of evaluating and quantifying a person’s experience of pain.
Gathering information from patients about their pain experience is essential to better understand and manage
it. This process relies on self-reported information, standardized scales and tools, non-verbal cues, and
consideration of various dimensions of pain, including its impact on the patient’s life. Accurate pain assessment
also considers pains location, impact, and cultural factors, ultimately guiding tailored treatments for improved
pain management and overall patient care” (28). There are a variety of tools that providers use to assess pain
(159).

Pain management: The use of pharmacological and non-pharmacological interventions to control the person’s
identified pain. Pain management includes the interprofessional health team and extends beyond pain relief,
encompassing the person’s quality of life, ability to work productively, enjoy recreation, function normally in the
family and society, and die with dignity (160).
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Pain prevention: Focuses on evidence-based primary, secondary and tertiary pain prevention strategies and
interventions.

= Primary prevention focuses on strategies and interventions to prevent acute pain, such as post-surgical pain
(e.g., pharmacotherapy, physiotherapy, massage, relaxation and education).

= Secondary strategies focus on preventing the development of chronic pain (e.g., time-contingent exercise and
medication).

= Tertiary pain prevention focuses on strategies to reduce the impact of chronic pain (e.g., interprofessional
pain teams) (28).

Pain screening: A process of determining the presence or absence of any type of pain. If screening for pain
identifies the presence of pain, then a more detailed and comprehensive pain assessment of this pain reporting
is required (161).

Person: An individual with whom a health or social service provider has established a therapeutic relationship

» «

for the purpose of partnering for health. Replaces the terms “patient,” “client” and “resident” used across health
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and social service organizations (151).

Person- and family-centred care: An “approach to care [demonstrating] certain practices that put the person
and their family members at the centre of health care and services. Person- and family-centred care respects and
empowers individuals to be genuine partners with health-care providers for their health” (151).

Persons with lived experience: Members of the community who have first-hand experience and knowledge of
the topic of interest either as a person, unpaid caregiver or advocate. Persons with lived experience are a diverse
group with various backgrounds and experiences (162).

PICO research question: A framework to outline a focused question. It specifies four components:
= Patient or population that is being studied.

= Intervention to be investigated.

= Comparison or alternative intervention.

= Outcome of interest (13).

Quantitative research: A research approach that investigates phenomena with tools that produce statistical
measurements/numerical data (163).

Randomized controlled trial (RCT): An experiment in which the investigator assigns one or more
interventions to participants who are randomly allocated to either the experimental group (receives
intervention) and the comparison (conventional treatment) or control group (no intervention or placebo)
(158).
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Recommendation: A course of action(s) that directly answers a recommendation question (also known
as a “PICO research question”). A recommendation is based on a systematic review of the literature and
is made in consideration of its (a) benefits and harms (b) values and preferences and (c) health equity. All
recommendations are given a strength, either strong or conditional, through panel consensus.

It is important to note that recommendations should not be viewed as dictates, because they cannot take into
account all of the unique features of individual, organizational and clinical circumstances (13).

Recommendation question: A priority research area of practice, policy or education identified by expert panel
members that requires evidence to answer. The recommendation question may also aim to answer a topic area

around which there is ambiguity or controversy. The recommendation question informs the research question,

which guides the systematic review.

>
=
-
m
b=
o
(@)
m
w

Self-management: Often associated with self-care and includes various activities that persons undertake to live
well with one or more chronic conditions (164).

Systematic review (SR): A comprehensive review of the literature that uses clearly formulated questions and
systematic and explicit methods to identify, select and critically appraise relevant research. A systematic review
collects and analyzes data from the included studies and presents them, sometimes using statistical methods
(158).

See meta-analysis
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Appendix B: RNAO guidelines and resources
that align with this guideline

The following are some topics and suggested RNAO guidelines and resources from other organizations that align with
this BPG.

TOPIC RESOURCE(S)
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Cultural safety and
anti-racism

Booker SQ, Bartley EJ, Powell-Roach K, et al. The imperative for racial
equality in pain science: a way forward. J Pain. 2021;22(12):1578-85.
Available from: https://doi.org/10.1016/j.jpain.2021.06.008

Morales, ME, Yong RJ. Racial and ethnic disparities in the treatment of
chronic pain. Pain Med. 2021 Jan;22(1):75-90. Available from: https:/doi.
org/10.1093/pm/pnaa427

Harm reduction

Registered Nurses’ Association of Ontario (RNAO). Engaging clients who
use substances [Internet]. Toronto (ON): RNAO; 2015 Mar. Available from:

https://rnao.ca/bpg/guidelines/engaging-clients-who-use-substances

Health equity

Health Equity. In: EQUIP Health Care. Vancouver (BC): The University of
British Columbia; [date unknown]. Available from: https://equiphealthcare.

ca/resources/about-health-equity-and-health-equity-interventions/

Implementation
science,
implementation
frameworks and
resources

Registered Nurses’ Association of Ontario (RNAO), Healthcare Excellence
Canada (HECQ). Leading change toolkit [Internet]. 4th ed. Toronto (ON):
RNAO; 2024. Available from: https:/www.RNAO.ca/leading-change-toolkit

Interprofessional
collaboration

Registered Nurses’ Association of Ontario (RNAO). Developing
and sustaining interprofessional health care: optimizing patient,
organizational and system outcomes [Internet]. Toronto (ON): RNAO; 2013

Dec. Available from: https:/rnao.ca/bpg/guidelines/interprofessional-team-
work-healthcare

Person- and family-
centred care

Registered Nurses’ Association of Ontario (RNAO). Person- and family-
centred care [Internet]. Toronto (ON): RNAO; 2015 May. Available from:
https://rnao.ca/bpg/guidelines/person-and-family-centred-care

Note: This BPG is currently under revision.
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https://rnao.ca/bpg/guidelines/interprofessional-team-work-healthcare
https://rnao.ca/bpg/guidelines/interprofessional-team-work-healthcare
https://rnao.ca/bpg/guidelines/person-and-family-centred-care
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TOPIC RESOURCE(S)

Pain management = Busse JW, Craigie S, Juurlink DN. Guideline for opioid therapy and chronic
noncancer pain. CMAJ [Internet]. 2017 May 8;189(18):E659-66. Available
from: https:/doi.org/10.1503/cmaj.170363

= Manchikanti L, Kaye AM, Knezevic NN, et al. Responsible, safe, and
effective prescription of opioids for chronic non-cancer pain: American
Society of Interventional Pain Physicians (ASIPP) Guidelines. Pain
Physician [Internet]. 2017;20(25):53-92. Available from: https://www.

