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The management of acute
pain — an update

James Smith
Lenny Ng

Abstract

Although the prevalence and severity of pain are similar in medical and
surgical wards, managing acute pain effectively in non-surgical
patients has proved problematic. This article outlines recent updates
in the general principles of acute pain assessment and management
in medical patients. The challenges of managing patients with acute
neuropathic pain, patients with drug dependency issues and elderly
patients are specifically addressed.
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Introduction

Acute pain is defined as ‘pain of recent onset and probable limited
duration. It usually has an identifiable temporal and causal rela-
tionship to injury or disease’ (https://www.iasp-pain.org/
resources/topics/acute-pain/). The 2020 revised definition of
pain as ‘an unpleasant sensory and emotional experience associ-
ated with, or resembling that associated with, actual or potential
tissue damage’ reflects the complexity of an individual’s experi-
ence and the biopsychosocial factors that influence this.

Acute pain is common and often undertreated in medical in-
patients,’ with published reviews and guidelines tending to focus
on management in palliative care, chronic pain and post-
operative pain. Furthermore, the course of medical inpatients is
less predictable and more variable than that of surgical in-
patients, making it more difficult to establish standardized
treatment guidelines.

In a UK district general hospital, the prevalence of moderate to
severe pain was found to be 19.9% among medical inpatients
and 16.7% among surgical inpatients, with comparable rates of
anxiety and depression in the two groups. Pain was poorly
assessed and managed in such patients, and treatment of non-
surgical pain is often an area of unmet need in many hospitals.'

In 2021, the Faculty of Pain Medicine published the second
edition Core Standards for Pain Management Services in the UK,
stating that the scope of acute pain services (APSs) has expanded
over the past few years to include acute pain management in
medical patients and those with more complex background
chronic pain or drug misuse. It refers to the importance of
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Effective acute pain management reduces short and long-term
morbidity and reduces patient suffering

As patients become more complex, multi-modal analgesia,
appropriate dosing and involvement of a multidisciplinary
acute pain service are essential

Treatment options can be non-pharmacological and pharma-
cological and should be combined with regional anaesthesia
when possible

Opioid stewardship is a responsibility of all healthcare pro-
fessionals to avoid harm and misuse in the community

Immediate release opioids are preferred over modified release
for acute pain due to lower risk of adverse effects

interdisciplinary working in developing management plans for
these patients (https://fpm.ac.uk/sites/fpm/files/documents/
2024-07 /FPM-Core-Standards-Dec-2021-July-update.pdf).

It is now a core standard that pain services should be involved
in managing pain and providing education to medical and
nursing staff, but there is still variable involvement of APSs in
medical wards. Thus, the most recent UK survey of APS leads
(conducted in 2016) found that 105 (77%) of 141 hospitals re-
ported routine APS involvement (see Further reading).

Pain assessment

The assessment of acute pain should include a general medical
history, relevant physical examination, specific ‘pain history’ and
evaluation of associated functional impairment.” Pain is also
affected by behavioural, environmental, social and cultural fac-
tors, which can influence the patient’s response to therapy. Pain
can be broadly classified into two types:

e Nociceptive pain encompasses somatic and visceral pain.
Somatic pain can be described as sharp, hot or stinging,
generally well localized and associated with local and
surrounding tenderness. Visceral pain can be dull,
cramping or colicky, is often poorly localized and can be
associated with symptoms such as nausea, sweating and
cardiovascular changes.

e Neuropathic pain is defined as ‘pain caused by a lesion or
disease of the somatosensory system’ (https://www.iasp-
pain.org/resources/terminology/). It can arise after
injury or disease leading to damage of the peripheral or
central nervous system. Patients describe their pain as
burning, shooting or stabbing. It can be paroxysmal and
associated with dysaesthesia (an unpleasant abnormal
sensation, whether spontaneous or evoked), hyperalgesia
(increased pain from a stimulus that normally provokes
pain), allodynia (pain caused by a stimulus that does not
normally produce pain) or areas of hypoaesthesia
(decreased sensitivity to stimulation), regional autonomic
features and phantom phenomena.
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A third type, nociplastic pain, results from altered noci-
ception; however, there is no tissue damage or somatosensory
lesion. A common example of this is fibromyalgia. Any pain type
can occur on its own, or concurrently with others.

