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The Massachusetts Association of Registered
Nurses (MARN) is proud to announce the
election of Karen Daley, a Massachusetts native,
as President of the American Nurses Association.
Karen started her
term at the close
of the House of
Delegates on June
19, 2010 and will
serve until June
2012. Karen ran
on the successful
campaign slogan:
“Proud to be ANA.”
Looking
to
the
future,
President
Daley called for
nurse
delegates
to move forward
with a newly energized commitment to the work
of nursing. “We have exciting and challenging
work ahead,” said Daley.
President Rebecca M. Patton has been an
amazing leader and I look forward to building on
ANA’s legacy of service to nurses, the profession
and the communities we serve. As an association
and profession, we must draw on the strength of
our values—for the challenges that we face may
have changed, but the things that we believe in do
not.
President Daley had to hit the ground running.
Just three days into her tenure, she was invited
to the White House for an event to mark 90 days
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since the signing of the Patient Protection and
Affordable Care Act. She also attended a meeting
of the International Council of Nurses. “I was
gratified by the warm reception I received from
the international community of nurses as I was
introduced as the new ANA president. I’m grateful
for the opportunity to represent nurses and the
ANA, and I look forward to sharing with you the
details of my travels and updates about ANA’s
ongoing work on the issues of importance to
nurses and nursing.”
Daley is a past president of the Massachusetts
Association of Registered Nurses and a
past president of the Massachusetts Nurses
Association until 2000, when that organization
severed its affiliation with the ANA. Within
one year she orchestrated the birth of a new
professional nursing association affiliate
with the ANA and became the first president
of MARN. Daley also created and served as
president of the Massachusetts Center for
Nursing, a member of ANA’s Board of Directors
(2008-2010) and as a director of the American
Nurses Credentialing Center (ANCC).
Dr. Daley spent her nursing career as a frontline caregiver and staff nurse at Brigham and
Women’s Hospital in Boston where she began
her career in 1973; she served as a senior staff
nurse in Brigham and Women’s emergency
department until January 1999. Since that time,
while continuing her role as a state association
president, she became actively engaged as an
advocate for legislation to mandate use of safer
needle devices in health care practice settings.
Daley was among those invited to the Oval
Office to witness President Clinton sign the
“Needlestick Safety Prevention Act,” into law
on Nov. 6, 2000, legislation advocated for by
ANA. In addition, she has received numerous
awards for her outstanding leadership and
excellence in practice. In 2006, Daley was
recognized as a living nursing legend by
MARN, and was inducted as a fellow into the
American Academy of Nursing in recognition
of the national and international impact of her
needlestick injury prevention advocacy.
She holds a diploma in nursing from
Catherine Laboure School of Nursing; a
bachelor’s of science in nursing from Curry
College; a master’s of public health from Boston
University School of Public Health; and a
master’s in science from Boston College, and a
doctoral degree from Boston College.
Congratulations Karen!
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or
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no later than October 29, 2010.
Registration fees are non-refundable.
Checks returned for insufficient funds will
be subject to an administrative fee.
Conference fees:
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President Obama
Addresses Ana
House Of Delegates
The American Nurses Association was proud
to welcome President Barack Obama as a guest
speaker to its biennial House of Delegates. He
spoke to an estimated crowd of more than 1,000
nurses and guests during the opening session.
“Nurses are the beating heart of our health
care system,” the president commented. “It is
because you know the system so well that you
have become such fierce advocates for reform,”
he noted as he thanked the nurses and the ANA
for their staunch support during the health care
debate. He remarked on ANA’s long commitment
to health care reform, singling out Jo Eleanor
Elliott of Colorado for her strong leadership; she
was president of ANA when it became the first
health care organization to support the creation of
Medicare.
The president recognized the need for more
nurses and cited his administration for making
“the largest investment in nursing and health
care workforce in history.” The president also
revealed a series of investments in the health care
workforce, just announced by the Department of
Health and Human Services. This new funding
will serve to encourage registered nurses to attend
school full time to become nurse practitioners.
Additionally, the funds establish nurse-managed
health clinics to increase access to care and assist
in the training of nurse practitioners as primary
care providers.
As he finished his remarks, the president
reiterated the remarkable dedication of nurses and
expressed his administration’s goal to “elevate and
value the work that you do,” adding “our mission
must be to live up to the values that you uphold
every day.”
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House of Delegates Wrap-Up
AnA House of Delegates:
the Beating Heart of Healthcare
Another historic ANA House of Delegates
(June 16-19, 2010) is over, leaving all who
attended with a renewed zeal to accomplish the
work of Nursing. We said “goodbye and thank
you” to outgoing ANA President Becky Patton,
elected a new President, Board of Directors, and
other leaders and hosted a visit from President
Barak Obama. Calling nurses “the beating
heart” of the U.S. health care system, the
president thanked ANA for its efforts during the
health care debate and announced new funding
for workforce development which focuses on
primary care providers.
Reflection, reform and resolutions were the
focus of ANA’s House of Delegates. Seven past
presidents of ANA, including Massachusetts’
own Barbara Blakeney, shared their ruminations
on ANA’s and nurses’ ability to influence health
care. Improving access to care was a prevailing
theme, from ANA’s effort under Jo Eleanor
Elliott, BSN, RN, FAAN, to support the creation
of Medicare to the issuance of nursing’s first
agenda on health care reform under Lucille Joel,
EdD, RN, FAAN.
Delegates also actively worked in a
wonderfully collegial atmosphere to pass
resolutions focusing on preventing hostility,
abuse and bullying in the workplace; mentoring
novice nurses; addressing health literacy; and
working toward the safety and effectiveness of
reprocessed single-use devices in health care.