painphysicianjournal.com/current/pdf?article=NDIwMg%3D %3D &journal=
103

= Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids
for Chronic Pain — United States, 2016. MMWR Recomm Rep [Internet].
2016;65(No. RR-1):1-49. Available from: http://dx.doi.org/10.15585/mmwvr.
rr6501e1

= Health Quality Ontario (HQO). Chronic pain: care for adults, adolescents,
and children [Internet]. Toronto (ON): HQO; 2020. Available from: https:/
www.hqgontario.ca/Portals/0/documents/evidence/quality-standards/qs-
chronic-pain-quality-standard-en.pdf
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= Health Quality Ontario (HQO). Opioid prescribing for acute pain: care for
people 15 years of age and older [Internet]. Toronto (ON): HQO; 2018.
Available from: https://www.hgontario.ca/portals/0/documents/evidence/
guality-standards/qgs-opioid-acute-pain-clinician-guide-en.pdf

= Institute of Clinical Systems Improvement (ICSI). Pain: assessment, non-
opioid treatments approaches and opioid management [Internet]. 8th ed.
Version 2. Bloomington (MN): ICSI; [revised 2017 Aug]. Available from:

https://www.icsi.org/guideline/pain/

= National Institute for Health and Care Excellence (NICE). Chronic pain
(primary and secondary) in over 16s: assessment of all chronic pain
and management of chronic primary pain [Internet]. Manchester (UK):
NICE; 2021 Apr 7. Available from: https://www.nice.org.uk/guidance/

ng193/resources/chronic-pain-primary-and-secondary-in-over-16s-
assessment-of-all-chronic-pain-and-management-of-chronic-primary-pain-
pdf-66142080468421

= Scottish Intercollegiate Guidelines Network (SIGN). Management of
chronic pain: a national clinical guideline [Internet]. Edinburgh (UK): SIGN;
2013 Dec [revised 2019 Aug]. Available from: https://www.sign.ac.uk/
media/2097/sign136_2019.pdf

= U.S. Department of Veterans Affairs. Clinical practice guideline for the
use of opioids in the management of chronic pain [Internet]. Version
4.0. Washington (DC): U.S. Department of Veterans Affairs; 2022 May.
Available from: www.healthquality.va.gov/guidelines/pain/cot/

= World Health Organization (WHO). Guidelines on the management of
chronic pain in children [Internet]. Geneva (CH): WHO; 2020. Available

from: https://www.who.int/publications/i/item/9789240017870
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TOPIC RESOURCE(S)

Pain management = Pain Treatment Services. In: International Association for the Study of Pain
cont. (IASP) [Internet]. Washington (DC): IASP; c2021. Available from: https://
Www.iasp-pain.org/resources/quidelines/pain-treatment-services/

= Health Service Organization (HSO). HSO pediatric pain management.
Ottawa (ON): HSO; 2023 Mar. Available from: https://healthstandards.org/

standards/pediatric-pain-management-can-hso-13200-2023-e/

Palliative and end- = Registered Nurses’ Association of Ontario (RNAO). A palliative approach
of-life care to care in the last 12 months of life [Internet]. Toronto (ON): RNAQ; 2020
Mar. Available from: https://rnao.ca/bpg/guidelines/palliative-approach-
care-last-12-months-life

= Registered Nurses’ Association of Ontario (RNAO). End-of-life care
during the last days and hours [Internet]. Toronto (ON): RNAO; 2011 Sep.
Available from: https:/rnao.ca/bpg/guidelines/endoflife-care-during-last-
days-and-hours
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Trauma-informed = Registered Nurses’ Association of Ontario (RNAO). Crisis intervention
practices for adults using a trauma-informed approach: initial four weeks of
management [Internet]. Toronto (ON) RNAO; 2017 Dec. Available from:
https://rnao.ca/bpg/guidelines/crisis-intervention

78 »RNAO REGISTERED NURSES’ ASSOCIATION OF ONTARIO


https://www.iasp-pain.org/resources/guidelines/pain-treatment-services/
https://www.iasp-pain.org/resources/guidelines/pain-treatment-services/
https://healthstandards.org/standards/pediatric-pain-management-can-hso-13200-2023-e/
https://rnao.ca/bpg/guidelines/palliative-approach-care-last-12-months-life
https://rnao.ca/bpg/guidelines/palliative-approach-care-last-12-months-life
https://rnao.ca/bpg/guidelines/endoflife-care-during-last-days-and-hours
https://rnao.ca/bpg/guidelines/endoflife-care-during-last-days-and-hours
https://rnao.ca/bpg/guidelines/crisis-intervention

Pain: Prevention, assessment and management — Fourth edition

Appendix C: Comprehensive pain assessment
mnemonic (OPQRSTUV)

The following mnemonic can be used to conduct a comprehensive pain assessment. Note that this assessment may
not be the most appropriate tool for all presentations of pain.

Onset When did the pain begin? How long does it last? How often does the pain
occur?

Provoking/Palliating What brings on the pain? What makes it better? What makes it worse? E
=

Quality What does the pain feel like? Can you describe it? E
o

Region/Radiation Where is the pain located? Does it spread anywhere?

Severity What is the intensity of the pain? Rate your pain on a scale of 0 to 10 with

0 being no pain and 10 being the worst possible pain.

Timing/Treatment Is the pain constant? Does it come and go? Is it worse at any particular
time?

What medication and treatments are you currently using?
How effective are these?

Do you have any side effects from the medication and treatments?

Understanding/ What do you believe is causing the pain?

Lol =TTV Are there any other symptoms with the pain?

How is this pain impacting you and your family?

Values What is your goal for this pain? What is your comfort goal or acceptable
level for this pain? Rate your goal on a scale of 0 to 10 with 0 being no
pain and 10 being the worst possible pain.

Are there any other views or feelings about this pain that are important
to you and your family? Is there anything else you would like to say about
your pain that has not already been discussed or asked?

Source: Adapted from: Fraser Health. Hospice palliative care program: symptom guidelines [Internet]. Surrey (BC): Fraser Health; 2019. Available from:
https://www.fraserhealth.ca/-/media/Project/FraserHealth/FraserHealth/Health-Professionals/Professionals-Resources/Hospice-palliative-care/Sections-
PDFs-for-FH-Aug31/9524-01-05-FH---Sym Guide-Intro-vO5FINAL.pdf
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Appendix D: Pain screening and assessment
tools

Pain screening and assessment tools can be self-reported (by the individual experiencing pain and/or their family)

or observational (behaviours observed by a health provider in an individual who is unable to communicate or is
unconscious). The section below describes validated tools that can be used to assess pain in various populations and
contexts. However, this is not an exhaustive list. Please follow organizational policies for pain tool usage. Not all tools
are validated for all populations and settings. RNAO does not endorse the use of any one specific pain screening and
assessment tool.

