ASSESSMENT AND DIAGNOSIS



Importance of Pain Assessment

Pain is a significant predictor
of morbidity and mortality.

e Screen for red flags requiring immediate investigation
and/or referral

e |dentify underlying cause

— Pain is better managed if the underlying causes are determined
and addressed

 Recognize type of pain to help guide selection of appropriate
therapies for treatment of pain

 Determine baseline pain intensity to future enable
assessment of efficacy of treatment

Forde G, Stanos S. J Fam Pract 2007; 56(8 Suppl Hot Topics):521-30; Sokka T, Pincus T. Poster presentation at ACR 2005.



Comprehensive Pain Assessment

Assess effects of pain
on patient’s function

Characterize pain
location, distribution, Complete risk
duration, frequency, assessment
quality, precipitants

Take detailed history
(e.g., comorbidities,
prior treatment)

Clarify etiology,
pathophysiology

Conduct physical
examination

o
National Pharmaceutical Council, Joint Commission on Accreditation of Healthcare Organizations._Pgig:’Currenﬂﬁ?'
of Assessment, Management, and Treatments. Reston, VA: 2001; Passik SD, Kirsh KL CNS Drug 2004; @TB- __,-\



Pain Assessment: PQRST Mnhemonic

* Provocative and Palliative factors
* Quality

* Region and Radiation

* Severity

* Timing, Treatment

Budassi Sheehy S, Miller Barber J (eds). Emergency Nursing: Principles and Practice. 3rd ed. Mosby; St. Louis, MO: 1992.



Locate the Pain

Front Back
Left Right

Body maps are useful for the precise location of
pain symptoms and sensory signs.*

*In cases of referred pain, the location of the pain and of the injury or nerve lesion/dysfunction may not be correlated
Gilron | et al. CMAJ 2006; 175(3):265-75; Walk D et al. Clin J Pain 2009; 25(7):632-40.



Pain History Components

e Location of pain

* Onset

* Provocative or palliative factors

e Quality

* Radiation and related symptoms

* Severity (intensity, effect on function)
 Temporal pattern (continuous vs. intermittent)

Cognitive functioning and gender differences may affect a person’s self-report of pain;

therefore, caregivers are commonly used as proxies for obtaining pain reports

Parala-Metz A, Davis M. Cancer pain. Available at: http://www.clevelandclinicmeded. com/med|ca|pubs' easema nt/hematology-oncology/cancer—
pain/. Accessed March 19, 2015; Allen RS et al. Gerontologist. 2002;42: 507-14.




Physical Examination

e Assess tumor response
* Narrow differential diagnoses

* Lead to appropriate diagnostic testing and empiric treatment
in the presence of new complaints

Patients with cancer indicate the physical exam is a highly

positive aspect of their care

Kadakia KC et al. Cancer. 2014;120(14):2215-21.



Physical Examination

* Most patients perceive the physical exam as strongly positive

* Most feel that being examined provides a symbolic and pragmatic
meaning

 Exam has meaning beyond that of an investigative bedside tool
— Symbolic: provides reassurance, caring, and hope

— Pragmatic: results might directly affect diagnostic, prognostic, or
therapeutic assessments

* Increasing age is an independent predictor of a more positive perception
of the physical exam

* May provide an avenue to discuss issues and avoid unnecessary tests

Kadakia KC et al. Cancer. 2014;120(14):2215-21.



Tools for the assessment of
cancer pain



Assessing Acute Pain

Pain Intensity Impact of Pain on Function

[ Visual analog scale (VAS)
O Self-rating on a 0-100 mm scale
[ ] Numerical rating scale
O Self-rating on a 11-point scale:
0 = no pain to 10 = worst pain
[ Time-specific pain intensity

O “My pain at this time is: none,
mild, moderate, severe”
(O to 3 rating)

[ Time-specific pain relief
O “My pain relief at this time is:

none, a little, some, a lot,
complete” (0 to 4 rating)

[0 American Pain Society
(APS) guestionnaire
O The degree to which pain

interferes with patient function,
such as mood, walking and sleep

[1Brief Pain Inventory (BPI)

O Evaluates severity, impact and
impairment on daily living, mood
and enjoyment of life

Coll AM et al. J Adv Nursing 2004; 46(2): 124-133; Dihle A et al. J Pain 2006; 7(4):272-80; Keller S et al. Clii



Brief Pain Inventory

FoRm 22 Brief Pain Inventory
Date 7/ /

Time:

Name:

Tt Vo oty bl

1) Throughout our lives, most of us have had pain
from time to time (such as minor headaches,
sprains, and toothaches). Have you had pain
other than these everyday kinds of pain today?
1.Yes 2. No

2) On the diagram shade in the arcas where you feel
pain. Put an X on the arca that hurts the most.

3) Please rate your pain by circling the one number
that best describes your pain at its worst in the

past 24 hours,
01 2 3 4 5 6 7 8 9 10
No pain as bad as
pain YOu can imagine

4) Pleasc rate your pain by circling the one number
that best describes your pain at its least in the

past 24 hours.
01 2 3 4 5 6 7 8 9 10
No pain as bad as
pain you can imagine

5) Please rate your pain by circling the one number
that best describes your pain on the average

01 2 3 4 5 6 7 8 9 10
No pain as bad as
pain you can imagine

6) Please rate your pain by circling the one number
that tells how much pain you have right now.

