Assessment of wound pain:
overview and a new initiative

Abstract

| All wounds have the potential to cause pain, and the nature of the pain varies with
 the type of wound. Many factors may exacerbate wound pain, including infection,
trauma at dressing changes and poor technique when applying compression
therapy. Fuilure to assess wound pain or inadequate pain assessment can cause the
patient further anguish and extended suffering. Nurses caring for patients with
painful wounds need to identify the source of the pain and exacerbating factors,
and determine whether it has nocicoceptive and/or neuropathic elements in order
to optimize pain management for the individual patient. This article examines the
assessment of wound pain and introduces an initiative that has been developed

to improve the assessment process. The “Heal not Hurt’ initiative iy an excellent
example of the profession and industry working together to implement best
practice guidance in patient-centered pain-free wound care in clinical care.
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I wounds have the potenud
cause patn, Watt and Baron (20513}
suggest  that  Jwonie persiszens

pain lasting longer than 7 weeks
can become a disease state i et Conumon
woumnds that are deseribed as painful inchade
arterial ulcers. presore alvers venous feg ulcers,
minor uyuries, dabetic foot aleers and surgical
wounds (Chan er al, 1990 Hofman, 1997, Szt
and Bourgugnon, [1999; O'thvan, 3000 King,
20433, Kowh and MoLachlan, 2003,

The sature of the pain varies with the ope
of wound: for exanple, artereal ulcer pun may
be exacarbated by acovin, wheress dabene
neuropathy pair i not generally assocuted with
invreased actvity but i prosent at rest (Sibbald
et al, 2003). In venows leg ulceration the areac
of atrophie blanche or varwose cozema may be
the focus of the pain expernence. whereas the
par of disbetic foar may arustet ac Charcot
arthropathy (Stbhhubd ec al. 2006).

All wounds have the potemial 1o become
miected and av a resule the patient mav
expericnve any pain asochated  with  this
infection and its scvompanying inflimmarory
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response. The tme at which wound pain s
thought to be exacerbated iy during wound
cleananyg and dressing change (Kammerlander
andd Eberler, 20023 T addinon, wound pamn
can be compounded by weatnents such as
conngresdon therapy, dresang tssues, such s
shippage and adherence, and the frequency with
which these paintil stimh oocur.

Assessment of wound pain

Faslure to assess wound pain can canwe the
patient vonaderable distress, particulardy ot the
e of dresing change and during the penods
hetore treatnent m anticipation of wound pain
{Seon and Acton, 2063 The pan expenence
trny tesubt o an ndividual foung faich i s
her spirttuadiry (Shukla et al, 20605).

I the past it was accepable for wound pain
to be asesed a8 present or absent. but we
kiow now that this is woefully inadequare,
Nurses today recogmze that pain asessment
ivolves ideatifying the wuree of the pan and

exacerbating factars. and deternuning whether
the pain has noccepave (arising from actoud
nssue damage) wnd? or newropathic Garising from
donaged nervous ussue) elements. However,
it can be difficul o recognize neuropathic
pain Johnson, 2004). Jolnson describes how
compression of cortain perve roots can result
in scratica with pain travelling down the back
of the leg and causing numbness of the big e,
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result i1 pan moareas a8 divene a¢ the rhorax
and the gemtds. Nooweptive and newropathic
pain descriprony (terms wsed by individuals o
deseribe chetr pamn} can help o disungush
between the two ypes of paun: nocweptive
pain 18 often descrbed s tender, magging or
cramping, whereas neuropathis pain may be
deseribed as smarting, stabbmng or burning
{Young and Roder, 2000},

Pain asessment can be improved by the
e of validated pain asessment ool These
cxit for both neuropathie and  pocweptive
pain (Johnson, 204} The twols will help o0
etablish the mtemity of the pain. We shonld
assurne that Alf patients can use 3 pam ool Aba,
1 1 muperative that healtheare  professionals
understandds the scoring sstem and how to
interprer it (Brigs and Nelson, 2004

However, pain assesment tool vannot
capture the totalitv of the pain experiviee. 1 e
the affective dimension. how the patient teels
about the pan, and dhe cogritive dunenaon,
whih  encompases patients’ beliets abour
therr pain (Briggs and Bou, 2002} Thffrng
culturl expressions of pain are often open W
ymsnterpreeation, Another complicating tactor
15 the presence of pain generated by coextsuny
disease such av arthris, Aho, wound pam oy
differ ar differenit mimes of the dayand 1 2b-hour
wirde to potentad pun riggers can help ro assess
the presence of pun that may not be withessed
by the mursing suff (Young and Roden, 20063