Table 12: Self-report pain scales or tools (by population and context)

© POPULATION

o AND CONTEXT SELF-REPORT TOOLS TOOL RESOURCE

=

E Acute pain in = Wong-Baker FACES Pain Wong-Baker FACES Foundation [Internet].
< children Rating Scale (3-18 years) Oklahoma City (OK): Wong-Baker FACES

Foundation; c2016. Available from: https://
wongbakerfaces.org/

» Visual Analogue Scale (VAS) McGill University Health Centre, The

ages 8 and older) Montreal Children’s Hospital. Pain
assessment & measurement guidelines
[Internet]. Montréal (QC): McGill
University; 2008. Available from: https:/
www.mcgill.ca/anesthesia/files/anesthesia/

mch_pain_guidelines.pdf

= Faces Pain Scale Revised Faces Pain Scale — Revised. In: International
(FPS-R): A self-report pain Association for the Study of Pain (OASP)
intensity measure developed [Internet]. Washington (DC): IASP; c2021.

for use with children Available from: https://www.iasp-pain.org/

resources/faces-pain-scale-revised/

*Requires permission to publish tool itself

= Numerical Rating Scale (NRS)- Trottier ED, Ali S, Doré-Bergeron, MJ,

11 (ages 6 and older) Chauvin-Kimoff L. Position statement:
best practices in pain assessment and
management for children. Paediatr Child
Health. 2022;27(7):429-37. Available from:

https://doi.org/10.1093/pch/pxac048
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POPULATION

AND CONTEXT

Acute pain in
adolescents

Pain: Prevention, assessment and management — Fourth edition

SELF-REPORT TOOLS TOOL RESOURCE
= Wong-Baker FACES pain scale See above
(3-18 years)
= Visual Analogue Scale (VAS) See above
= Numerical rating scale (NRS)- See above

11

Acute pain
in adults
(including
cognitively
intact older
adults)

Brief Pain Inventory (BPI)

The Brief Pain Inventory. In: The University
of Texas MD Anderson Cancer Center
[Internet]. [place unknown]: MD Anderson
Cancer Center; c2024. Available from:
https://www.mdanderson.org/research/
departments-labs-institutes/departments-
divisions/symptom-research/symptom-

assessment-tools/brief-pain-inventory.html

Visual Analogue Scale (VAS)

See above

Numerical Rating Scale (NRS)-
11

See above

Summary of self-report
pain assessment tools in
cognitively intact older adults

Kang Y, Demiris G. Self-report pain
assessment tools for cognitively intact
older adults: integrative review. Int J
Older People Nurs. 2018 Jun;13(2):e12170.

Available from: https://pmc.ncbi.nim.nih.

gov/articles/PMC5886828/pdf/nihms902431.

pdf
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POPULATION

AND CONTEXT

SELF-REPORT TOOLS

TOOL RESOURCE

Ambulatory
and adult in-
patient settings
and assessment
of chronic pain

= Brief Pain Inventory (BPI)
[short form]

= The Clinically Aligned Pain
Assessment Measure (CAPA)

= Defense and Veterans Pain
Rating Scale

= The Geriatric Pain Measure

= The PEG

= The Short Form 36 (QoL tool)
= Bodily Pain Scale

= Pain Monitor

Scher, C. Petti E, Meador L, et al.
Multidimensional pain assessment tools for
ambulatory and inpatient nursing practice.
Pain Manag Nurs. 2020 Oct;21(5):416-

22. Available from: https:/pmc.ncbi.

nlm.nih.gov/articles/PMC7554114/pdf/
nihms-1579700.pdf

Table 13: Observational (behavioural) tools (by population and context)

POPULATION

AND CONTEXT

OBSERVATIONAL
(BEHAVIOURAL) TOOLS

TOOL RESOURCE

Pre-term and
term infants

For acute procedural pain:

= Neonatal Infant Pain Scale
(NIPS) (facial expression, cry,
breathing patterns, arms, legs,
state of arousal)

= Premature Infant Pain Profile
(PIPP)

= Premature Infant Pain Profile-
Revised (PIPP-R) (includes
additional behavioural
indicators)

= Face, Legs, Activity, Cry,
Consolability Scale (FLACC or
r-FLACC) (validated for birth to
adolescence)

UW Health Kids. Neonatal Infant Pain
Scales [Internet]. Madison (WI): University
of Wisconsin; [updated 2021 Jul]. Available
from: https://patient.uwhealth.org/
healthfacts/7711

Stevens BJ, Gibbins S, Yamada J, et al. The
premature Infant Pain Profile-Revised
(PIPP-R): initial validation and feasibility.

Clin J Pain. 2014 Mar;30(3):238-43. Available
from: https://efisiopediatric.com/wp-content/
uploads/2017/08/The-Premature-Infant-Pain-
Profile-Revised-PIPP-R.pdf

Trottier ED, Ali S, Doré-Bergeron, MJ,
Chauvin-Kimoff L. Position statement:
best practices in pain assessment and
management for children. Paediatr Child
Health. 2022;27(7):429-37. Available from:

https://doi.org/10.1093/pch/pxac048
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POPULATION

AND CONTEXT

Pre-term and
term infants
cont.

Pain: Prevention, assessment and management — Fourth edition

OBSERVATIONAL
(BEHAVIOURAL) TOOLS

For post-operative pain:

= Neonatal Pain, Agitation
and Sedation Scale (N-PASS)
(some validation for acute
procedural pain) (crying/
irritability, behaviour state,
facial expression, extremities
tone, vital signs)

= Pain Assessment Tool (PAT)
(Posture/tone, sleep pattern,
expression, colour, cry,
respirations, heart rate, oxygen
saturation, blood pressure,
nurse’s perception)

TOOL RESOURCE

Hillman BA, Tabrizi MN, Gauda EB, et al.

The Neonatal Pain, Agitation and Sedation
scale and the bedside nurse’s assessment

of neonates. J Perinatol. 2015;35(2):128-31.
Available from: https://pmc.ncbi.nlm.nih.gov/
articles/PMC5526063/

Spence K, Gillies D, Harrison D, et al. A
reliable pain assessment tool for clinical as-
sessment in the neonatal intensive care unit.
JOGNN. 2005 Jan;34(1):80-6. Available from:
https://doi.org/10.1177/0884217504272810

For prolonged pain:
= COMFORTneo Scale

Meesters NJ, Dilles T, van Rosmalen J.
COMFORTnNeo scale: a reliable and valid
instrument to measure prolonged pain in
neonates? J Perinatol. 2023;43:595-600.
Available from: https://doi.org/10.1038/
s41372-023-01628-1

= Summary of validated neo-
natal pain scales

Olsson E, Ahl H, Bengtsson K. The use

and reporting of neonatal pain scales: a
systematic review of randomized trials. Pain.
2021;162(2):353-360. Available from: https:/
doi.org/10.1097/j.pain.0000000000002046

= Practice update for the as-
sessment and management of
pain in preterm infants

Campbell-Yeo M, Eriksson M, Benoit B.
Assessment and management of pain in pre-
term infants: a practice update. Children.
2022;9(2):244. Available from: https:/doi.

