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A Critical Analysis of a Focussed Assessment of a Critically Ill Patient

Introduction

Mr Harris is a 69 year old gentleman who was admitted onto a general ICU following a pulmonary embolism. Although initially very unwell, Mr Harris has made good progress following thrombolysis and is now weaning from the ventilator. Mr Harris’s past medical history of COPD is slowing this process down considerably. The result is that Mr Harris has been immobile in bed for over two weeks and has lost a lot of movement in his limbs. The physiotherapist visits every day to perform passive limb movements on Mr Harris, but this is proving difficult because, although Mr Harris denies that he is in any pain whilst lying immobile in bed, he appears to find this treatment extremely painful. 

Mr Harris’s name and several details have been changed to protect patient confidentiality. Any specific, patient-identifiable information has also been removed from his assessment prior to copying it. In the absence of any family and with Mr Harris lacking the mental capacity to consent to be in this study himself, permission from his consultant and the nurse in charge was obtained in order for some of his medical details to be used here. The name of the NHS trust under which Mr Harris has been receiving care has been disguised as far as possible. However, due to the requirement to include Mr Harris’ assessment, the paperwork for which is formatted in a way distinctive to that trust, it is impossible to keep the name of the trust truly confidential. Permission from senior nursing staff was therefore obtained in order for the paperwork to be included.

Assessment

At the start of the shift, I performed a full holistic assessment on Mr Harris (see appendix) based on both a thorough on the spot and also from the handover I had received from the previous shift. From this it became clear that, although Mr Harris’s respiratory problems remained an issue he was making slow but steady progress in weaning from the ventilator. On reading his medical and nursing notes, I did however notice that Mr Harris normally took a large amount of pain killers at home for chronic arthritic pain (300mg aspirin tablets plus paracetamol at times for breakthrough pain). Despite this, since his admission to ITU he had been given very little in the way of analgesia.

Pain is an extremely important problem for the critical care patient. In addition to existing chronic pain or acute pain caused by many of the conditions which critical care patients may be admitted with, patients also routinely undergo a range of interventions in the critical care unit which have been shown to be painful. (references and what they found – turning, suctioning etc.) Despite this, there is evidence that pain in critical care is frequently under-assessed or under-documented (references).

Assessment of a patient’s pain level is arguably one of the most difficult parts of a holistic assessment because pain is, by definition, a subjective experience and one which is observable only to the person experiencing it. Put simply, it is impossible to literally feel someone else’s pain. Furthermore, pain sensation is determined, not only by the extent of the actual pain stimulus but also by a number of other factors, both emotional, for example, anxiety (Chandler A, Laverty D. 2004), and physical, for example, sleep deprivation (Onen et. al. 2001). Anxiety and sleep deprivation in particular are factors which we would expect to affect critical care patients in particular. Mr Harris had slept very little for several days, despite appearing very drowsy. Onen et al. (2001) found that tolerance to mechanical pain decreased significantly following total sleep deprivation with a similar, although much less marked effect being noted after a night of interrupted sleep. Their study was performed on young healthy volunteers and over a relatively short period of time: Mr Harris, by contrast is 69 and has had several weeks of interrupted sleep interspersed with periods of sleep deprivation. It is unclear what effect these differences would have on the applicability of the research.

Pain, therefore, is a complex phenomenon determined not only by the intensity of the physical stimulus but also by a multitude of physiological and psychological factors which affect the both the perception of the pain stimulus and also the patient’s ability to tolerate it. Wherever possible a patient’s self report is the accepted method of assessing pain, (Herr et al, 2006) following the principle first proposed by McCaffery (1968) that “Pain is whatever the experiencing person says it is, existing whenever the experiencing patient says it does”. Need either a page number or a secondary reference The problem with this model is that it depends totally on the patient’s ability to self report pain, either by communicating it to the care giver or by responding appropriately when questioned during a pain assessment. There are various reasons why a patient may not be able to do this. Firstly, there may be a major communication barrier such as receptive or expressive dysphasia which prevents the patient from either understanding the questions asked by the care giver or from communicating their response accurately. Secondly they may be confused or suffering from severe learning difficulties which prevent them from understanding the questions or accurately using a pain scoring tool. Thirdly, due either to sedation or neurological impairment they may be too drowsy and insufficiently alert to communicate successfully. This last problem is particularly common on critical care units where large quantities of sedative drugs are used.