01 2 3 4 5 6 7 8 9 10
No pain as bad as
pain you can imagine

7) What treatments or medications are you receiving
for your pain?

8) In the Past 24 hours, how much relief have pain
treatments or medications provided? Please circle
the one percentage that most shows how much
releif you have received

0% 10 20 30 40 50 60 70 80 90 100%

No Complete

relief relief

9) Circle the one number that describes how, during
the past 24 hours, pain has interfered with your:
A. General activity

01 2 3 4 5 6 7 8 9 10

Does not Completely

interfere interferes
B. Mood

01 2 3 4 5 6 7 8 9 10

Does not Completely

interfere interferes

C. Walking ability

01 2 3 4 5 6 7 8 9 10
Does not Completely
interfere interferes

D. Normal work (includes both work outside the
home and housework

0t 2 3 4 5§ 6 7 8 9 10
Docs not Completely
interfere interferes

E. Relations with other people

01 2 3 4 5 6 7 8 9 10

Does not Completely

interfere interferes
F. Skeep

01 2 3 4 5 6 7 8 9 10

Doces not Completely

interfere interferes

G. Enjoyment of life

01 2 3 4 5 6 7 8 9 10
Completely
interferes

Does not
interfere

Cleeland CS, Ryan KM. Ann Acad Med Singapore 1994; 23(2):129-38.




Determine Pain Intensity

Simple Descriptive Pain Intensity Scale

No Mild Moderate Severe Very severe Worst
pain pain pain pain pain pain

0—10 Numeric Pain Intensity Scale

0 1 2 3 4 5 6 7 8 9 10
No Moderate Worst
pain pain possible pain

Faces Pain Scale — Revised

e—
—
-
~— -
S
P

International Association for the Study of Pain. Faces Pain Scale — Revised. Available at:
http://www.iasp-pain.org/Content/NavigationMenu/GeneralResourcelLinks/FacesPainScaleRevised/default.ntm. Accessed: July 15, 2013;
Iverson RE et al. Plast Reconstr Surg 2006; 118(4):1060-9.




APS Questionnaire

e Measures 6 aspects of pain quality:
— Pain severity and relief

— Impact of pain on activity, sleep and
negative emotions

— Side effects of treatment

— Helpfulness of information about pain treatment
— Ability to participate in pain treatment decisions
— Use of non-pharmacological strategies

Gordon DB et al. J Pain 2010; 11(11):1172-86.



APS Questionnaire

1. On this scale, piease Indicate the least pain you had In the first 24 hours:

o 1 2 3 - 3 ] 7 o 8 10
no worst pain
pain possiie a Anxious O
2. On this scale, please Indicale the worst pain you had In the first 24 hours: Not at ai
0 1 2 3 - 3 ] 7 o -] 10
no worst pain b. Depressed O
pain possibie Not at all
3. How often were you In severe pan in the first 24 hours? Please orde your best estimate of
e percentage of tme you experienced severe pain: c. Frightenec 0
0% 10% 20% 30% 40% S50% 60% 70% O50% 90% 100% Not at all
d Helpless 0
Neverin Aways In Not at all
severe pain severs pain

4. Circle the one number below that best describes how much pain Interfered or prevented
NUMZ
a. Doing activies In bed such as tuming, sitting up, repositioning.
all aBzliz0slicalslizls 8 10
Dees rot miarfere Compietely Intertares a Nausea 0
None
b. Doing acivites cut of bed such as walking, sitting In a char, standing at the sink.

b. Drowsiness 0
o ¢+ 2z 3 4 5 ®© 7 ® 3 10 None
Does not ntarfere Compietely risrteres ciig ©
<. Faling asleep
NI E N E N s = R EE d.Otzziness 0
Does not interfere Completely rierferes Nane
. Staying asiesp
NI NI E RN N S s e B e
Does not interfers

Compietely nterferes

Gordon DB et al. J Pain 2010; 11(11):1172-86.
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S. Pain can affect cur meod and emotions. On this scale, please circle the one number that bast
shows how much the pain caused you to feel:

10
Extremely

10
Extremely

10
Extremely

10
Extremely

6. Have you had any of the foliowing side effects? Plgaze circls “0° I ng: If yes, please circle
the one number that best shows the severtty of each:

10
Severe
10
Severe
10
Severe
10
Severe



Tools to Assess Psychiatric/
Psychosocial Comorbidities



Depression Scales



PHQ-9

Nine-symptom Checklist

Name Date
Over the last 2 weels, how often have you been bothered by any of Several More than Nearly
the following problems? Notatall days half the days every day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down. depressed. or hopeless 0 1 2 3
3. Trouble falling or staying asleep. or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself — or that you are a failure or have let

yourself or your family down 0 1 2 3
7. Trouble concentrating on things, such as reading the newspaper

or watching television 0 1 2 3
8. Moving or speaking so slowly that other people could have noticed?