0rg/10.3390/children9020244

Children in
acute pain with
developmental
disability

= Revised Face, Legs, Activity,
Cry, and Consolability Scale
(r-FLACCQ)

= Non-Communicating Children’s
Pain Checklist — Post-operative
Version (NCCPC-PV)

= |ndividualized Numeric Rating
Scale (INRS)

s Pediatric Pain Profile (PPP)

Crosta QR, Ward TM, Walker AJ, Peters LM.
A review of pain measures for hospitalized
children with cognitive impairment. J Spec

Pediatr Nurs. 2014 Apr;19(2):109-18. Avail-

able from: https:/pmc.ncbi.nlm.nih.gov/

articles/PMC4100776/pdf/nihms-573204.pdf
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POPULATION

AND CONTEXT

OBSERVATIONAL
(BEHAVIOURAL) TOOLS

TOOL RESOURCE

Children with
pain in critical
care

= COMFORT Behaviour Scale
(COMFORT-B) (intubated and
ventilated, 0-18 years)

Boerlage AA, Ista E, Duivenvoorden HJ. The
COMFORT behaviour scale detects clinically
meaningful effects of analgesic and sedative
treatment. Eur J Pain. 2015:19(4);473-79.
Available from: https:/doi.org/10.1002/

ejp.569

Sedation and Weaning in Children
(SANDWICH). COMFORT B teaching posters.
Belfast (UK): Queen’s University Belfast;
2018-2019. Available from: https:/www.
qub.ac.uk/sites/sandwich/filestore/champion-
pack/Filetoupload,909564,en.pdf

Adolescents
experiencing
chronic pain

= Bath Adolescent Pain Ques-
tionnaire (BAPQ)

= PROMIS Pediatric Pain Inter-
ference Scale (PII)

= Child Activity Limitations
Questionnaire (CALQ)

= Pain Interference Index (PII)
= Pain Experience Questionnaire

(PEQ)

= Pain-Related Problem List for
Adolescents (PRBL-A)

Greenough MJ, Jibb L, Lewis KB, et al. A
systematic review of the biopsychosocial
dimensions affected by chronic pain in
children and adolescents: identifying
reliable and valid pediatric multidimensional
chronic pain assessment tools. Pain Rep.
2023;8(6):€1099. Available from: https:/doi.
0rg/10.1097/PR9.0000000000001099

Pain in

adults with
intellectual and
developmental
disabilities

= HELP tool (health, environ-
mental support, lived experi-
ence, psychiatric conditions)

Surrey Place. HELP with emotional and
behavioural concerns in adults with
intellectual and developmental disabilities
[Internet]. Toronto (ON): Surrey Place;
[updated 2019 Jul]. Available from: https:/
oen.echoontario.ca/media/HELP-4-BTC-in-

IDD.pdf

= Chronic Pain Scale for
Nonverbal Adults with
Intellectual Disabilities (CPS-
NAID)

Centre for Pediatric Pain Research.

Chronic pain scale for nonverbal adults
with intellectual disabilities (CPS-NAID)
[Internet]. Halifax (NS): Centre for Pediatric
Pain Research; 2013. Available from:
https://www.pediatric-pain.ca/wp-content/

uploads/2013/04/CPSNAID.pdf
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POPULATION OBSERVATIONAL

AND CONTEXT (BEHAVIOURAL) TOOLS TOOL RESOURCE

Pain in = Disability Distress Assessment How to use DisDAT. In: St Oswald'’s Hospice.

adults with Tool (DisDAT) Newcastle upon Tyne (UK): St Oswald’s

intellectual and Hospice; [date unknown]. Available from:

developmental https://www.stoswaldsuk.org/how-we-help/

disabilities cont. we-educate/education/resources/how-to-use-
disdat/

St Oswald’s Hospice. DisDAT: distress and
discomfort assessment tool [Internet].
Version 22. Newcastle upon Tyne (UK): St
Oswald'’s Hospice; 2022. Available from:
https://www.stoswaldsuk.org/wp-con-tent/

uploads/2022/11/disdat-22.pdf
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Adults in critical = Behavioral Pain Scale (BPS or Gélinas C, Joffe AM, Szumita PM, et
care (intubated BPS-NI) al. A psychometric analysis update of
and ventilated) behavioural pain assessment tools for
non-communicative, critically ill adults.
AACN Adv Crit Care. 2019;30(4):365-87.
Available from: https://doi.org/10.4037/

aacnacc2019952
= Critical-Care Pain Observation Gélinas C, Bérubé M, Puntillo KA,
Tool (CPOT or CPOT-Neuro) et al. Validation of the Critical-Care

Pain Observation Tool-Neuro in brain-
injured adults in the intensive care unit:

a prospective cohort study. Crit Care.
2021;25(1):142. Available from: https:/doi.
0rg/10.1186/s13054-021-03561-1

BEST PRACTICE GUIDELINES - RNAO.ca »RNAO 35


https://www.stoswaldsuk.org/how-we-help/we-educate/education/resources/how-to-use-disdat/
https://www.stoswaldsuk.org/how-we-help/we-educate/education/resources/how-to-use-disdat/
https://www.stoswaldsuk.org/how-we-help/we-educate/education/resources/how-to-use-disdat/
https://www.stoswaldsuk.org/how-we-help/we-edu-cate/education/resources/how-to-use-disdat/ 
https://www.stoswaldsuk.org/wp-content/uploads/2022/11/disdat-22.pdf
https://www.stoswaldsuk.org/wp-content/uploads/2022/11/disdat-22.pdf
https://doi.org/10.4037/aacnacc2019952
https://doi.org/10.4037/aacnacc2019952
https://doi.org/10.1186/s13054-021-03561-1
https://doi.org/10.1186/s13054-021-03561-1

wn
L
o
o
=
[N}
o
o
<

86

POPULATION

AND CONTEXT

Older adults
living with
dementia (acute
and/or chronic
pain)*

*Health
providers should
also ask the
resident to self-
report pain (do
you have any
pain, aching or
soreness?) and
they should
observe the
resident during
movement if
able, not just at
rest.
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OBSERVATIONAL
(BEHAVIOURAL) TOOLS