In my initial assessment I established that Mr Harris was extremely drowsy and appeared neurologically impaired. However, following accepted best practice (?references) I attempted to get him to self-report his pain in terms of three qualities: its presence or absence, its location and its intensity. As Mr Harris was unable to speak I asked him to nod or shake his head to indicate whether he had pain or not. During my initial assessment Mr Harris shook his head and, following this gesture, I charted his pain score as 0/5: no pain. At the time I felt that this had been a sufficient assessment, however, later in the shift, when the physiotherapist arrived and began doing passive limb movements with the patient, I reassessed his pain. Each time the physiotherapist moved a limb I asked Mr Harris if it hurt. Each time he nodded his head vigorously and screwed up his face. Following this second assessment, I realised that my initial assessment had not in fact been sufficiently in depth because I had neglected to assess Mr Harris’ pain level on movement. In retrospect it would have been better to encourage Mr Harris to move his arms and legs (or move them for him) and cough, to see if any of these activities caused him any pain.

Assessing pain level on movement is especially vital in an intensive care unit where immobility can lead to a wide range of serious complications such as DVTs, joint stiffness and contracture, loss of bone density, pressure ulcers and chest infections (Adam and Osborne, 2005). Assessing Mr Harris’ pain level during physiotherapy was therefore very important for two reasons. Firstly, it established that Mr Harris was being distressed by the intervention and therefore alerted us that we needed to stop the therapy until his pain was under control. Secondly it revealed the much wider problem that Mr Harris appeared to find any movement painful, suggesting that Mr Harris’ relative lack of spontaneous movement might be pain related.

Having established that Mr Harris was indeed suffering from pain, the next part of the assessment was to establish what sort of pain he was feeling and what the location was. This proved much more difficult to assess than the simple presence or absence of pain as the information the patient would have to communicate to me was much more complex and he was extremely drowsy and appeared disorientated when awake.

Assessing the location of the pain
I initially attempted to establish the location of Mr Harris’ pain by asking him to point to the area which hurt. Although he appeared to point to his chest, the gesture was very vague, and, as his hands were lying across his chest initially, it was difficult to tell whether the gesture was intentional or whether he was in fact trying, but failing, to move them further to point somewhere else. When I asked Mr Harris to confirm that the pain was in his chest he neither nodded nor shook his head, despite my asking the question several times.

In retrospect I realised that there are several disadvantages to my method of assessment. Firstly the patient may not necessarily be able to reach the affected area of the body, which would be extremely frustrating for the patient and prevent them from communicating the location of their pain to the care giver. Secondly if they are experiencing pain at multiple sites they may be unsure which site to point to and, if not asked whether they have pain at any other sites, pain occurring in other areas will be missed from the assessment. The main method of assessing pain location cited in the literature is to use a diagram of the body and ask the patient to point to where the pain is (references). Unfortunately it was not possible to use this method in Mr Harris’ case as the resource was not available. Additionally, Mr Harris was only keeping his eyes open for less than 10 seconds at a time and so it seems unlikely that he would be able to look at and concentrate on the diagram for long enough to point to an area, even if his cognition was good enough to understand the task.

A better method in Mr Harris’ case might have been to go through each part of the body in turn and ask “is the pain in your...” each time until he nodded his head. As it was, I interpreted his response to the passive limb movements and his nodding his head when asked if moving each limb hurt, to mean that he had at least some degree of pain in each of his four limbs on movement, but possibly some chest pain as well. 

Assessment of pain intensity

I encountered further problems when I attempted to assess the level of Mr Harris’s pain. The standard method of assessing pain intensity in any patient is to ask them to give their pain level a numerical score on a pain scale. (reference) This method enables the practitioner to match the pain that the person is experiencing with analgesic agents of the appropriate strength and thus increase the likelihood that the pain will be relieved adequately in as short a time as possible. At Mr Harris’s trust, the pain scale in use goes from 1-5 with the different levels described as follows:

1 = mild

2 = moderate

3 = severe

4 = very severe

5 = unbearable

Following the trust policy I first attempted to assess Mr Harris’ pain by asking him to score it according to the scale, and used two methods of communication in my attempt to do this. Firstly by asking him to hold a number of fingers up, then, when he was unable to do this, the simpler method of asking him in turn whether the pain was mild, moderate, severe, very severe or unbearable. Both of these methods presented potential problems to a neurologically impaired patient. The first relied both the numerical ability to count the right number of fingers as well as sufficient coordination and muscle tone to physically raise them. The second method appeared more simple but still required the patient to relate their pain level to a number and then retain that number in their consciousness until I asked the right question. For both methods it was also important for the patient to understand the rationale behind the questions in order to motivate them to answer. Whilst I did explain to Mr Harris that I needed to know how bad the pain was so we knew what pain killers to give him, if he was suffering from short term memory problems as part of his cognitive impairment he may not have remembered this by the time I asked the questions. This may therefore be one explanation for why he did not respond.