Self-reporting of pain intensity is a better measure of pain than
objective assessment by a healthcare professional. This is
because healthcare providers underestimate the severity of pa-
tients’ pain in up to 50% of cases, the biggest disparity being in
patients with severe pain.

Unidimensional measures assess pain intensity, while multi-
dimensional measures assess pain and other evaluative di-
mensions of pain, such as disability and functional impairment
(Table 1). Functional pain scores assess pain severity across
different activities including rest, coughing and mobilizing.
Repeat assessments facilitate goal-directed analgesic therapy,
allowing an appropriate titration of doses/frequency. For patients
with complex pain problems, an elevated unidimensional score
should not be taken in isolation and a pain assessment that in-
volves functional pain assessment should be undertaken to avoid
overadministration of opioids.

Examples of multidimensional pain measures include the
Doloplus-2 scale, the Critical Care Pain Observation Tool and
the Brief Pain Inventory. The Doloplus-2 scale is used for pa-
tients who are unable to verbalize and self-report pain. It as-
sesses 10 behaviours across somatic, psychomotor and
psychosocial domains including mobility, facial expressions,
sleep behaviour, communication and social interactions, each
rated 0—3. A total score of >5 indicates the presence of pain
and there is also a short version focusing on acute pain
(Algoplus).

The Critical Care Pain Observation Tool is an observational
pain tool in critically ill adults who are unable to self-report.

The Brief Pain Inventory (short form) is a self-administered
measure of sensory aspects of pain and the level of interference
it has on various aspects of life. It is a commonly used pain
measure in a range of conditions, including cancer, musculo-
skeletal conditions and depressive disorders (see Further
Reading). A reduction in pain intensity of 30—35% has been

Pain assessment measures

Unidimensional pain measures
Pain scale
e Visual analogue scale

rated as clinically meaningful by patients with acute pain from a
variety of sources.’

Outcomes

The treatment of acute pain reduces patient discomfort and
suffering, as well as improving the patient’s physiological and
psychological well-being. Uncontrolled pain can hinder mobility,
delaying recovery from acute illness as well as increasing the risk
of thromboembolism. Patients may be unable to cough and clear
secretions because of pain, while a heightened catecholamine
response can lead to increased sympathetic activity and oxygen
consumption.

Psychologically, experiencing unrelieved pain can lead to
increased anxiety, insomnia and a feeling of helplessness.
Persistent pain and continuing nociceptive stimulation can result
in peripheral and central sensitization, leading to an increased
risk of chronic pain.?

Management

Treatment options for acute pain can be broadly divided into non-
pharmacological approaches, regional local anaesthetic tech-
niques and other pharmacological techniques. The principles of
management are guided by use of the World Health Organization
(WHO) pain ladder and the concept of multimodal analgesia.

WHO pain ladder

The three-step WHO analgesic ladder was developed in 1986
specifically for the treatment of cancer pain. The principles
emphasize regular ‘by the clock, by the mouth’ stepwise
administration of appropriate, effective analgesia. This has been
adapted for acute pain, with the ladder used in a bi-directional
fashion including the ability to ‘step down’ to a lower level
once the pain is controlled (Figure 1).