Or the opposite — being so fidgety or restless that you have been

moving around a lot more than usual 0 1 2 3
9. Thoughts that you would be better off dead or of hurting

yourself in some way 0 1 2 3

(For office coding: Total Score = + + )

If you checked off any problems, how difficult have these problems made it for you to do your work, take care of things at home. or get
along with other people?

Not difficult at all Somewhat difficult Very difficult Extremely difficult
O 0 (] a

Kroenke K et al. J Gen Intern Med. 2001;16(9):606-13.



Hospital Anxiety

and Depression Scale

| feel tense or ‘wound up’:
Most of the time

A lot of the time

From time to time (occ.)
Not at all

O = N W

I still enjoy the things | used to
enjoy:

Definitely as much

Not quite as much

Only a little

Hardly at all

W N = O

| feel as if | am slowed down:
Nearly all the time

Very often

Sometimes

Not at all

o= N W

| get a sort of frightened feeling as
if something awful is about to
happen:

Very definitely and quite badly
Yes, but not too badly

A little, but it doesn’t worry me
Not at all

O =N W

| get a sort of frightened feeling like
"butterflies” in the stomach:

Not at all

Occasionally

Quite often

Very often

W N = O

I have lost interest in my
appearance:

Definitely

| don’t take as much care as | should
| may not take quite as much care

| take just as much care

o= N W

I can laugh and see the funny side
of things:

As much as | always could

Not quite so much now

Definitely not so much now

Not at all

w N = O

| feel restless as | have to be on the
move:

Very much indeed

Quite a lot

Not very much

Not at all

o= N W

Worrying thoughts go through my
mind:

A great deal of the time

A lot of the time

From time to time, but not often
Only occasionally

O = N W

| look forward with enjoyment to
things:

As much as | ever did

Rather less than | used to
Definitely less than | used to
Hardly at all

w N = O

| feel cheerful:
Not at all

Not often
Sometimes
Most of the time

O = N W

| get sudden feelings of panic:
Very often indeed

Quite often

Not very often

Not at all

o= N W

| can sit at ease and feel relaxed:
Definitely

Usually

Not often

Not at all

W N = O

A = anxiety; D = depression
Zigmond AS, Snaith RP. Acta Psychiatr Scand. 1983;67:361-70.

| can enjoy a good book or radio/TV
program:

Often

Sometimes

Not often

Very seldom

W N = O




Hamilton Depression Rating Scale

(HAM-D

1. Depressed Mood
(sadness, hopeless, helpless, worthless)
0 Absent

These feeling states indicated only on quesbonlng

1

2 These feeling states spontaneously reporte *

3  Communicates feeling states nonverbally, i.
expression, posture, voice and tendency to

4  Patient reports VIRTUALLY ONLY these fe:
spontaneous verbal and nonverbal commur

2. Feelings of Guilt

Absent

Self-reproach, feels he has let people dowr
Ideas of guilt or rumination over past errors
Present illness is a punishment. Delusions
Hears accusatory or denunciatory voices al
threatening visual hallucinations

W - O

3. Suicide

Absent

Feels life is not worth living

Wishes he were dead or any thoughts of pc
Suicide ideas or gesture

Attempts at suicide (any serious attempt ra

W -O

4. Insomnia - Early
0  No difficulty falling asleep
1 Complains of occasional difficulty falling asl
¥z hour
2 Complains of nightly difficulty falling asleep

5. Insomnia - Middle
No difficulty
1 Patient complains of being restless and dist
night
2 Waking during the night — any getting out of
(except for purposes of voiding)

6. Insomnia - Late
0 No difficulty
1 Waking in early hours of the morning but gc
2 Unable to fall asleep again if gets out of bec

9.

10.

11.

12.

13.

14.

Agitation

0 None

1 “Playing with” hand, hair, etc.

2 Hand-wringing, nail-biting, biting of lips

Anxiety - Psychic

No difficulty

Subjective tension and irritability

Worrying about minor matters

Apprehensive attitude apparent in face or speech
Fears expressed without questioning

BwWN-=O

nxiety - Somatic
Absent

Moderate diarrhea, cramps, belching
Severe Cardiovascular — palpitations, headaches
Incapacitating Respiratory - hyperventilation, sighing
Urinary frequency
Sweating

BPwoNn=soOPp

Somatic Symptoms - Gastrointestinal
None

1 Loss of appetite but eating without staff encouragement.
Heavy feelings in abdomen.

2  Difficulty eating without staff urging. Requests or requires
laxatives or medications for bowels or medication for G.I.
symptoms.

Somatic Symptoms - General

0 None

1 Heaviness in limbs, back or head, backaches, headache,
muscle aches, loss of energy and fatigability

2 Any clear-cut symptom rates 2

Genital Symptoms

0 Absent 0  Not ascertained
1 Mid Symptoms such as: loss of libido,
2 Severe menstrual disturbances

Physiological concomitants of anxiety such as:
Mild Gastrointestinal - dry mouth, wind, indigestion,



Montgomery-Asberg
Depression Rating Scale

1. Apparent Sadness
Representing despondency, gloom and despair (more than just ordinary transient low spirits)
reflected in speech, facial expression, and posture. Rate by depth and inability to brighten up.
0 - No sadness.
2 - Looks dispirited but does brighten up without difficulty.
4 - Appears sad and unhappy most of the time.
6 - Looks miserable all the time. Extremely despondent.