In the absence of a self report of pain most guidelines suggest two alternative options. Firstly the caregiver should assess what potential causes of pain or discomfort exist for the patient, (Herr et al, 2006.) The level of pain generated by these causes can potentially be estimated from the pain level reported by communicative patients experiencing the same stimuli. The problem with this method is that, as was discussed above, pain experiences vary greatly from person to person (references showing this.) For example, a study by someone et al showed a standard deviation of X between the pain scores of patients undergoing procedures. As an indicator of the potential presence of pain the assessment of causes of discomfort should never be ruled out. However, as an indicator of pain level it should only be used as the sole informant when no other method of pain assessment is possible, for example in immobile or paralysed patients whose cardiovascular and respiratory data is strongly affected by other factors.

The second, and more commonly used method of assessing pain in patients who are unable to self report is to look at the various non-verbal signs of pain, both physiological and behavioural. (Herr et al, 2006, Adam and Osbourne, 2005). It was this method which I employed in my attempt to assess Mr Harri’ pain. Based on visual and physiological signs and symptoms, such as the way he was screwing up his face and the increase in heart rate and blood pressure, which I could see on his monitor, I estimated his pain level as 3/5, (severe pain).

However, as the trust’s pain assessment policy does not advocate the use of any specific behavioural pain tool, this element of my assessment was performed in a very approximate way and without an appropriate evidence base. In retrospect, having examined the literature on behavioural pain assessment, in would have been more appropriate to use a behavioural assessment tool, and one which has been evaluated for use in critical care. In the American Society for Pain Nursing Guidelines, Herr et al. (2006) recommending one of two such tools. The first is the Behavioural Pain Scale (BPS), developed by Payen et al (2001) and the second is the Critical-Care Pain Observation Tool (CPOT), developed by Gélinas and Johnston (2007).

The Behavioural Pain Scale (BPS) (Payen et al, 2001) assigns a patient a pain score out of 16 (with a minimum score of 3) based on three potential pain indicators. These are: facial expression, upper limb position and compliance with ventilation. Unlike the Critical-Care Pain Observation Tool it bases pain assessment on behaviours alone without reference to any physiological changes in heart rate etc. This is in line with the guidelines from the American Society for Pain Management Nursing (Herr et al, 2006) which warn against using changes in vital signs as a primary indicator of pain. Changes in vital signs, they argue, are often attributable to other factors concerning the patients illness and treatment and can therefore be misleading, (Herr et al, 2006). However, the disadvantage of a behavioural approach is that it cannot be applied to patients who are paralysed or immobile and this therefore limits the applicability of the tool, although this would not be a problem in Mr Harris’ case.

The BPS has been validated by two clinical studies (Payen et al, 2001 and Young et al, 2005). The first of these, by the authors of the tool, measured the BPS of patients during ‘painful’ procedures such as endotracheal suctioning and mobilisation, versus non-painful procedures such as central venous catheter dressing changes and compression stocking application. (Payen et al, 2001). The second study applied a similar method of validation but this time compared the BPS recorded for repositioning with that measured during eye care. (Young et al, 2005). In both studies higher BPS scores were obtained during the ‘painful’ procedures. 

However, although these studies may validate the tool as a method of assessment of the presence or absence of pain, it is doubtful whether they validate its accuracy in the assessment of pain intensity. The key limitation of both of these studies is that the pain intensity level experienced by the patient during each procedure, as measured by the BPS, is not assessed against the established definition of pain intensity, which is the patient’s self report. Furthermore, the use of central venous cannula dressing changes as a non-painful stimulus in the study by Payen et al (2001) is also doubtful. As this procedure involves the removal of the previous dressing, my experience has been that patients often grimace or self-report being in pain, whilst it is being performed. 

The Critical-Care Pain Observation Tool (CPOT) attempts to measure a patient’s pain level by looking at four behavioural categories. As with the BPS, facial expression and ventilator compliance are included, but the CPOT also looks at  body movements and muscle tension as the final two categories rather than just upper arm position. The main advantage it has over the BPS is that it has been evaluated using the patient’s self report of pain as the “gold standard” (Gélinas and Johnston, 2007). In addition, the researchers also compared results obtained using the tool with various physiological factors such as heart rate, respiration rate and mean arterial blood pressure. The two procedures they chose to evaluate the tool with were turning (as a painful procedure) and taking of a non-invasive blood pressure (non-painful). In the Gélinas and Johnston (2007)’s study, most of the patients did not self report any pain during the taking of a non-invasive blood pressure, whereas all of the patients reported experiencing at least some pain (with pain scores ranging from two to ten out of ten), on turning. These results were echoed by the CPOT results which showed a marked increase in pain scores during turning but much less of an increase during the taking of a non-invasive blood pressure.