A multimodal approach combines drugs and techniques that
act on different parts of the pain pathway to achieve a synergistic
effect in pain relief. There is good evidence that this improves
pain control and reduces opioid consumption and drug-related

Range used
100 mm horizontal scale with ‘no pain’ at the left-hand end, and ‘worst pain

imaginable’ at the right-hand end

e Verbal rating scale

® Pictorial scales

Multidimensional pain measures
Pain measurement tool

e Abbey pain scale

Critical care pain observation tool
Brief pain inventory

Other measures

Pain measures

e Patient surveys

Requirement for analgesics

Table 1
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103

No pain, mild pain, moderate pain, severe pain
A series of faces ranging from tearfulness to happiness

Relevance

For patients with dementia or communication difficulties
For patients in critical care units

Assesses pain intensity and disability

Outcomes
Patient experience and satisfaction data
e.g. morphine consumption over 24 hours
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Adapted from St George’s Hospital Inpatient Pain Service Guidelines. Modified WHO Pain Ladder. Original
source: (http://www.who.int/cancer/palliative/painladder/en/)

STEP 3 - severe pain

As for moderate pain plus PRN strong opioids,

e.g. morphine, oxycodone

Caution in renal impairment and elderly patients

Remember appropriate bowel prophylaxis and anti-emetics

reduce dose or move
down one step

Other considerations
e Address psychological, emotional, social factors
e Anti-neuropathic agents for neuropathic pain

e Disease-modifying treatment, e.g. steroid, bisphosphonates o

e Entonox for procedural pain
TENS
Regional blocks

PRN, as required; TENS, transcutaneous electrical nerve stimulation.

Figure 1

adverse effects.” The addition of paracetamol or non-steroidal
anti-inflammatory drugs (NSAIDs) is reported to reduce opioid
requirements by 30%.>

Non-pharmacological techniques

Non-pharmacological techniques have a beneficial effect in acute
pain management. They include the provision of information,
psychological techniques such as relaxation, distraction and
cognitive behavioural interventions, transcutaneous electrical
nerve stimulation (TENS), acupuncture, manual therapies,
topical thermotherapy, hydrotherapy and physiotherapy.

There is increased recognition of psychological and social
influences on pain perception, and individual patients may
benefit from the involvement of psychologists, chaplaincy and
counselling to address the non-biological, contextual issues that
surround inpatient pain. There is ongoing research into open-
label placebo as a therapy.

Regional local anaesthetic techniques
Regional local anaesthetic techniques provide superior analgesia
and reduce dependence on opioids and other medications,
thereby reducing adverse effects.> These techniques are mainly
used in the management of postoperative and major trauma pain
and include:

e neuraxial techniques such as epidural analgesia for

thoracic, abdominal and lower limb analgesia
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e perineural nerve blockade such as brachial plexus blocks
for upper limb analgesia, and femoral, sciatic and popliteal
blocks for lower limb analgesia

e muscle plane block techniques such as serratus or erector
spinae plane block for rib fractures

e quadratus lumborum blockade for pelvic fractures.

Pharmacological techniques: drugs used in pain
management
Paracetamol: paracetamol is thought to act as a cyclooxygenase
(COX)-inhibitor as well as having a central anti-nociceptive ef-
fect, although the mechanism of action is not well understood.
Paracetamol has analgesic and antipyretic properties, and is
generally well tolerated. The onset of analgesia is fastest with
intravenous administration, followed by oral (time to peak
plasma concentrations <1 hour), with a slower and variable
response after rectal administration. Hepatic damage occurs in
overdose. A limit of 4 g per 24 hours is recommended, with a
maximum of 60 mg/kg per day in patients weighing <50 kg.

Non-steroidal anti-inflammatory drugs: the main action of
NSAIDs is inhibition of prostaglandin synthesis in the peripheral
tissues, nerves and central nervous system. NSAIDs are anal-
gesic, anti-inflammatory and antipyretic.

There are multiple routes of administration including oral,
intravenous, intramuscular, rectal and topical. The time to peak
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plasma concentrations with standard oral formulations of
NSAIDs is >1 hour, but this time is halved using soluble for-
mulations. Rectal administration is associated with a slower and
more varied response.

NSAIDs have a number of adverse effects affecting the gastro-
intestinal, respiratory, renal, haematological and cardiovascular
systems. They should be used with caution in elderly individuals.