2. Reported Sadness

Representing reports of depressed mood. regardless of whether it is reflected in appearance or
not. Includes low spirits. despondency or the feeling of being beyond help and without hope.

0 - Occasional sadness in keeping with the circumstances. 8. Inability to Feel
2 - Sad or low but brightens up without difficulty. Representing the subjective experience of reduced interest in the surroundings or activitics
4 - Pervasive feclings of sadness or gloominess. The mood is still inf that normally give pleasure. The ability to react with adequate emotion to circumstances or
circumstances. people is reduced.
6 - Continuous or unvarying sadness. misery or despondency. 0 - Normal interest in the surroundings and in other people.
2 - Reduced ability to enjoy usual interests.
3. Inner Tension 4 - Loss of interest in the surroundings. Loss of feelings for friends and acquaintances.
Representing feclings of ill-defined discomfort, edginess, inner turm 6 - The experience of being emotionally paralyzed, inability to feel anger, grief or pleasure
mounting to cither panic. dread or anguish. Rate according to intensity, and a complete or even painful failure to feel for close relatives and friends.

and the extent of reassurance called for.
9. Pessimistic Thoughts

Representing thoughts of guilt. inferiority, self-reproach, sinfulness, remorse, and ruin.

0 - No pessimistic thoughts.

2 - Fluctuating ideas of failure, self-reproach or sclf-depreciation.

4 - Persistent sclf-accusations or definite but still rational ideas of guilt or sin. Increasingly
pessimistic about the future.

— 6 - Delusions of ruin, remorse or irredeemable sin. Self-accusations which are absurd and

unshakable.

0 - Placid. Only fliccting inner tension.

2 - Occasional feelings of edginess and ill-defined discomfort.

4 - Continuous feelings of inner tension or intermittent panic which t
master with some difficulty.

6 - Unrelenting dread or anguish. Overwhelming panic.

10.

Suicidal Thoughts

Representing the fecling that life is not worth living, that a natural death would be welcome,

suicidal thoughts. and preparations for suicide. Suicide attempts should not in themselves

influence the rating.

0 - Enjoys life or takes it as it comes.

2 - Weary of life. Only ficcting suicidal thoughts.

4 - Probably better off dead. Suicidal thoughts are common, and suicide is considered as a
possible solution, but without specific plans or intentions.

6 - Explicit plans for suicide when there is an opportunity. Active preparations for suicide.

Montgomery SA, Asberg M. Br J Psychiatry. 1979;134:382-9.




Beck Depression Inventory

Beck's Depression Inventory

This depression inventory can be self-scored. The scoring scale is at the end of the questionnaire.

1.
0 I do not feel sad.