= Pain Assessment in Advanced
Dementia Tool (PAINAD)

TOOL RESOURCE

Geriatric Pain. Pain assessment in advanced
dementia (PAINAD) [Internet]. lowa City (I1A):
The University of lowa; [date unknown].
Available from: https://geriatricpain.org/

sites/geriatricpain.org/files/2020-06/PAINAD.
pdf

Nathan K. The Highly Accurate PAINAD
Scale: Pain Assessment in Advanced
Dementia Scale. In: Geriatric Academy
[Internet]. [place unknown]: Geriatric
Academy; 2023 Jun 30. Available from:
https://geriatricacademy.com/painad-scale/

= Pain Assessment Checklist for
Seniors with Limited Ability to
Communicate Tool (PACSLAC
and PASSLAC II)

Geriatric Pain. The pain assessment scale for
seniors with severe dementia (PACSLAC).
lowa City (IA): The University of lowa;
[revised 2019 Mar]. Available from: https://
geriatricpain.org/sites/geriatricpain.org/
files/2023-06/PACSLAC Final%20with%20

logo2.pdf

Geriatric Pain. Pain assessment checklist for
seniors with limited ability to communicate-
Il (PACSLAC-II). lowa City (IA): The University
of lowa; [reviewed 2023 Nov]. Available
from: https://geriatricpain.org/sites/
geriatricpain.org/files/2023-12/Clinicians %20
PASLAC%2011%20Instructions%20and %20

T001%20%282023%29.pdf

Geriatric Pain. Pain assessment checklist for
seniors with limited ability to communicate
(PACSLACQ). lowa City (IA): The University
of lowa; [date unknown]. Available from:
https://geriatricpain.org/sites/geriatricpain.

org/files/2020-06/PACSLAC.pdf

= Pain Assessment in Impaired
Cognition (PAIC15)

Kunz M, de Waal MWM, Achterberg WP, et
al. The pain assessment in impaired cogni-
tion scale (PAIC15): a multi-disciplinary and
international approach to develop and test
a meta-tool for pain assessment in impaired
cognition, especially dementia. Eur J Pain.
2020 Jan;24(1):192-208. Available from:
https://doi.org/10.1002/ejp.1477
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https://geriatricpain.org/sites/geriatricpain.org/files/2020-06/PACSLAC.pdf
https://geriatricpain.org/sites/geriatricpain.org/files/2020-06/PACSLAC.pdf
https://doi.org/10.1002/ejp.1477
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OBSERVATIONAL
(BEHAVIOURAL) TOOLS

TOOL RESOURCE

Older adults
living with
dementia (acute
and/or chronic
pain)* cont.

= MOBID-2 Pain Scale

Husebo BS, Ostelo R, Strand LI. The MOBID-2
pain scale: reliability and responsiveness to
pain in patients with dementia. Eur J Pain.
2014 Nov;18(10):1419-30. Available from:

https://doi.org/10.1002/ejp.507

= Fact sheet for assessing pain in
older adults with dementia

Pain Assessment in Dementia. In:
International Association for the Study of
Pain (IASP) [Internet]. Washington (DC):
IASP; 2021 Jul 9. Available from: https:/
WwWw.iasp-pain.org/resources/fact-sheets/
pain-assessment-in-dementia/

Palliative pain in
adults

= Edmonton Symptom As-
sessment Scale-revised (ESAS-r)

Alberta Health Services. Edmonton symptom
assessment system revised (ESAS-r).
Edmonton (AB): Alberta Health Services;
[revised 2015 Aug]. Available from: https:/
www.albertahealthservices.ca/frm-07903.pdf

= Fraser Health Hospice Pallia-
tive Care Program Symptom
Assessment Acronym
(OPQRSTUV mnemonic)

Fraser Health. Symptom assessment acronym
[Internet]. Surrey (BC): Fraser Health;
c2006-2019. Available from: https://www.
fraserhealth.ca/-/media/Project/FraserHealth/
FraserHealth/Health-Professionals/
Professionals-Resources/Hospice-palliative-
care/SymptomAssessmentRevised Sept09.pdf

BEST PRACTICE GUIDELINES - RNAO.ca #»RNAO

87

>
o
o
rm
=
o
(@)
rm
w



https://doi.org/10.1002/ejp.507
https://www.iasp-pain.org/resources/fact-sheets/pain-assessment-in-dementia/
https://www.iasp-pain.org/resources/fact-sheets/pain-assessment-in-dementia/
https://www.iasp-pain.org/resources/fact-sheets/pain-assessment-in-dementia/
https://www.albertahealthservices.ca/frm-07903.pdf
https://www.albertahealthservices.ca/frm-07903.pdf
https://www.fraserhealth.ca/-/media/Project/FraserHealth/FraserHealth/Health-Professionals/Professionals-Resources/Hospice-palliative-care/SymptomAssessmentRevised_Sept09.pdf
https://www.fraserhealth.ca/-/media/Project/FraserHealth/FraserHealth/Health-Professionals/Professionals-Resources/Hospice-palliative-care/SymptomAssessmentRevised_Sept09.pdf
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Table 14: Additional tools by pain type

The following pain tools can be considered for use by interprofessional team members, in particular those working in

specialty areas such as pain clinics and interprofessional pain teams or in primary care settings.

CLINICAL

CONDITION VALIDATED TOOL SOURCE

Diabetic peripheral BPI (diabetes The Brief Pain Inventory. In: The University of
neuropathy neuropathy) Texas MD Anderson Cancer Center [Internet].

[place unknown]: MD Anderson Cancer Center;
c2024. Available from: https://www.mdanderson.

org/research/departments-labs-institutes/
departments-divisions/symptom-research/

v

] symptom-assessment-tools/brief-pain-inventory.

a html

=

Ll

a

< Neuropathic pain BPI (zoster) The Brief Pain Inventory. In: The University of
from herpes zoster Texas MD Anderson Cancer Center [Internet].
(shingles) [place unknown]: MD Anderson Cancer Center;

c2024. Available from: https://www.mdanderson.

org/research/departments-labs-institutes/

departments-divisions/symptom-research/
symptom-assessment-tools/brief-pain-inventory.

html
Complex regional Budapest criteria Mesaroli G, Hundert A, Birnie KA et al. Screening
pain syndrome and diagnostic tools for complex regional pain
(CRPS) syndrome: a systematic review. Pain. 2021

May;162(5):1295-1304. Available from: https:/
doi.org/10.1097/j.pain.0000000000002146
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https://doi.org/10.1097/j.pain.0000000000002146
https://doi.org/10.1097/j.pain.0000000000002146
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Appendix E: Scoping review results: Non-
pharmacological approaches to pain
management