Massachusetts President, Anne Manton,
delegates, Toni Abraham, Myra Cacace, Mary
Manning, Gayle Peterson, and delegate-intraining Gino Chisari actively participated in
debates and discussions as well as in campaign
activities to support Gayle Peterson in her
bid to be elected to the Congress of Nursing
Practice and Economics, and Karen Daley
to the ANA Presidency. The Massachusetts
Delegation, under the leadership of campaign
manager Mary Manning, utilized innovative
campaign strategies to the delight of all who
visited Karen’s table. It was a great sight to see
bags of “Vote for Daley” popcorn (as delicious
aromas tickled our senses) scattered throughout
the floor of the House! Also special thanks to
MARN member Maura Flynn who was present
as an observer for the Dermatology Nurses
Association who helped with the campaign as
time allowed.
The MARN presence was proportionally
large as MARN members Jeanne Gibbs and
Cidalia Vital (who was chair) worked on the
Credentialing Committee, which verifies that
all delegates are properly vetted and in good
standing. We were proud when MARN received
an award for largest increase in Membership for
2008 through 2010. The only disappointment
was that the Celtics failed to win the
championship! Small price to pay for our huge
success!

Cidalia Vital, Chair of MARN Membership
Committee and MARN President Anne Manton
accept Largest Membership Increase Award from
ANA President Becky Patton.

MARN delegation: Top—Myra Cacace, Anne
Manton, Mary Manning. Bottom—Gino Chisari
(delegate in training), Diane Jeffery (MARN
Executive Director), Toni Abraham & Gayle
Douglas

Proudly working at Karen Daley’s campaign
table.

MARn Member elected to AnA Congress of nursing
Practice and Economics
On June 18, 2010,
delegates
to
the
American
Nurses
Association
(ANA),
House of Delegates
(HOD) elected Gayle
Peterson, RN, to serve
a four-year term on the
Congress on Nursing
Practice and Economics
(CNPE). This working
body of ANA is an
Gayle Peterson
organized, deliberative
body which brings
together the diverse experiences and perspectives of
ANA members. The Congress focuses on establishing
nursing’s approach to emerging trends within the
socioeconomic, political and practice spheres of
the health care industry by identifying issues and
recommending policy alternatives to the Board of
Directors.
Gayle brings her 30 years of experience in
Inpatient Oncology at Massachusetts General
Hospital (MGH) to the table. She is ANCC certified
in Pain Management Nursing and is a pastpresident of the state pain society-ASPMN. She is
an ‘RN Resident’ in the first-of- its kind Geriatric/
Palliative Care program funded by the Robert
Wood Johnson foundation.
Gayle has won several Partners in Excellence
awards for her work at the bedside, as co-chair
of the Ethics in Clinical Practice Committee and
for her work in the MGH Magnet program. She
has also received the Cronin Award for patient
Advocacy and was featured in a recent Boston.
Com article about ways MGH integrates health
care issues into everyday practice. In 2007 she
was a New England finalist in Nursing Spectrum’s
Nurse of the Year in Community Service.
Gayle has been an elected MARN delegate
to the HOD for three terms. She is an active

member of the MARN Health Policy Committee
and is a Human Rights Commissioner in Melrose
Massachusetts. Gayle was also a member of the
advisory board for the Mass Pain Initiative.
MARN is proud of the commitment made
by Gayle to serve nursing in this capacity.
Congratulations Gayle!