Reductions in prostaglandin concentrations by inhibition of
COX-1 can lead to erosions of the gastrointestinal mucosa. This is
not a topical effect, and erosions are not avoided by using
parenteral or rectal routes of administration. Acute damage can
occur with short-term use.

Long-term use of all non-selective NSAIDs increases the risk
of upper gastrointestinal complications. Ibuprofen and diclofenac
appear to have the lowest rates of adverse effects, while pirox-
icam and ketorolac are associated with the highest rates. Limited
prophylaxis against gastric, but not small intestine, ulceration is
possible with prostaglandin analogues (e.g. misoprostol) and
proton pump inhibitors (e.g. omeprazole), which are more
effective than H,-receptor antagonists (e.g. ranitidine).

There is a reduced risk of gastrointestinal complications with
COX-2-selective NSAIDs (e.g. celecoxib, parecoxib) compared
with non-selective NSAIDs (e.g. ketorolac, piroxicam).

Non-selective NSAID-exacerbated respiratory disease affects
10—15% of people with asthma, and precipitation of broncho-
spasm by aspirin and other NSAIDs is a recognized phenomenon
in individuals with moderate asthma, chronic rhinosinusitis or
nasal polyps. Coxibs do not induce bronchospasm in patients
with NSAID-exacerbated respiratory disease.

Non-selective NSAIDs also cause drug-induced hypersensi-
tivity reactions including rhinitis, asthma, urticaria, angioedema,
anaphylaxis, toxic epidermal necrolysis, maculopapular re-
actions, pneumonitis, nephritis and aseptic meningitis."

Renal prostaglandins regulate and maintain renal blood flow
and glomerular filtration rate in the presence of circulating vaso-
constrictors. The risk factors for renal toxicity are increased when
there is pre-existing renal impairment, when circulating blood
volume is decreased, as in hypovolaemia, hypotension, dehydra-
tion and sepsis, and with the concomitant use of other nephrotoxic
agents including angiotensin-converting enzyme inhibitors, ami-
noglycosides, methotrexate and intravenous contrast media. Long-
term NSAID use can cause sodium and water retention, which can
worsen hypertension and even induce cardiac failure.

Individual drugs have specific risk profiles of their pro-
thrombotic effect irrespective of their COX selectivity. For
example, the risk of cardiovascular events appears to be lowest
with naproxen and highest with diclofenac and the coxibs (see
the British National Formulary). This risk is minimal with daily
doses of naproxen <1 g and ibuprofen <1.2 g. NSAIDs are highly
protein bound and displace other drugs, leading to increased risk
of adverse effects and interactions with other significantly
protein-bound medications.

Opioid analgesic drugs: opioids are the mainstay for the treat-
ment of moderate to severe pain. They influence the emotional
aspects of pain, for example reducing anxiety and fear. Because
of considerable interpatient variations in requirements, doses
should be titrated for each patient. In adults, age is a better
determinant of dose than weight in opioid-naive patients. In the
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absence of any contraindications, the oral route is the route of
choice for opioid administration, unless a patient has severe
acute pain. In treating acute pain, one opioid is not superior to
others, but some opioids are better in some patients.

Opioids act on opioid receptors, which are found in the brain,
spinal cord, gastrointestinal and urinary tracts, lungs and pe-
ripheral nerve endings. As a result, adverse effects of opioids
include respiratory depression, nausea, vomiting, constipation,
itching, urinary retention, hallucinations, psychological and
physical addiction, immune system and endocrine system
dysfunction, the development of tolerance and hyperalgesia.

Oral opioids can provide good analgesia and should be used in
preference to parenteral injection whenever possible. There are
several formulations of oral morphine: morphine in solution and
immediate-release and modified-release tablets.

Transdermal application can take 24 hours or longer before
peak blood concentrations are reached. If the patch is removed,
there is still a depot of opioid in the skin reservoir, and blood
levels decrease slowly as the elimination half-life is around 17
hours after patch removal. Patients should only be started on
patches once a stable opioid dose has been established, as the
long wash-in and washout times make them difficult to titrate for
acute pain conditions.

