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Management of Acute Pain
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Table 1. Psychologic Reactions to Specific Condi-
tions in Acute Pain Situation

Antecedent conditions Consequent reactions

Lack of information Anxiety
{uncertainly)
Perceived loss of control Helplessness,
escape/avoidance

Social isolation Anxiety, depression

Observation of another’s Increased pain behaviors
pain behaviors
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Fig. 1. A simplified schema of spinal nerve and the
different types of fibers contained therein.
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Fig. 2. The gate-control theory(Mark II).
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Table 2. Commonly Accepted Techniques for the Modulation of Pain

Demand system analgesics(p.rn.)
Scheduled intravenous analgesics
Continuous analgesic infusion
Patient controlled analgesia(PCA)

Segmental regional analgesia
Continuous regional block
Epidural narcotics
Interpleural analgesia

Cryoanalgesia Newer techniques
Stimulation Adjunctive agents
Table 3. Problems in Opioid Use:
Problem Cause

Inadequate doctors orders:

1. Dose too small, interval too long

2. Range of doses ordered

3. Opioid ordered p.r.n.

4. Alternative nonopioids
analgesics ordered

Inadequate interpretation of orders by nurses

1. Use of lower range of opioid dose

2. Interpretation of p.r.n. as“as
little and infrequently as possbie”

3. Delayed in administering opioid when
patients report pain

Difficulties in patient communication analgesic needs

1. Problems due to language, intelligence, or age
2. Ethic, cultural, and psychological background

Inadequate pharmacokinetic knowledgs

Unwillingness or unavailability to
assess opioid needs of individual
patients

Fear of addiction and resp: ratory
depression
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Fig. 3. Diagram to illustrate PRN schedule in con-
trast to regular scheduling.
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Table 4. Examples of Setups for PCA Following Abdominal Surgery Using Selected Drugs in ASA Physical

Status 1-2-3, 70 kg Patients

Background
Drug Concentration Incremental Fockout infusion
dose interval rate
(if applicable)
Morphine 5 mg/cc I~ 3mg 8 min "1~ 2mg/h
Meperidine 50 mg/cc 10~20 mg 8 min 10~20 mg/h
Sulfentanil 10 #/cc 2~ 4pg 8 min 1~ 3 w/h
Alfentanil 0.5 mg/cc 0.1~0.2 mg 5 min 0.8~14mg/h
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Fig. 4. Sites of potential interruption of acute pain pathways.
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2) Intraspinal narcotics
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4) TENS(Transcutaneous Electrical
Nerve Stimulation)
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