MARn Member Reappointed to AnA Center
for Ethics and Human
Rights Advisory Board
Cynthia Ann LaSala, MS,
RN, has been reappointed
to the ANA Center for
Ethics and Human Rights
Advisory Board for another
four year term effective
June 2010. The Ethics
Advisory Board’s activities
include educating the ANA
constituency, the nursing
profession at large, and
Cynthia LaSala
the healthcare community
concerning
ethical
and
human rights issues at international, national,
and state levels, development and dissemination
of relative information (i.e. position statements,
white papers, manuscripts), consultation within
and external to ANA, advocating for public policy
changes, and assuring that short and long-term
objectives related to ethics and human rights are
addressed within ANA and with external groups
as appropriate. Additional information about
the Center is available through the ANA website,
http://www.nursingworld.org.

Cidalia Vital,
MARN Member
& Chair of the
Credentials
Committee

Jeanne Gibbs,
MARN member
and Member of
the Credentials
Committee
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MARN Health Policy in Action
MARn Climbs Capitol Hill
Diane Jeffery, MARN Executive Director
On June 16, 2010, MARN members flexed
their political muscle during ANA’s Lobby Day
orchestrated by the members of the American
Nurses Association Political Action Committee.
Along with over 300 nurses from across the
United States, MARN members were given the
opportunity to meet face to face with lawmakers
and make their voices heard on legislative issues
important to nurses. Anne Manton, MARN
President, Toni Abraham (immediate past
president), Myra Cacace, MARN Newsletter Editor,
Maura Flynn, MARN Health Policy Committee CoChair and Diane Jeffery, MARN Executive Director
met with Senator John Kerry’s Health Policy staff
expert, Senator Scott Brown and Representatives,
William Delahunt, Steven Lynch, Richard?? Neal,
and John Olver.
Armed with facts and talking points about four
high priority bills provided to us by the ANA
staff, the MARN team hit the Hill well equipped
to intelligently discuss issues important to our
practice with our representatives. Topics of
discussion included support of the:
• Registered Nurse Safe Staffing Act of 2010,
S3491,HR5527, legislation that would hold
hospitals accountable for the development
and implementation of unit-by-unit nurse
staffing plans, in coordination with direct
care nurses, and based on each unit’s unique
needs
• Safe Chemicals Act, S. 3209, which would
update the Toxic Substances Control Act of
1976 (TSCA), which requires manufacturers
to provide the public with safety and
health data proving a chemical is safe for
consumers
• Home Health Care Planning Improvement
Act, S2814, HB4993, which would allow
physician assistants, nurse practitioners,
clinical nurse specialists and certified nurse
midwives to order home health services
under Medicare in accordance with state law
• HR510, Recognizing the Need for Safe
Patient Handling and Movement, which
supports actions and policies that result
in the elimination of manual patient

MARN delegation
meets with
Representative
William Delahunt.
MARN delegation
MARN Delegation
meets with
poses with Megan
Representative
Thompson, Legislative
Stephen Lynch.
Correspondent for
Senator John Kerry.
handling. Patient handling, such as
lifting, repositioning and transferring has
conventionally been performed by nurses.
A Safe Patient Handling and Movement
(SPHM) program decreases injuries to nurses,
other healthcare workers and patients, while
reducing work-related healthcare costs and
improving the safety of patient care delivery.
The day of political activism was capped by
a visit from President Barak Obama, who came
to address the House of Delegates voicing his
gratitude to nurses for their help in passing Health
Care Reform legislation.
For more information go to www.nursingworld.
org/mainmenucategories/anapoliticalpower.
To
help MARN advance legislation important to the
nursing profession in our Commonwealth, please
go to www.MARNonline.org and join the Marn
Action Team. We look forward to having you join
us in these and other important lobby efforts and
make the voice of nursing heard!