Al these companent of wound pa highhghe
s muladimensional  presentaton {Workd
Unton of Wound Healing Sovietion, 20004,
The tupact of inudequate pam asessment for
the individual s fucther amguish and extended
siufferiig, as well as the porenual o hunder
tuture developments. A Cochrane swiematic
review of the role of topical agents and dressings
for pain in venous leg uleers found that many
of the studies were methodologically weak in
the assessment of pain outcomes {Briga and
Nebaon, 20043,

Nurses’ bellefs and attitudes
There are many nursing myths swrounding
wound paun, ey certun wounds are more
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panfil than others, the deeper a wound the
more pain i catses, and the elderhy have
wreater tolerance ta pamn. Nurses have identified
themelves a8 barrers to puin management
due iy lack of mroe and knowledge (Ferrell,
19913, and have been known to s demal
to compensate for these debats and not
achnowdedpe the cxistence of patients” wormd
pas (Krasner, 19961

[t 15 1o be hoped that the current emphasis
on cvidenced-baed pracuce will render these
mivths and pracices obsolere, although
survey andertaken m 2002 did find thar nurses
would rather observe a patient’s bodv language
for non-verbal pam cues than use w validared
pam assesniend ool Mattatt cr s, 20023
Howrever, progres was ouvdent 10 o recent
literature review of pressure ulceration, which
wentified the use of validated pam sscessment
wols m the pressure uleer populanion {de Laat
et af, 2005)

The vonsequence O INCOrrect pain asessment
is cften mappropriste pain managertent with
nurses acting as the garckeepers of analgesia, A
Jarge Prench survey found that many pavents
with wute and chronic wounds were not
prescribed anv analgesta (Meaome o, 2004).

M oa more ;‘»n«miw note, the mwerventon of

2 ussue viabibty nurse and an alteration in the
woand dressing reginen alleviated & patient’s
wound  pain and  their need  for systeniic
anateesia {Todor, 20035

future developments

I swe acknowledie the complesity of the pan

assessprent pmcess and the imwavons that this

plices on healtheare professionals. bow can we

move torwand? Reddy et al 20037 susggest that

patient mvolvement may be one opaon. They

deseribe two tenets 1o help achieve 4 papent-

centered approach o wound care:

® Always take time o asess the panents pan
and engage the patient b veaonent decisions
and processes

s Fnsure the right of the panent o have access

o paun medication anl estments thag

sanize pan and maun

Thes approach i echoed in the document
Bess Practice: Statement: Mimom sing Trhaoma and
Pain e Winnd  Mansagement  {Independent
Adviory Group. 2004a);

“Assessing pain . there are real
epportutities here to mvolve
patients; smdiv these opportanites
are currently underused. If peaple
perccived their contribution o care
s valued, rather than being viewed
by professionals as complaining .

| 1 - Check for nealing proh

then many move patients would be
willing participants in theit care)

A pagcent-centered approach was adopted
by Gibson et al 12004), who provided pagent
education on wound pain, use of 1 pan
assesstent ool and how o negouste using
coping strateges during eprsodes of procedure-
related wound patn. The pilot study appeared
sucvessful and provided examples of parient
empowerinent and sitistaction with subsequens
wound care interventions,

The internet 15 apother resource that can
assst hoth parses and pagents wm managing
pae websies sach s Pam Concern (sl

vt the

help sy wwaspanconcernorguk}
multprotesional Britsk Pan Sociery iwway,
britshpamsociervorg’d offer o plethon of
et iformation. The polnal pounon w
o ey reprasemted wath the esmblohiment
of the Chrome Pain Policy Cadition
fwwwpancoalitionerg ak w2000, This
organizanion provides o fortm ks patients,
professtonab and parlamentarians who operate
at policy level 1o develop an nnproved strategy
Tenient

tor the prevention, rreammient and

of chronite pain and s asocuced condivons

*The couhiticn believes that ali
people living with chronic pain

it doesn’t have to hurt
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Assess the patient’s pain
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3t
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ising trauma and pain
during dressing changes
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® Azsens pein between as we as during dressing changes
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Take all avaitable steps to minimise trauma

® Avowd tasma to the w
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Take all available steps to mumimise pain

#* Minimise patient aruety abowt dressing 25ange
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Respond

Respond appropriately 1o reported pain
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* Keep sizeptadie dincamiort ipam o

A pain sroce ts atove 4 on is geltieg worse

- Review tregtment arg o
- Provide acequste asalgesis
- Coneigar celerral
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Our promise

. We want to try to reduce any pain you
; feel while we change your dressings.