1 Ifeel sad
2 Iam sad all the time and I can't snap out of it.
3 Iam so sad and unhappy that I can't stand it.
2. 1.
0 lam no.\ particularly discouraged about the future. 0 1 am no more itated by things than | ever was.
! I feel discouraged about the future. 1 | am skightly more ¥ritated sow than usual.
2 I feel I have nothing to look forward to. 5 2 | am quite annoyed or irated a good deal of the time.
% 3 I feel the future is hopeless and that things cannot improve. 3 1 feel writmed all the time.
5 12.
0 Ido not feel like a failure. 0 1 have not lost interest in other people.
1 lfeellhavefaxledmon.a than the average person. 1 1 am less interested in other peophe than | used to be.
2 As I 'look back on myllfg.all I can see is a lot of failures. 2 1 have kst most of my imterest in other people.
% 3 I feel I am a complete failure as a person. 1 1 have Jost all of my interest i odher people.
g 13,
(l) :ﬁﬂ ‘las m."‘:hﬂsl‘.'"sra;:‘m 0“: oft‘ljutngs asLused 1o; 0 I make decisions about as well as | ever could.
e oDt CnOY. ]"‘gff e, us:. o'hil 1 1 put off making decisaons more thas | used to.
3 :don‘;_get re: ?"s;"?}n o.‘:l: g "‘my:h‘ Bg anymore: 2 I have greater difficalty n makng decisions mwoee than | used 10.
: am dissatisfied or bored with everything. 1 1 can' make decisions ot all any )
. . : 4.
0 Idont feel particularly guilty 0 1 don fieel that | ook any worse than 1 used to.
! I'feel guilty a good part of the time. 1 1 s woeried that | am bookng old or unattractive
2 I feel quite guilty most of the time. > 1 feel there are ot ‘:! i my appe - that me look
3 I feel guilty all of the time. - tive e Bes anes
6. unattras o
0 Idon't feel I am being punished. ! Ibelicve that 1 look ugly.
R 15,
: 1fcel T may be punished. 1] 1 can work about as well as before
2 i -
3 :?;T,c;::zh?mpmﬁ 1 It takes an extra effort to get started at domng something.
7. o ’ 2 1 have to push myself very hard to do mything.
0 Idont feel disappointed in myself. 3 T can't do sy work ¢ all.
1 I am disappointed in myself. 16.
2 1am disgusted with myself. 0 I can skeep as well as usual.
3 1 hate myself. 1 1 donY sleep as well as | used 0.
8. 2 1 wake up 1-2 hours carlier thas wseal and find it hard 1o get back 10 sheep.
0 Idon' feel I am any worse than anybody else. 3 1 wake up several hours earlier tham | used to and cannot get back to sheep.
1 I am critical of myself for my weaknesses or mistakes. N
2 I blame myself all the time for my faults. 17. .
3 I blame myself for everything bad that happens. ? : don' 8':; mare "P‘:‘::‘ “l’l-::d
9, get tired more casily than | used to.
0 I don't have any thoughts of killing myself. 2 I get "°d_f'°‘“ dong ‘.“_‘“ anythisg. 2
1 I have thoughts of killing myself. but I would not carry thet 3 1 am too tired 1o do mything. .0 | 2 Do more worried 'k i
2 I'would like to kill myself. 18, I about cakh uaa]. . )
3 Iwould kill myself if T had the chance. o My appetite is no worse than um:;‘ o 1 :;‘;:T.:d about physical problems bke aches, pains, spset stomach, o
1 My appetite is not as good as it used 1o be. .
10: 0 Idont cry any more than usual. 2 M"‘PPG“ ismnchauunw. 2 1 am very womied sbout physical peoblems and it's hard to thisk of much else.
1 I cry more now than I used to. 3 1 have no appetite at all anymore. 2 3 1 am 50 warried about my physical problems that | cannot thisk of anything else.
2 Icry all the time now. 19. =t
3 lu:yedlobeableloc but now I can't hough I ] 1 haven't lost meech weight, if any, lately. 0 I have not noticed sy recent change in my nterest in sex.
% ay eventhough Ty 1 Ih uhg th, '{'8" d‘s - 1 1 am less interested in sex thas [ used to be
ave kst more than five pounds. -
2 1 have kst more than tea pounds. 2 I have almost no isterest i sex.
3 1 have kst more than fifteen pounds. 3 1 have lost intevest i sex camplctely.

Beck AT et al. Arch Gen Psychiatry. 1961;4:561-71.




Anxiety Scales



Beck Anxiety Inventory

Not At All Mildly but it Moderately - it Severely — it
didn’t bother me | wasn’t pleasant at bothered me a lot
much. times

Numbness or tingling 0 1 2 3
Feeling hot 0 1 2 3
Wobbliness in legs 0 1 2 3
Unable to relax 0 1 2 3
Fear of worst 0 | 2 3
happening

Dizzy or lightheaded 0 1 2 3
Heart pounding/racing 0 1 2 3
Unsteady 0 1 2 3
Terrified or afraid 0 1 2 3
Nervous 0 | 2 3
Feeling of choking 0 1 2 3
Hands trembling 0 1 2 3
Shaky / unsteady 0 1 2 3
Fear of losing control 0 1 2 3
Difficulty in breathing 0 1 2 3
Fear of dying 0 1 2 3
Scared 0 1 2 3
Indigestion 0 1 2 3
Faint / lightheaded 0 1 2 3
Face flushed 0 1 2 3
Hot/cold sweats 0 1 2 3

Column Sum

Scoring - Sum each column. Then sum the column totals to achieve a grand score. Write that
score here

Beck AT et al. J Consult Clin Psychol. 1988;56(6):893-7.



Hamilton Anxiety Rating Scale
(HAM-A)

0 = Not present, I = Mild, 2 = Moderate, 3 = Severe, 4 = Very severe.

1 Anxious mood O @ 3EME 8  Somatic (sensory) o @EEME

Worries, anticipation of the worst, fearful anticipation, irritability. Tinnitus, blurring of vision, hot and cold flushes, feelings of weakness,
pricking sensation.

2  Tension O M 32EME

Feelings of tension, fatigability, startle response, moved to tears
easily, trembling, feelings of restlessness, inability to relax.

OOREBEE

Of dark, of strangers, of being left alone, of animals, of traffic, of
crowds.

3 Fears

O MOEBEE
Difficulty in falling asleep, broken sleep, unsatisfying sleep and fatigue
on waking, dreams, nightmares, night terrors.

4 Insomnia

5 Intellectual O MmMeEEME
Difficulty in concentration, poor memory.
& Degremlmeod OMOEEA

Loss of interest, lack of pleasure in hobbies, depression, early waking,
diurnal swing.

7  Somatic (muscular)

OMOEBEE
Pains and aches, twitching, stiffness, myoclonic jerks, grinding of
teeth, unsteady voice, increased muscular tone.

Hamilton M. Br J Med Psychol. 1959;32:50-5.

9  Cardiovascular symptoms  [0] [1] [2] [3] [4]

Tachycardia, palpitations, pain in chest, throbbing of vessels, fainting
feelings, missing beat.