A total of 146 SRs were included in the scoping review (165-310). The SRs included study designs that

were predominantly RCTs and some NRSs. The SRs each included between 3 to 2,115 primary studies

conducted globally, most commonly in North America and Western Europe. The NPIs were delivered in

hospital settings (in-patient units or clinics) and in the community (primary care, home or long-term care).
Twenty-six reviews focused on the pediatric population (i.e., 0-18 years of age) (175,177,178,181,191,193-
195,197,201,205,211,213,230,231,236,244,245,261,276,277,281,287,293,295,310), 116 reviews were focused on adults
(i.e., 18-64 years) (165-172,174,176,179,180,182-184,186-190,192,196,198-200,202-204,206-210,212,214-218,220-
229,232-235,237-243,246-252,254-260,262-275,278-280,282-286,288-292,294,296-309) and only four reviews
focused on older adults living in congregate settings (i.e., >60 years of age) (173,185,219,253). Some reviews that
included children and adolescents also included studies conducted in adult populations, depending on the context of
the review (168,179,271,275,279). Across the included reviews, NPIs were delivered for a variety of pain experiences
including acute pain (i.e., pain associated with specific medical conditions, surgical post-operative pain and pain
associated with medical tests and procedures), chronic pain, neuropathic pain and nociceptive pain.

A range of physical NPIs (165-167,170,171,174,179,180,182,183,185-187,190,196,200,202-
204,207,214,215,218,220,222,223,225,226,229,232-235,239,241-243,246,248-250,254,256,258-260,262,266-
268,272,274,278,282,285,286,288,289,291,292,294,296,298,299,302,304,308), two occupational therapy interventions
(210,247) and a wide range of psychological non-pharmacologic interventions (168,178,181,191,192,195,197-
199,201,205,206,208,212,216,224,227,230,231,236,237,244,245,261,270,271,277,280,281,283,287,293,295,309,310)
were delivered across the 146 SRs. Physical NPI strategies included exercise, aerobic

conditions, strength and balance training, aqua therapy and breathing exercises
(165,171,174,179,180,183,186,187,196,200,202,204,214,215,220,225,229,239,241,242,246,248,249,256,260,266—
268,278,282,285,288,290-292,294,297,302) and some included an element of education and self-management.
Physical NPIs were delivered alone or in conjunction with pharmacologic pain management strategies. Psychological
strategies included the use of cognitive behavioural therapy, acceptance and commitment therapy and various
approaches that featured distraction techniques and other psychological interventions (168,178,181,191,192,195,197-
199,201,205,206,208,212,216,224,227,230,231,236,237,244,245,261,270,271,277,280,281,283,287,293,295,309,310).
Additional psychological interventions included comforting interventions such as music therapy, breastfeeding,
kangaroo care or animal-assisted interventions (175,181,193,194,211,213,219,224,227,238,240,251,269,273,275,279,30
0,305). Refer to Table 15 for further details.
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Table 15: Number of systematic reviews focused on non-pharmacological approaches (NPI) to pain
management: Type of NPI and population

Total number

Non-pharmacological Children & of systematic
intervention adolescents Adults Older adults reviews
Physical therapy 66 1 67
Occupational therapy 2 2
Psychological 18 17 35
Other psychological 7 10 1 18

NPIs (e.g., music, music
therapy/music medicine,
animal-assisted therapy,
comfort [breastfeeding,
sucrose feeding, kangaroo
care, facilitated tucking],
therapeutic play)

Self-management/education* 2 2

Mixed (physical + 1 19 2 22
psychological)

Total number of systematic
reviews 26 116 4 146

*Ten systematic reviews reported education as a supplementary strategy to the primary NPI

Across the included reviews, the NPIs were delivered for a variety of pain experiences. 54 reviews

examined NPIs to manage acute pain (pain associated with specific medical conditions, post

operative surgical pain and pain anticipated and/or associated with medical tests and procedures)
(168,171,172,175,177,178,180,181,188,191,193,197,201,211,213,216,218,221,223-226,230,231,236,238,240,243 -
245,248,250-252,258,261,263,269,271-273,277,279-281,284,287,293,295,297,300,303-305), 66 reviews
examined the use of NPIs for chronic pain management (this included studies examining NPIs for
neuropathic pain and nociceptive pain) (165-167,169,170,173,176,179,184-187,189,190,192,195,198,199,202-
208,210,214,215,217,219,220,228,229,232-235,237,239,241,246,249,256,257,259,260,264,
267,268,270,275,276,278,282,283,288-291,298,302,306-310) and 26 reviews examined the

use of NPIs for medical conditions or experiences that included both acute and chronic pain
(174,182,183,194,196,200,209,212,222,227,242,247,253-255,262,265,266,274,285,286,292,294,296,299,301).
Five reviews looked at studies examining acute or chronic pain conditions in both adults and children
(168,179,271,275,279). See Table 16 for further details.
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Table 16: Number of systematic reviews focused on non-pharmacological approaches: Type of pain and

population
Acute and Total number of
Population Acute pain Chronic pain chronic pain systematic reviews
Infants, 21 4 1 26
children
(including >
adolescents) >
m
=
o
Adults 30 57 24 111 =
A
Older adults 3 1 4
Both children 3 2 5
and adults
Total number
of systematic
reviews 54 66 26 146

The NPIs were further classified by pain etiology (e.g., musculoskeletal pain) or the context in which the NPI was
delivered (e.g., before and during painful medical procedures). 65 of the included reviews delivered a range of
interventions to address pain experienced by people living with MSK pain (165,169,171,172,174,176,179,180,182—
184,186,190,196,200,202,204,206,207,209,212,214,215,217,220,222,225,226,229,232,234,241,242,246—
250,252-254,256,257,259,260,262,264,266-268,270,274,278,282,283,285,286,288-291,294,296,306,308).

50 reviews specifically examined physical or physiotherapy discipline-based interventions (e.g., supervised
exercise) for a variety of health conditions that cause MSK pain (e.g., arthritis) (165,171,179,180,182-
184,186,190,196,200,202,204,207,214,215,220,222,225,226,229,232,234,241,242,246-250,254,256,259,260,262,266—
268,274,278,282,285,286,288-291,294,296,308), four reviews examined the delivery of psychological NPIs for MSK
pain (206,212,270,283), one review looked at the use of self-management NPIs for MSK pain (306) and ten reviews
examined a combination of both physical and psychological NPIs to address MSK pain (169,172,176,179,184,217,252,
253,257,306).