On Thursday, June 3, 2010 four nursing students
from the Massachusetts General Hospital, Institute
of Health Professions met with Representative
Kay Kahn, also a registered nurse to discuss the
connection between nursing and legislation. This
meeting fulfilled part of the course requirements for
Bio-Behavior Principles and Theories, a course that
students take early in their program of studies. The
students’ clinical assignment was at the Cardinal
Medeiro’s Center, a day shelter serving older people
who are homeless. The students recently talked with
a behavioral health clinician who has been working
with this population and were dismayed to learn
that lack of funding put his position in jeopardy.
The students wanted learn do something about this
problem. They decided to learn more about the link
between legislation and advocacy (especially for
mental health services), and made preparations for a
meeting with Representative Kahn.
First the students searched the representative’s
website, to learn about Rep. Kahn’s legislative record
and special interests. Her accomplishments include
forming the Legislative Mental Health Caucus,
working to address the issue of barriers to access to
health care (especially for people with disabilities
and substance addictions), and advocacy for people
with mental illness, (especially women who are
incarcerated; 80% of women at MCI Framingham
have some psychiatric illness). Her work on the
Commission on Ending Homelessness resonated
because of the students’ experiences at the Cardinal
Medeiro’s Center.

MARn Health Policy Committee
Collaborates with nurse
Legislators on Beacon Hill
by Tara Teehan & Maura Flynn

Representative
John Olver

MARN delegation
meets with
Representative
Scott Brown.

nursing Students Make the Connection
Barbara Giles, MSN RN
Clinical Instructor MGH Institute of Health
Professions

Representative
Jennifer
Callahan,
Representative Kay Kahn, Representative
Mary Grant, Maura Flynn (MARN Health Policy
Committe Chair), and Sharon Reynolds from
(NURS) & Barbara Rosado (President-elect
MCNP). Seated: Representative Christine
Canavan, Tara Teehan (MARN HP Committee
Member) & Nancy O’Rourke (President, MCNP)

The group met at Rep. Kahn’s office in the State
House. A warm and gracious welcome from Rep.
Kahn and her staff set the tone for the rest of the
meeting. Rep. Kahn shared her personal journey as a
nurse that led to her present role as a legislator. The
students were comfortable talking with Rep. Kahn
about health issues and advocacy, especially concern
for people with mental health issues, because they
had thoroughly researched relevant legislation and
were familiar with the committees and caucuses on
which Rep. Kahn participates.
Awareness of the issues important to Rep. Kahn
in her role as a nurse legislator/advocate coupled
with the students’ own experiences in working
with the homeless population helped them to more
fully understand the connection between nursing
practice, health policy and legislation. Following
the meeting with Rep. Kahn, the students’ journal
entries reflected their evolving perspective on this
topic. Nursing student Marianne Merza wrote that
she understood the need for nurses to understand
political issues that affect nursing practice and felt
inspired to advocate for others. Another student,
Megan Rousseau, whose recent internship was
with a nurse midwife in Maine, commented about
the significance of legislation and midwifery in
Massachusetts after reviewing House Bill 2080: An
Act to Establishing a Board of Midwifery.
Nursing students’ exposure to the legislative
process early in their educational journey helps them
to develop an awareness of the importance of the
relationship between nursing and health policy. As
a member of the MARN Health Policy Committee I
hope that other students and professional nurses will
see the importance of political advocacy on behalf of
our patients and our profession.