10 Respiratory symptoms 3@ EM[E
Pressure or constriction in chest, choking feelings, sighing, dyspnea.

Il Gastrointestinal symptoms [0] [1] [2] [3]

Difficulty in swallowing, wind abdominal pain, burning sensations,
abdominal fullness, nausea, vomiting, borborygmi, looseness of
bowels, loss of weight, constipation.

12 Genitourinary symptoms I__(')-I |I] [Z] EI E|

Frequency of micturition, urgency of micturition, amenorrhea,
menorrhagia, development of frigidity, premature ejaculation, loss of
libido, impotence.

13 Autonomic symptoms

O MEGEE

Dry mouth, flushing, pallor, tendency to sweat, giddiness, tension
headache, raising of hair.

14 Behavior at interview

DOEEA
Fidgeting, restlessness or pacing, tremor of hands, furrowed brow,
strained face, sighing or rapid respiration, facial pallor, swallowing,
etc.




Hospital Anxiety and

Depression Scale - Anxiety
T S T

Most of the time 3
" ” A lot of the time 2

| feel tense or “wound up .
Occasionally 1
Not at all 0
Very definitely and quite badly 3
. . . . . Yes, but not too badly 2
| get a sort of frightened feeling as if something awful is about to happen Alittle, but it doesn’t worry me 1
Not at all 0
A great deal of the time 3
e e th h ind A lot of the time 2
orrying thoughts go through my min From time to time, but not often 1
Only occasionally 0
Definitely 0
. Usually 1
| can sit at ease and feel relaxed Not often 2
Not at all 3
Not at all 0
. W s Occasionally 1
| get a sort of frightened feeling like “butterflies” in the stomach Qi e 2
Very often 3
Very much indeed 3
uite a lot 2

| feel restless as | have to be on the move o

Not very much 1
Not at all 0
Very often indeed 3
. . Quite often 2
| get sudden feelings of panic Not very often 1
Not often at all 0

Zigmond AS, Snaith RP. Acta Psychiatr Scand. 1983;67:361-70.



Quality of Life Scale for Cancer Patients



HRQoL Tools Used in Oncology

General
* Short Form 36 (SF-36)
* Hospital and Anxiety Depression Scale (HADS)

Cancer Specific

* EORTC QLQ-30

* Functional Assessment of Cancer Therapy — General (FACT-G)
 Rotterdam Symptom Checklist (RSCL)

Bottomley A. Oncologist. 2002;7(2):120-5.



Short Form 36 (SF-36°)

Physical Mental

Function Health
Role Role

Physical Emotional
Bodily Social
Pain Function

General

Health Viaity

Ware, JE Jr. Available at: http://www.sf-36.org/tools/SF36.shtml.




Hospital Anxiety

and Depression Scale

| feel tense or ‘wound up’:
Most of the time

A lot of the time

From time to time (occ.)
Not at all

O = N W

I still enjoy the things | used to
enjoy:

Definitely as much

Not quite as much

Only a little

Hardly at all

W N = O

| feel as if | am slowed down:
Nearly all the time

Very often

Sometimes

Not at all

o= N W

| get a sort of frightened feeling as
if something awful is about to
happen:

Very definitely and quite badly
Yes, but not too badly

A little, but it doesn’t worry me
Not at all

O =N W

| get a sort of frightened feeling like
"butterflies” in the stomach:

Not at all

Occasionally

Quite often

Very often

W N = O

I have lost interest in my
appearance:

Definitely

| don’t take as much care as | should
| may not take quite as much care

| take just as much care

o= N W

I can laugh and see the funny side
of things:

As much as | always could

Not quite so much now

Definitely not so much now

Not at all

w N = O

| feel restless as | have to be on the
move:

Very much indeed

Quite a lot

Not very much

Not at all

o= N W

Worrying thoughts go through my
mind:

A great deal of the time

A lot of the time

From time to time, but not often
Only occasionally

O = N W

| look forward with enjoyment to
things:

As much as | ever did

Rather less than | used to
Definitely less than | used to
Hardly at all

w N = O

| feel cheerful:
Not at all

Not often
Sometimes
Most of the time

O = N W

| get sudden feelings of panic:
Very often indeed

Quite often

Not very often

Not at all

o= N W

| can sit at ease and feel relaxed:
Definitely

Usually

Not often

Not at all

W N = O

A = anxiety; D = depression
Zigmond AS, Snaith RP. Acta Psychiatr Scand. 1983;67:361-70.

| can enjoy a good book or radio/TV
program:

Often

Sometimes

Not often

Very seldom

W N = O




EORTC QLQ-C30

 Questionnaire to assess quality of life of patients
with cancer

* For use in clinical trials (copyrighted)
e 30 questions rated on a 4-point Likert scale

* Nine multi-item scales
— Functional: physical, role, cognitive, emotional, social
— Symptom: fatigue, pain, nausea and vomiting

— Global health and quality of life
e Several single-item symptom measures also included

EORTC = European Organization for the Research and Treatment of Cancer
Aaronson NK et al. J Natl Cancer Inst. 19933;85(5):365-76.