Five reviews examined NPIs to address neuropathic pain (166,192,235,239,302), wherein three addressed physical
interventions (235,239,302), one examined a psychological intervention (192) and one review examined a mixed
approach (166). Ten reviews examined NPIs for people living with cancer (167,170,189,227,228,238,245,255,279,
300), and four reviews looked at the use of both physical and psychological approaches to address this type of pain
(167,189,228,255). Thirty of the reviews examined a range of NPIs to address pain anticipated and/or experienced
during health care procedures (168,175,177,178,181,191,193,194,197,201,211,213,216,218,221,230,231,236,244,250,251,
261,263,271,273,277,281,287,293,295).
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Ten reviews examined the use of NPIs in the pre-or post-operative setting (172,224,240,243,269,280,284,297,301,
304). These interventions were psychological, physical, delivered in combination or used music therapy. Fifteen of
the reviews looked at NPIs for people living with generalized or chronic pain conditions (e.g., fibromyalgia) (187,194,
195,198,203,210,219,270,275,276,283,288,299,307,309). These included ten reviews looking at physical or
psychological interventions or both in combination (187,198,203,270,276,283,288,299,307,309); two reviews
examined occupational therapy-based interventions, specifically examining the use of pacing (195,210); and

the remaining reviews examined other strategies such as music therapy or animal-assisted therapy, to address
generalized or chronic pain conditions (194,219,275). Finally, six reviews examined physical interventions for a
variety of other conditions such as endometriosis, acute headaches and postpartum pain (208,226,258,272,298,303)
and one review used a psychological approach to address chronic pain from a brain injury (237). Please refer to
Table 17 for the full details.
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Table 17: Number of systematic reviews focused on non-pharmacological approaches (NPI): Type of NPI and
pain etiology/context

PAIN ETIOLOGY/CONTEXT

MUSCULO- NEURO- ONCO- PRE/POST- | GENERAL OTHER | TOTAL NUMBER
SKELETAL PATHIC LOGICAL PROCEDURE- OPERATIVE | CHRONIC EXPERIENCES | OF SYSTEMATIC
TYPE OF NPI PAIN PAIN PAIN | RELATED PAIN PAIN PAIN OF PAIN REVIEWS
Physical 50 3 1 1 2 4 6 67
Occupational
therapy 2 2
. >
Psychological 4 1 3 20 3 5 3 39 o
-
Other psychological NPIs: =
o
)
Music therapy 1 4 2 1 8 A
Comfort 3 3
Animal-
assisted
therapy 2 2
Therapeutic
play 1 1
Psychological
and other NPIs 1 1
Mixed
(physical and
psychological) 10 1 4 1 3 1 1 21
Self-
management 1 1 2

Total number
of systematic
reviews 65 5 10 30 10 15 10 146
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Table 18 delves further into the specific NPIs for pain management by population across the 146 reviews. Physical
interventions were predominantly delivered for the adult population (however there was one pediatric review) and
included a range of approaches delivered by physical therapists or other health providers including nurses. Active
interventions included structured sessions that involved walking, exercises, aerobic conditioning, strength and
balance training and various other interventions such as myofascial release, aqua therapy and breathing exercises
(165,171,174,179,180,183,186,187,196,200,202,204,214,215,220,225,229,239,241,242,246,248,249,256,260,266-
268,278,282,285,288,290-292,294,297,302). Some interventions included an educational component in the
intervention delivered by the health provider. Passive physical NPIs included acupuncture (170,223,232-
235,254,286,298,299), dry needling (207,258,262,289), acupressure (301), therapeutic ultrasound (190,296),
transcutaneous electrical nerve stimulation (TENS) (203,222,259,274), percutaneous electrical nerve stimulation
(PNS) (259), heat or cold application (182,226,250,272) or a combination of active and/or passive interventions used
together (185). One physical intervention was examined in a review that included the pediatric population (179) and
one review looked at a combination of physical interventions in older adults (185). It should be noted that massage
was examined in one systematic review in the post-operative adult intensive care setting (243), and was also a NPI
that was captured in thirteen reviews where passive and active physical interventions were used in combination or
in reviews where a number of physical approaches to non-pharmacological pain management were included in the
context of each review (173,185,188,189,243,252,255,265,278,284,288,301,303,304).

Psychological NPIs to address pain were the focus of ten reviews that specifically examined cognitive behavioural
therapy or acceptance and commitment therapy in adult and pediatric populations (178,195,198,208,212,237,27
0,280,283,309). The bulk of psychological approaches were conducted in pediatric settings and included the use

of distraction methods to address pain management experienced by children (168,191,197,201,216,230,231,236,
244,245,261,271,277,281,287,293). Distraction methods included the use of virtual reality technologies including
gamification (191,192,199,201,206,216,230,231,236,244,245,271,277,281,293), guided imagery (168), interactive video
games (261), vibratory devices (287), clown therapy (197) and the use of the Valsalva maneuver (218). Distraction
interventions also included other important intervention elements such as relaxation (224) and social support
(parents or caregivers) (175,181,193,211,213).

Table 18 outlines other NPIs for pain management including the use of music therapy in adults (221,238,240,251,
269,273,279,300) and music therapy in older adults to address pain experiences (219). Other interventions involved
strategies that provided comfort and were conducted in pediatric settings included breastfeeding (175,193), feeding
sucrose (193,213), kangaroo care or facilitated tucking (213) to address the experience or anticipated experience

of pain. In addition, in the pediatric setting one review examined the use of therapeutic play to address pain (211).
Two reviews in the adult setting looked at NPIs to address pain using relaxation or art therapy (224,227).
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Table 18: Number of systematic reviews focused on non-pharmacological approaches (NPI): NPI subtype and

population
POPULATION
CHILDREN AND OLDER TOTAL NUMBER OF
TYPE OF NPI ADOLESCENTS | ADULTS | ADULTS SYSTEMATIC REVIEWS
Physical Therapy
Active Exercise (walking, aerobic, strengthening and
balancing, myofascial release, breathing, etc.) 1 36 37
Aqua therapy (exercise) 2 2
Passive Acupuncture 10 10 -
Dry needling 4 4 -
m
Acupressure (auricular) 1 1 5
)
Massage 1 1 A
Therapeutic ultrasound 2 2
TENS/PNS 4 4
Cold/Heat application 4 4
Multiple passive interventions 1 1
Active and passive interventions 1 1
Multiple
physical
interventions 3 3
Occupational Therapy
Pacing, exercise, range of motion, ADLs, assistive
devices 2 2
Psychological approaches
Cognitive behavioural therapy/acceptance and
commitment therapy/mindfulness, meditation 2 8 10
Distraction Virtual reality, gamification 12 3 15
approaches
(this Guided imagery 1 1
intervention Interactive vid
also includes nteractive video games 1 1
relaxation, Vibratory devices 1 1
social support
and may Clown therapy 1 1
include parent
or caregiver) Valsalva maneuver 1 1
Animal-assisted therapy 2 2
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POPULATION