Health Policy members, Maura Flynn and Tara
Teehan attended a meeting with Massachusetts
nurse legislators, hosted by Representative Grant
on June 9, 2010 at the State House. The goal of the
meeting was to demonstrate a unified nursing
front, and to let our representatives know that
nurses are ready willing and able to be involved
in health care cost legislation. Nurses advocated
for provider neutral language (clinician versus
physician) in all health care legislation. One
important bill discussed with legislators concerned
Senate Bill 2447, Section 222 which proposes a
Commission on Falls Prevention. Currently the
language for membership includes:
“The commission shall consist of the
commissioner of public health or the
Commissioner’s designee, who Shall chair the
commission; the secretary of elder affairs or
the secretary’s designee; and 8 members to be
appointed by the governor, 1 of whom shall be
a member of the Home Care Alliance of Mass,
1 of whom shall be a member of the AARP, 1 of
whom shall be a member of the Mass Senior Care
Association Inc, 1 of whom shall be a member
of the Mass Association of Councils of Aging, 1
of whom shall be a member of the Mass Medical
Society Alliance, 1 of whom shall be a member of
the Mass Assisted Living Facilities Association,
1 of whom shall be a member of the Mass Home
Care and 1 of whom shall be a member of the Mass
Pharmacist Association”.
Conspicuous by its absence is the inclusion of a
nurse on the Commission! MARN members took
the opportunity to point this out to our friends on
Beacon Hill.
Maura also had the opportunity to meet
Representative Paul Donato of Medford and “our
comments were well received.” The meeting
with Rep. Ellen Story, who is the Floor Leader
was wonderful; her first comment to us was “My
primary care provider is a nurse practitioner.” The
representative made several excellent suggestions
for effective language to use, and gave us tips about
who to meet with in Speaker DeLeo’s office. It was
a very productive meeting.
Our thanks to Representative Grant for an
interesting day and a great opportunity to advance
the work of MARN on behalf of all nurses in the
Commonwealth!
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HOnOR YOUR nURSE COLLEAGUES
by Maura Fitzgerald,
Chair of MARN Awards Committee

Project Homeless Connect:
What a Difference a Day
Makes!

I am sure that you work with or know nurses
whose commitment to nursing and patient care
is exemplary. Yet in the rush of today’s world,
there is rarely time to acknowledge them and
their professional contributions. Nominating
a worthy nurse as a Living Legend or for other
MARN Awards or Scholarships provides
you the opportunity to honor those nurses
for their remarkable, but often unrecognized
contributions to the nursing profession.
Awards can be peer or self nominated. Unless
specified, the nurse you honor does NOT have
to be a MARN member, but must be nominated
by a MARN member.

by Geraldine Kennedy, MS, RN, FNP

MARN Awards for Excellence in Nursing

Project Homeless ConnectTM (PHC) began after
278 volunteers surveyed the homeless population
in downtown San Francisco, California in October
2004. The overwhelming need for the project was
clear. Before the project began, homeless citizens
of San Francisco could spend eight months getting
hooked up with the services they needed. At
PHC’s events, hundreds of corporations, nonprofit
organizations, and government agencies come
together to provide services such as dental care,
eyeglasses, family support, food, HIV testing,
housing, hygiene products, medical care, mental
health services, substance abuse treatment, SSI
benefits, legal advice, California identification
cards, voice mail, employment counseling and
job placement, wheelchair repair, methadone,
needle exchange, and more. What took almost a
year to accomplish can now be done in just one
day! Services that are provided on this one day are
often life changing events. This model of service
has spread throughout the country.
In Massachusetts, Mercy Medical Center
Health Care for the Homeless Program’s Executive
Director, Doreen Fadus introduced the idea of
having such a project to serve the homeless
population in the greater Springfield area to Gerry
McCafferty, the Deputy Director of Homeless and
Special Needs Housing. A long time advocate for
the homeless, Doreen was easily able to interest
Ms. McCafferty in the concept of a program that
was a one- stop day of action that provides vital
services to homeless persons on the spot. Its goal
was to work toward ending homelessness for every
individual and family that attended. A daunting
goal indeed!
The first Springfield project Homeless
Connect came to fruition on August 17, 2007, at
the MassMutual Center after months of careful
planning. Essential services provided that day
were access to birth certificates and Massachusetts
IDs, housing and employment opportunities,
medical, mental health and dental care, Detox
services, assistance with benefits, legal assistance,
eye exams, access to eyeglasses, haircuts, food,
clothing and music. The first Springfield PHC
2007 was a huge success. Each year the program
has grown and refined its services as it responds to
feedback from guests at the event. It now includes
a wide spectrum of services to homeless persons
who are looking to improve their lives.
In 2009, MARN sent a contingent of
Massachusetts nurses to volunteer in many areas
at PHC. RN and Nurse Practitioner volunteers
provided blood pressure screening, blood sugar
screening, Diabetic education and foot care. This
year MARN plans another presence at PHC 2010 on
Wednesday September 15, 2010 at the Springfield
Mass Mutual Center, and will be providing hand
care and educational activities about hygiene
and staying healthy. We hope you can join Team
MARN at Springfield Project Homeless Connect!
If you are interested in joining in this year as a
Team MARN as a volunteer, please contact Myra
Cacace at newsletter@MARNonline.org.