Recent multidisciplinary guidelines from the Faculty of Pain
Medicine (see Further Reading) recommend that acute pain is
managed with immediate-release opioids only, especially in
opioid-naive patients, to reduce the risk of respiratory depression
and inadvertent long-term use. Although this is in reference to
postoperative pain, the finding of associated harm with modified-
release formulations is significant and the authors follow the
same practice in medical patients.

Tramadol has a combined opioid as well as a serotonin and
noradrenaline (norepinephrine) reuptake inhibitor (SNRI) effect.
It has anti-neuropathic activity. There is a risk of inducing se-
rotonin toxicity when tramadol is combined with other seroto-
nergic medicines, in particular selective serotonin reuptake
inhibitors. Administration of tramadol to elderly patients in the
postoperative period is a risk factor for delirium.>

Tapentadol is a combined mu-opioid agonist and noradren-
aline reuptake inhibitor. It is effective for treating nociceptive and
neuropathic pain.” It has a similar efficacy to opioids, but a
reduced rate of gastrointestinal effects such as nausea, vomiting
and constipation. Tapentadol shows a rate of abuse and diver-
sion that is lower than that of oxycodone and comparable to
tramadol.

Inhalational analgesia: entonox is a 50:50 mix of nitrous oxide
and oxygen. It can be inhaled for procedures such as dressing
changes, for labour contraction pain and in pre-hospital trauma
care. Widespread use is decreasing because of its significant
greenhouse gas effects. Methoxyflurane (marketed as Penthrox)
is a fluorinated hydrocarbon used widely in pre-hospital and
emergency medicine for moderate/severe pain. Previously
withdrawn as an anaesthetic agent because of renal toxicity, this
does not occur at analgesic doses.

Gabapentinoids: gabapentinoids (pregabalin, gabapentin) bind

to the o2d subunit of the presynaptic voltage-gated calcium
channel in spinal nociceptive neurones. Binding leads to an
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inhibition of calcium influx and a commensurate reduction in the
relative excitatory transmitters in the pain pathway.

Pregabalin is the newer of the two and has a linear dose
—response relationship, longer half-life, higher oral bioavailability
and higher potency than gabapentin. Gabapentinoids are effective
in the treatment of neuropathic pain, including pain resulting from
spinal cord injury and traumatic or post-surgical nerve injury.”

Adverse effects include sedation, visual disturbance, dizzi-
ness, weight gain, peripheral oedema and sexual dysfunction.

Antidepressant medications: the analgesic effect is mainly
caused by the activation of inhibitory descending pathways by
inhibiting the reuptake of norepinephrine and serotonin (5-
hydroxytryptamine).

Amitriptyline, a tricyclic antidepressant (TCA), can be used as
the first-line treatment for acute neuropathic pain. It can cause
drowsiness and is best given at night. It should be avoided in
elderly patients as the use of medications with anticholinergic
activity increases the risk of cognitive impairment and mortality
in this patient group.

Duloxetine (SNRI) is superior to TCAs for painful diabetic
neuropathy and also used for other neuropathic pain. It should
be used with caution with other serotonergic medications and
paradoxical worsening of depression/suicidal ideation when
initially commenced.

NMDA receptor antagonists: ketamine works in the spinal cord to
reduce wind-up and central sensitization in acute severe pain. It has
anti-tolerance and anti-hyperalgesic properties and can be used as a
short-term adjunct in patients who are on long-term opioids.

At analgesic doses, it is useful for complex neuropathic pain
and can be added to patient controlled analgesia to reduce opioid
requirements without increasing adverse effects. Ketamine is used
in the management of refractory cancer pain. It is contraindicated
in acute psychosis and should be avoided in elderly patients and
unstable cardiovascular disease. Adverse effects include halluci-
nations, drowsiness and increased gastrointestinal secretions.