[ wa will do this by:
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Tips for looking after
your delicate skin

Tatk to vour nurse
B s Ba ors oo

PEUE

Always Glsw your curse's sdvice,

Husts and s for g pareat
caring tor o chitd with 3 wound:
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i the UK niust expect and
for: active involvernent in the
nuanagenent of their puin snd
timehy assessment of their pair

The ‘Heaf not Hurt' Inltiative
The CImpOW e ont

mvolverment

wdea of pavent atyd

appears o be g positve

advancement, but how can s be transhieed
e chmeal pracuce? The "Heal oot Hard
inttative Dgune 1315 an exeellent sxample of
the profession and indusery working together
to provide o vehicle for implementing best
pracoce guidance in paoent-ceniered  pain-
tree wound care (White ot al. 20073 The
nifanve ams to bring to the dinscal area the
current principles of best practice m assessing
sl tngnaging wound pain. These are based on
suidetice from;
® The posidon paper from The Ruropean
Wound Management Asocutinn (EWNMA,

Jewy2e

® The consemsus document from Phe Waorld
Uinon o Wonnd Healing Socienes (The
Worid Usion of Wonnd Healng Socictios.
REINY

B {he e of documents from the Tende
Avademy {Independent. Adviory Group,

2064a, 2004k, 2003 Tendra Academy Expert

Forurn Jin)

Molbveke Hlealth Care s the industrial

parmer m the e and provides the

following resources free of charge o all cliicans

ard patieats wha partapate m the sunative:

® Copies of all the above documents, ajong
with an evidence sumnury docunient

® A pocket guide samnary

® Badges for seaff o waar

® Posters for displav s the dinteal area
In udditions. Molnlvcke provides the rollowing

resources for patients:

o el LS Mo It Hurrs Yeatler (Fioure

® Monitoryy, pamn st dresing changes aid
- asessninr ool and ongoing record.

i s
tell us

when
it hurts

Lats work togethng to
regdyce pain whan we
change vour dregsing

Phe minative has heen weleomed by uswue
viabihty and pass nurse gpeciabats soross the U
Ttrally 1o was thought thae w minght sesulc
duphearion of ssesment however, pam s
have welcomed the inmnnives SHPPOr 1 Dy
round

awareniess of pan asessrzent. Fhe back
nformuarion encures that cinicnns have accens
to evidence ro sapport their pracuce o wound
past assesent and managemient, The posters
and hadges rase interast and swareness of the
etz of wound pan and the poteatnd to resolvee
it rather than dlowing padents w suifer
stience. The assessment wol and ongottyg record
alows die panent and the nurse 1o swew wnd
docurent wound pan betore, durimy aid after
dressing vhanges. thereby ppoinning preblem
areas and enabling the nurse w concentrare on
specific paun panageinent sanategios Py the
HHEATVE 10 De g SUCCeSs 1t 1 IMPOrtan tes asess
how 1t mtegrates mto existing pracuee To dare
the mitianve has been received successfully in

many areas (White o al, 2607)

60




Conclusion

Many patients view pain is an scceptable and
mevitable comequence of having 4 wound. The
plethors of articles, books, documents, pasition
papers ete o the subject has demonstrated
eierging swareness of the problen by swound
care clinenns, Tissue vability nune specialises
arealtermy dheir view and acceprance of
wound pain by nuplementing pan asiesstent
and mamgement strateges (Young and Roden,
2006, Suceess of these changes should only be
qudged by the mdividual wath the wound., for
whom alleviagon of pam 1 often their am
preoney. The Heal not Mure mnidazive provides
st execlient example of how indusirv and
Gunciss can work together 1o reduce the pam
and rrama asocured with wound care.
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KEY POINTS
B All wounds have the potential to cause paln: the nature of the paln varies with the type

B Accurate pain assessment using validated pain assessment tools is key to implementing

» Healm professionals should always take time to assess the patdent’s paln and engage
the patient In treatment dedisions and procedures,

B Health professionals should respect the patlent's right 10 have access w paln medication
and treatments that minimize pain and ttauma.
® "Heal not Hurt' Is a new Initiative aimed at reducing (o
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