Although there was some correlation between physiological changes such as increase in heart rate and systolic blood pressure and an increase in CPOT scores, the relationship between patient’s self reports of pain and these physiological indicators was found to be very weak. As a result Gélinas and Johnston (2007) do not advocate the use of physiological changes in pain assessment except as a cue to further assessment. Although there is some evidence that certain physiological changes, such as increase in systolic blood pressure do correlate with an increase in self reported pain levels (Foster et al, 2003; Labus et al, 2003), most guidelines do not recommend relying on these changes as the main method of pain assessment, (Herr et al, 2006). This is because physiological changes can usually be attributed to a wide range of factors so it is very difficult to establish which changes are pain related. For example, although Foster et al (2003)’s study did find a correlation between pain level and increases in systolic blood pressure, their study focussed exclusively on healthy subjects and is thus impossible to apply to critically ill patients. By contrast, studies which used critical care patients as their subjects predominantly found little or no correlation between pain intensity and physiological indicators. (Gelinas and Johnston, 2007, Young et al, 2006).
The unreliability of physiological indicators as a method of pain assessment makes the accurate assessment of pain in totally immobile or paralysed patients impossible. Some authors have therefore  argued that all patients undergoing potentially painful procedures should be treated with analgesia even where no outward signs of pain are observed (Herr et al, 2006). This guidance is also echoed in the pain assessment policy of the trust under which Mr Harris was being treated. In future it would therefore seem appropriate for Mr Harris to receive a bolus dose of analgesia prior to his physiotherapy, in addition to a full pain assessment during the procedure based on self reporting where possible and an evidence based behavioural pain scale where he was unable to self report. At present no behavioural pain scale is in use at the trust, but one potential follow up to this study might be to suggest the adoption of the CPOT to senior nursing staff, on the grounds that, unlike the BPS it has been evaluated against patients self reports of pain. 

Interventions

Following my assessment of Mr Harris the first priority would be to inform the medical staff and attempt to establish the cause of the pain. This is the single most important intervention because, especially in a critically ill patient, it is essential to rule out potentially life-threatening causes of pain, such as areas of infection or cardiac events. Mr Harris’s medical notes show that he normally suffers from arthritis so, as the pain he is experiencing only appears to occur on movement, this would seem to be the most likely explanation. Mr Harris has been unable to take his normal anti-inflammatory drugs since admission and the long periods of immobility would also have left his joints very stiff.

Having investigated the potential sources of Mr Harris’s pain and alerted medical staff to the problem, the next priority is to appropriate analgesia in order to treat the pain he is experiencing. This is essential, not only for his psychological wellbeing, but also to promote his physical recovery. (Importance of adequate pain control in ITU- effects of pain on the cardiovascular and respiratory systems)
Normally the choice of analgesic agent would be based primarily upon the level of pain the patient was experiencing, however, in Mr Harris’s case the pain intensity score attributed to the pain is an estimate based on observation rather than a self report from the patient and this makes the choice of analgesia more difficult. Discussion with the pharmacist and medical team and a thorough analysis of the patient’s notes and current and previous medications would play an important role in the choice of analgesia. 

From the medical notes it became clear that the patient has a history of problems with pain and normally takes 300mg aspirin tablets at home with occasional paracetamol for breakthrough pain. As Mr Harris currently has a coagulopathy, taking aspirin is contraindicated. It would therefore be necessary to administer alternative analgesics of a similar strength such as a combination of paracetamol and tramadol, prescribed regularly to ensure Mr Harris remained pain free.  Following administration of these analgesics it would be necessary to monitor Mr Harris’s pain level on movement closely in order to ensure that the pain did not recur. This is a key part of the assessment process but one which is often overlooked. For example, a study of nursing notes at a hospital in America found that just under 40% of pain episodes were not reassessed following the administration of analgesia, (Gélinas et al, 2004). Without reassessment it is impossible to ensure that the analgesia has been adequate and thus that the patient is now pain free. 

Conclusions

Accurate assessment and treatment of pain is crucial to the physical and psychological wellbeing of the critically ill patient. Having researched the topic of pain assessment I am now much more aware of how basic my knowledge level was when I performed my assessment on Mr Harris and of the ways in which my assessment could have been improved. A patient’s pain should always be assessed on movement, and where there are communication difficulties it is better to use an evidence based behavioural pain scale rather than simply trying to estimate a patient’s level of pain. Although other areas of the holistic assessment, such as heart rate and blood pressure, may be affected by pain level, they are also affected by many other factors as thus should not be used as a primary method of pain assessment.

Following assessment of Mr Harris’ pain, the first priority should be to establish the source of the pain in order to ensure both that there is no life-threatening pathology and that the cause of the pain is treated if possible. Following this, the administration of adequate analgesia is essential in order to prevent side effects of pain such as immobility, stress and effects on the cardiovascular and respiratory systems.
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