Topical medications: topical rubefacients contain compounds
such as nicotinate, salicylate, essential oils and camphor, which
are applied to the skin to relieve pain in various musculoskeletal
conditions. They act by counter-irritation and increased blood
flow to the skin. However, recent evidence does not support their
use in acute or chronic musculoskeletal pain.

Management of specific patient groups

Patients with acute neuropathic pain

Treatment of acute neuropathic pain should follow the guidelines
for chronic neuropathic pain,’ with the use of amitriptyline,
duloxetine, gabapentin or pregabalin (except in trigeminal neu-
ralgia, when carbamazepine is recommended).

Tramadol has anti-neuropathic activity and can be considered
as a short-term rescue medication for disabling neuropathic pain
while assessment and titration of an anti-neuropathic medication
is established. The evidence for using strong opioids is equivocal
and long-term use is not routinely recommended. Capsaicin
cream can be considered for localized neuropathic pain.? Topical
lidocaine patches can be used for acute pain caused by post-
herpetic neuralgia.
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Patients dependent on opioids

Management of acute pain in opioid-tolerant patients is an
increasingly common problem. Over the last 10 years in the UK,
there has been a 466 % rise in opioid prescribing, most of which
has been for chronic pain. Between 8% and 12% of patients
taking opioids for chronic pain are opioid dependent, and it is
estimated that 5% of the population are now taking opioids.
Furthermore, there is emerging evidence that gabapentin and
pregabalin interact with opioids and cause a rise in mortality
greater than that attributable to opioids alone.”

Opioid dependence, tolerance and opioid-induced hyper-
algesia can occur when patients are on long-term opioid treat-
ment for chronic pain, opioid replacement therapy with
methadone or cancer pain, or are using opioids recreationally.
These patients often report higher pain scores. Management
should focus on the prevention of withdrawal by the continued
use of maintenance opioid (e.g. methadone).

Acute inpatient settings are rarely appropriate to commence
weaning off long-term opioid doses. An open and honest dis-
cussion of the patient’s expectations and effective analgesia
based around multimodal principles should be undertaken.”

Particular care is needed when managing strong opioids for
non-malignant pain to avoid worsening the problems of opioid
misuse in the community. A daily dose of >120 mg oral morphine
equivalent is associated with increasing major adverse events
without an increase in analgesia. The ‘Opioids Aware’ document
states that although opioids are useful for acute pain and pain at
the end of life, there is little evidence that they are useful for long
term non-malignant pain. If a patient has pain that remains severe
despite opioid treatment, it means opioids are not working and
should be stopped, even if no other treatment is available.

Elderly patients

The UK has an ageing population, with life expectancy at birth
currently 82 years for women and 78 years for men.’ Older
people are more likely to develop multiple long-term conditions,
frailty, cognitive impairment and worsening mobility, with acute
pain associated with injury or illness.

Stoicism appears to be more evident in current generations of
older people and might result in under-reporting of pain, with
negative connotations attached to the word ‘pain” when used in a
screening assessment.’ The level of cognitive impairment should
be assessed, and if patients are unable to self-report (the most
reliable form of reporting) because of dementia or communica-
tion difficulties, a validated tool such as the PAINAD or Doloplus-
2 can be used.’

The latest guidelines on the assessment of pain in older adults
now recommend these over the Abbey Pain Scale because of a
stronger evidence base.” No scoring system should be used in
isolation but must always be part of a holistic, multidisciplinary
assessment.

Older people have decreased muscle mass, decreased body
water and a decline in hepatic and renal function, all of which lead
to an increased sensitivity to analgesic medications. Therapy
should begin with the lowest possible dose and be increased
slowly based on response and adverse effects: ‘start low, go slow’.

Paracetamol is considered to be first-line treatment for the
management of acute pain in older people, because of its demon-
strated efficacy and good safety profile, but it is important that the
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maximum daily dose is not exceeded.” There is a reduction in the
clearance of paracetamol associated with age and frailty, and a dose
reduction should be considered for frail elderly individuals with low
body weight and other risk factors for hepatotoxicity.