Functional Assessment of Cancer Therapy
— General (FACT-G)

PHYSICAL WELL-BEING Jot  Allle Sone-  Quite  Very

I have a lack of Nergy ......occovuvivcririccricicicicsicccne 0 1 2 3 4 . .
33-item scale for patients

T have NAUSEA ....ccuiieiiiiciicc s 0 1 2 3 4 e
Because of my physical condition, I have trouble receivin g cancert h €ra py
meeting the needs of my family ..o 0 1 2 3 4 Easy to administer
T have PaiN ... 0 1 2 3 4 B ri ef
[ am bother Not Ali i .

SOCIALFAMILY WELL-BEING aall Bt what  abit Reliable

I feelill..... :
Valid
Tam forced 1 fee) close to my friends......cooenvnine 0 1 2 3 4 . . .
— Responsive to clinical change
I get emotional support from my family .........cccoevrienennee 0 1 2 3 4
I get support from my friends.........cocooirniinniniiiccine 0 1 2 3 4
My family has accepted my illness .........ccoeececrrineiciccenenes 0 1 2 3 4
I am satisfied with family communication about my
THINESS .. 0 1 2 3 4
I feel close to my partner (or the person who is my main
SUPPOTE) oot es e es e s es s es s saeaeseen 0 1 2 3 4

Regardless of your current level of sexual activity, please
answer the following question. If you prefer not to answer it,
please mark this box I:l and go to the next section.

I am satisfied with my sex life ......ccocriivinniiie

Cella DF et al. J Clin Oncol. 1993;11:570-9.



Rotterdam Symptom Checklist (RSCL)

physical symptom distress (23 items) activity level (8 items)

si: lack of appetite actl: care for myself (wash etc.)

s3: tiredness act2: walk about the house

sd: sore muscles act3: light housework/household jobs

s7: lack of energy actd: climb stairs

sB: low back pain actd: heavy housework/household jobs

s10: nausea act6: walk out of doors

s1z difficulty sleeping actZ:  go shopping » Self-report measure
s13: headaches acts: go to work

* 4 main scales:

sl4: vomiting
sI5:  dizziness * Physical symptom distress
s16: decreased sexual interest psychological distress (7 items) . .
s18: abdominal (stomach) aches - * PSyChOIOglcaI dIStreSS
s20: constipation ::3 irritab.ility O ACtIVlty |eVEI
s21: diarrhoea : worrying . o
$22- acid indigestion s6: depressed mood *Ove ra” g|0ba| ||fe quallty
23 shivering = fEONSnEss * 4-point Likert-type scales
s24: tingling hands or feet sii: despairing about the future
s25: difficulty concentrating si7: tension
s26: sore mouth/pain when swallowing anxiety
s27: loss of hair
s28: burning/sore eyes
28 shoriness of breath overall valuation of life (1 item)
dry mouth B
all1: all things considered

De Haes JCJUM et al. The Rotterdam Symptom Checklist. Available at: .. - "(
https://www.umcg.nl/SiteCollectionDocuments/research/institutes/SHARE/assessment%20tools/handleidi

.pdf. Accessed March 20, 2015.




Tools to Assess Neuropathic
Pain



Sensitivity and Specificity of Neuropathic Pain
Screening Tools

| Name | pescription | sensituiy" | specicity

Interview-based

NPQ 10 sensory-related items + 2 affect items 66% 74%
ID-Pain 5 sensory items + 1 pain location NR NR
painDETECT 7 sensory items + 2 spatial characteristics items 85% 80%

Interview + physical tests
LANSS 5 symptom items + 2 clinical exam items 82-91% 80-94%

DN4 7 symptom items + 3 clinical exam items 83% 90%

Tests incorporating both interview questions and physical tests have higher

sensitivity and specificity than tools that rely only on interview questions

*Compared with clinical diagnosis
DN4 = Douleur neuropathic en 4 questions; LANSS = Leeds Assessment of Neuropathic Symptoms and Signs;
NPQ = Neuropathic Pain Questionnaire; NR = not reported _ T
Bennett Ml et al. Pain 2007; 127(3):199-203. ;



LANSS Scale

NAME__

This pain scale can help to determine whether the nerves (hat are carrying your pain signals are working
normally or not. 1t s important te find this owt in case different treatments are needed to control your

THE LANSS PAIN SCALE
of pathic S

Leeds

pain.

ptoms and Signs

DATE.

Al

PAIN QUESTIONNAIRE
Think about how yor v

Please say whether any of the descriptions match your pain exactly.

Does your pain feel like strange, unpleasant sensations in your skin? Words like
pricking, tingling, pins and needles might describe these sensat

2 NO - My pain doesn't really feel like this.

b) YES - | get these semsations quite a lot.

w

Docs your pain make the skin in the painfu
‘Words like mottled or looking more red or

2 NO - My pain doesn't affect the colour of m;
b YES - I've noticed that the pain does make nv]
Does your pain make the affected skin abnd
unpleasant sensations when lightly stroking)

tight clothes might describe the abnormal s¢

N NO - My pain doesn’t make nry skin aboorm|

b YES - My skin sccms absormally sensitive

Does your pain come on suddealy and in by
still. Words like electric shocks, jumping an
2 NO - My pain doesn’t really foel like this
b) YES - 1 get these sensations quite a lot
Does your pain feel as if the skin temperaty)
abnormally? Words like hot and burning d
3 NO - 1 doa’t really get these sensations.

b) VES - I get these seasations quite 3 Jot

B. SENSORY TESTING

Skin sensitivity can be examined by comparing the painful arca with a contralateral or
adjacent non-painful area for the presence of allodynia and an altered pin-prick threshold
(PPT).