CHILDREN AND OLDER TOTAL NUMBER OF

TYPE OF NPI ADOLESCENTS | ADULTS | ADULTS SYSTEMATIC REVIEWS
Breastfeeding, sucrose feeding, kangaroo care,

Comfort facilitated tucking 3 3
Touch/visual distraction 1 1
Therapeutic play 1 1
Relaxation 1 1
Art therapy 1 1

Multiple

psychological

methods 4 4

Mixed

(physical and

psychological) 1 16 2 19

Other NPIs

Music therapy 8 1 9

Self-

management 2 2

Music,

psychological 1 1

Total number of systematic reviews 32 110 4 146
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Appendix F: Additional resources for pain
prevention, assessment and management
across the lifespan

ORGANIZATION RESOURCE(S)

Cancer Care Ontario Provides a comprehensive symptom management algorithm* for the
assessment of pain in adults with cancer.

*Please note this algorithm is currently under review.

Cancer Care Ontario (CCO). Symptom management algorithm: pain
in adults with cancer [Internet]. Toronto (ON): CCO; [date unknown].

Available from: https://www.cancercareontario.ca/en/symptom-
management/3121
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Hospital for Sick Information for parents about how to manage their child’s pain in
Children hospital and at home.

SickKids staff. Pain relief: Comfort kit. In: SickKids [Internet]. Toronto
(ON): SickKids; [updated 2018 Dec 18]. Available from: https://www.

aboutkidshealth.ca/pain-relief-comfort-kit?language=en

Ontario Centres for Free online courses for regulated and unregulated care providers on pain
Learning, Research in the long-term care setting.
and Innovation in

LTCO. Managing Pain and Distress in Long-Term Care (Clinical Team
Long-term Care (CLRI)

Members). In: Ontario Centres for Learning, Research and Innovation in
Long-term Care (CLRI) [Internet]. [place unknown]: CLRI; c2024. Available

from: https:/learn.clri-Itc.ca/courses/ltco-managing-pain-and-distress-in-
long-term-care-clinical-team-members/
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Appendix G: Description of the Leading
Change Toolkit

BPGs can only be successfully implemented and sustained if planning, resources, organizational and administrative
supports are adequate and there is appropriate facilitation. Active engagement and involvement of formal and
informal leaders (e.g., change agents and peer champions) are also essential. To encourage successful implementation
and sustainability, an international expert panel of nurses, researchers, patient/person advocates, social movement
activists and administrators has developed the Leading Change Toolkit (4). The toolkit is based on available evidence,
theoretical perspectives and consensus. We recommend the Leading Change Toolkit for guiding the implementation
of any BPG in health care or social service organizations, including academic centres.

The Leading Change Toolkit includes two frameworks - the Social Movement Action (SMA) Framework (1,2) and

the Knowledge-to-Action (KTA) Framework (3) - for change agents and change teams leading the implementation

and sustainability of BPGs. Both frameworks outline the concept of implementation and its inter-related components.
As such, either framework — the SMA or the KTA - can be used to guide change initiatives, including the
implementation of BPGs. Using both frameworks serves to enhance and accelerate change (1).
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The SMA Framework includes elements of social movements for knowledge uptake and sustainability that have

demonstrated powerful impact and long-term effects. Based upon the results of a concept analysis, the framework
includes 16 elements categorized as preconditions (i.e., what must be in place prior to the occurrence of the social
movement), key characteristics (i.e., what must be present for the social movement to occur) and outcomes (i.e., what
will likely happen as a result of the social movement) (1,311). The three categories and elements of the

SMA Framework are shown in Figure 3.

Figure 3: Social movement action framework

SOCIAL MOVEMENT ACTION FRAMEWORK

FOR KNOWLEDGE UPTAKE AND SUSTAINABILITY

 Goals and outcomes are met
o Change is scaled up, out, or deep
o Capacity in leading change

is increased

%Urcomes

Urgent need to take action
Framing

Emerging leaders

Intrinsic motivation

Individual and collective action
Public visibility

Collective identity

Momentum

Networks of people and resources
Core leadership structures

S
PRECONDIT\OY

e Change is valued and necessary
* Receptivity to change

* Examples of social movements
are recognized

e e ¢ o o o o o o o

Source: Reprinted with permission from: Grinspun D, Wallace K, Li SA, et al. Exploring social movement concepts and actions in a knowledge uptake and
sustainability context: a concept analysis. Int ] Nurs Sci. 2022 Oct;9(4):411-21.

Grinspun D, Wallace K, Li SA, et al. Leading change through social movement. RNJ. 2020. 32(1): 15.
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The KTA Framework is a planned cyclical approach to change that integrates two related components: the knowledge

creation and the action cycle. The knowledge creation process is what researchers and guideline developers use to
identify critical evidence results to create a knowledge product, like an RNAO BPG. The action cycle is comprised of
seven phases in which the knowledge created is implemented, evaluated and sustained (3). Many of the action cycle
phases may occur or need to be considered simultaneously. The KTA Framework is depicted in Figure 4 (4).

Figure 4: Knowledge-to-action framework

KNOWLEDGE-TO-ACTION FRAMEWORK

SELECT, TAILOR, “ MONITOR

IMPLEMENT KNOWLEDGE
INTERVENTIONS USE
ASSESS KNOWLEDGE CREATION
BARRIERS/ « EVALUATE
FACILITATORS KNOWLEDGE INQUIRY & OUTCOMES
T0 KNOWLEDGE <
USE 5
S
o
3
KNOWLEDGE 4§
» TOOLS/ A
. PRODUCTS AN K
ADAPT * o SUSTAIN
KNOWLEDGE e KNOWLEDGE
TO LOCAL * USE
CONTEXT
"DENTIFY pROBLEW '

/3 \4
) "ERMINE ThE knowD® *

% o

R

Source: Adapted with permission from: Graham ID, Logan J, Harrison MB, et al. Lost in translation: time for a map? ] Contin Educ Health Prof [Internet].
2006;26(1):13-24. Available from: https://journals.lww.com/jcehp/Abstract/2006/26010/Lost_in_knowledge translation Time for a map .3.aspx

Implementing and sustaining BPGs to effect successful practice changes and positive health outcomes for patients/
persons and their families, providers, organizations and systems is a complex undertaking. The Leading Change
Toolkit is a foundational implementation resource for leading this process.
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