NSAIDs should be used with caution in elderly individuals
because of the risk of gastrointestinal, renal and cardiovascular
adverse effects. NSAID use in patients aged >65 years more than
doubles the risk of acute kidney injury in the next 30 days.
NSAIDs have been implicated in up to a quarter of hospital ad-
missions caused by adverse drug reactions in older people.” If
NSAID therapy is considered essential, the lowest dose should be
used for the shortest period.

Older people are more sensitive to opioids, and careful dose
titration is required. Opioid use can be beneficial in the short-
term treatment of moderate to severe acute pain, but longer
term efficacy and safety data are lacking.” Opioids, in particular
buprenorphine, can be associated with less risk than NSAIDs in
this group. Adverse effects such as constipation should be
anticipated, and prophylactic laxatives prescribed.

TCAs such as amitriptyline should be used with caution as the
adverse effects, such as postural hypotension, sedation and
cognitive impairment, can increase the risk of falls and morbidity.

Gabapentinoids can cause sedation and dizziness, and it can
take up to 3 weeks for onset of efficacy. Dose adjustment is required
in renal impairment. Non-pharmacological therapies, including
acupuncture, TENS and massage, have been found to have some
efficacy among older people. Psychological approaches such as
guided imagery, biofeedback training, relaxation and cognitive
behavioural therapy have also been found to be useful.” *
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To test your knowledge based on the article you have just read, please complete the questions below. The answers can be found at the

end of the issue or online here.

Question 1

A 28-year-old woman presented with ‘sharp, shooting’ pain in
her back radiating into her legs, which she said ‘comes on at any
moment’. She had previously been found to have spinal tuber-
culosis and abscess formation in the lumbar region. She was
taking regular paracetamol and dihydrocodeine, but said her pain
was still ‘moderate’ and ‘most troublesome at night’.

On clinical examination, there was impairment of sensation in
the L3—L5 dermatomes.

What is the most appropriate addition to her pain manage-
ment regimen?
A. An anti-neuropathic drug such as amitriptyline

B. A strong oral opioid such as morphine

C. A strong parenteral opioid such as morphine

D. A topical lidocaine patch on her back

E. A transdermal opioid patch such as fentanyl
MEDICINE 53:2

Question 2

An 82-year-old man presented with back pain after a fall. He was
found to have an acute vertebral body collapse at T8. He also had
evidence of acute kidney injury. He was taking regular paraceta-
mol and regular dihydrocodeine, but was finding it difficult to
mobilize and participate in physiotherapy because of his pain. The
pain was ‘mild” at rest and ‘moderate to severe’ on movement.
Clinical examination was unrewarding.

What is the most appropriate addition to be carefully titrated
against his pain to enable mobilization and participation in
physiotherapy?

A. ‘As-needed’ oral immediate-release oxycodone
Buprenorphine patch
Regular oral amitriptyline
Regular oral modified-release morphine
Regular oral non-steroidal anti-inflammatory agent

moom
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Question 3

A 47-year-old man presented with a 3-day history of back pain
and fever. He was found to have a psoas abscess. He was an ex-
user of intravenous drugs and was now on methadone replace-
ment therapy. He was also being treated with regular paraceta-
mol, regular ibuprofen and regular dihydrocodeine, but was still
complaining of ‘moderate to severe’ ‘dull, throbbing’ pain in his
back.

MEDICINE 53:2
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What is the most appropriate adjustment to his current pain
management regimen?

A.

B.

Reduce his methadone dose and commence ‘as-needed’
oral immediate-release morphine

Continue his methadone at his usual dose and commence
‘as-needed’ oral immediate-release morphine

Discontinue his methadone and commence regular oral
modified-release morphine

Discontinue his methadone and commence regular oral
immediate-release morphine

Increase his methadone dose
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