1) ALLODYNIA
Examine the response to lightly stroking cotton wool across the non-painful area and
then the painful arca. 1f normal it are in the painful site, but
pain or unpleasant sensations (tingling, nausea) are experienced in the painful area when
stroking. allodynia is present

3)  NO, normal sensation in both areas ()

B)  VES. allodynia in painfil area only )

2)  ALTERED PIN-PRICK THRESHOLD
Determine the pin-prick threshold by comparing the response to a 23 gauge (blue)
needle mounted inside a 2 ml syringe barrel placed gently on to the skin in a non-painful
and then painful arcas

1f a sharp pin prick is felt in the non-painful arca, but a different sensation is
experienced in the painful arca e.g. none / blunt only (raised PPT) or a very painful
sensation (lowered PPT), an altered PPT is present.

If a pinprick is not felt in cither arca, mount the syringe onto the needle to increase the
weight and repeat.

3)  NO. cqual sensation in both areas ©
b} YES, altered PPT in painful area )

SCORING:

Add values in for sensory and tion findings 1o obtain overall

score.

TOTAL SCORE (maximum 24) ..

I score < 12, neuropathic mechanisms arc unlikely to be contribution to the patient's pain

If score = 12, hi h are likely to be b to the patient’s pain

LANSS = Leeds Assessment of Neuropathic Symptoms and Signs
Bennett M. Pain 2001; 92(1-2):147-57.

Completed by physician
in office

Differentiates neuropathic
from nociceptive pain

5 pain questions and
2 skin sensitivity tests

|dentifies contribution of
neuropathic mechanisms
to pain

Validated



DN4

rg Neuropathic et
{2 Pain Diagnostic .. - « Completed by physician in office
Questionnaire erawer o acch o I he fou quertonsbetow

A YES score of =4 is diognostic of

(DN4)’ Newrpetic o « Differentiates neuropathic from

—— T TRl nociceptive pain

Interview of the patient

v 13 i e e e e g et « 2 pain questions (7 items)
| v | wo |

« 2 skin sensitivity tests (3 items)

h.

Questien 2. Is the paln associated with one or more of the following
?

e « Score =4 is an indicator for
O T T

e - - neuropathic pain
e : -  Validated

Examination of the patient

Question 3. Is the poin locoted in on orea where the physicol exominotion
may reveal one of more of the followmng chorocteristics ?

8. Touch Hypoaesthesio O O

9. Pricking Hypoaesthesia | O |

.

Questien 4. In the poinful area, con the poin be coused or Increased by:

\ 10. Brushing 'i:ﬂ.'ﬂf-\lfrer:u:ar.| | | |

Patient score /10

DN4 = Douleur neuropathique en 4 questions
Bouhassira D et al. Pain 2005; 114(1-2):29-36.



PainDETECT

;
o « Patient-based, easy-to-use

screening questionnaire

« Developed to distinguish between
neuropathic pain and
non-neuropathic pain*

« Validated: high sensitivity,
specificity and positive
predictive accuracy

| « Seven questions about quality and
= Gl = three about severity of pain

 Questions about location,
radiation and time course

*Validation was in patients with low back pain

Freynhagen R et al. Curr Med Res Opin 2006; 22(10):1911-20.



ID Pain

than one painful area, circle the area that bothers you the most.

Right Left  Left

‘No’to the ones that do not.

On the diagram below, shade in the areas where you feel pain. If you have more

Front Back

Mark “Yes'to the following items that describe your pain over the past week and

Right

Question

Score

1. Did the pain feel like pins and needles?
2. Did the pain feel hot/burning?

3. Did the pain feel numb?

4. Did the pain feel like electrical shocks?

5. Is the pain made worse with the touch of clothing or bed sheets?

8. Is the pain limited to your joints?

o O O O O O

Portenoy R. Curr Med Res Opin 2006; 22(8):1555-65

Patient-completed
screening tool

Includes 6 yes/no questions
and pain-location diagram

Developed to differentiate
between nociceptive and
neuropathic pain

Validated



Imaging in the Diagnosis and
Management of Cancer Pain

* Imaging of bone metastasis
* Spinal tumor imaging

* Plexus tumor imaging

* Celiac plexus imaging
 Tumor ablation

* Image-guided pain therapy

— Image guidance to place a biopsy needle, therapeutic catheter,
or ablation needle in the target

e Vertebral tumor image-guided interventions
— Vertebroplasty, percutaneous nerve blocks

Cuevas C, Shibata D. Curr Pain Headache Rep. 2009;13:261-70.
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