Mary A. Manning Nurse Mentoring
Established by MARN’s first President,
Karen Daley to support and encourage
mentoring activities. The winner will be a
nurse who exemplifies the ideal image of
a mentor and has established a record of
consistent outreach to nurses in practice or
in the pursuit of advanced education.
Excellence in Nursing Practice
Presented to a registered nurse who
consistently demonstrates excellence in
clinical practice
Excellence in Nursing Education
Presented to a nurse educator who is a great
teacher in either an academic or clinical
setting
Excellence in Nursing Research
Presented to a nurse whose research about
nursing issues has had (or has the potential
to have) a positive impact on patient care.
Loyal Service
Established in 2009, and presented to a
MARN member who has demonstrated loyal
and dedicated service to the Massachusetts
Association of Registered Nurses

For more information visit the
MARN web site:
www.MARNonline.org or
contact MARN at 617-990-2856

MARN Scholarships
Ruth Lang Fitzgerald Memorial
Scholarship
Established by the Fitzgerald family in
memory of Ruth Lang Fitzgerald, a long
time member of MARN/ANA, up to $1,000
is given each year to a MARN member
to attend an educational conference or
other educational activity, pursue an
area of special interest, work on a special
project beneficial to the member and/or
the association, or for participation in a
humanitarian aid project.
Arthur L. Davis Publishing Agency
Scholarship
A $1,000 scholarship, awarded to a MARN
Member or a member’s child/significant
other
to pursue a further degree in nursing or
who has been accepted into a nursing
education program. Can only be applied to
tuition and fees.
All applications for this scholarship
must be received by the MARN Awards
Committee by March 15, 2011.

Living Legends in Massachusetts
Nursing Award
This
prestigious
award
recognizes
nurses from Massachusetts who have
made significant contributions to the
nursing profession on a state, national or
international level. Candidates for this
award should be current or past MARN
members or a member of the Massachusetts
Nurses Association (MNA) during its
affiliation with the American Nurses
Association (ANA).
The nomination process is easy!
✓ Access the applications at the MARN
website: www.MARNonline.org
✓ Complete the application and submit
electronically or by mail by November
15, 2010 (or by March 15, 2100 for the
Davis Scholarship)
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After all these years…
Barbara A. Blakeney
… The ANA House of Delegates still has the
power to inspire, excite and challenge me and
move me to action. It continues to instill in me
energy and pride seldom failing to renew my
passion for the work of the profession. I still get
excited when I enter the hall for the first session
and look up to see the ANA logo and nursing’s
current leaders gathering under it. Many times
I’ve been honored to be among them and on 4
occasions I had the honor of my professional life to
be the leader who called the house to action.
I love to be part of the discussions and debates.
I love the energy and intensity that members bring
to the issues being discussed in the forums. I love
the thoughtfulness that expert nurses bring to the
debate, their history and skill shaping their words.
I especially love the fresh, unencumbered eyes our
newer members bring to the issues for in them lies
the future and a willingness to try again for the
“first” time.
Watching or participating in a good floor debate
replete with parliamentary motions, coalition
building and action can be a thing of beauty. The
art of the possible shines through in the hands
of skilled people and ANA has a great many very
skilled people. There are those who, when they
come to a microphone, the room goes quiet waiting
to hear what is about to be said. It reminds me
of those ads: “When EF Hutton speaks everyone
listens.”
Over the years technology has allowed for new
avenues of input. The delegates now comment on
matters in a “virtual house.” Chat rooms within
the ANA web page help us network and learn from
each other and of course ANA has a Facebook
page. Information travels now at the speed of the
internet.
At the end of each House the profession forges
new pathways, develops public policy and
standards, validates practice and challenges us
all to be better, smarter, and more thoughtful
than before. In addition we set the course for the
future by electing new leaders and charging them
with the stewardship of the profession for the next
two years. The elections are always exciting. Who
will it be? What will their election say about our
direction? Can they take us where we need to go?
As the last session winds down I feel a wide
range of emotions. Enthused and excited, renewed
and empowered tired and a bit sad. The ANA
House of Delegates can be addicting-at least for me.
I’ve gotten my “fix” and it will have to last until
next time.
At the close of the last session our new leaders
are announced and we leave the House knowing
who will have the stewardship of our profession
for the next two years. Once again that stewardship
falls to a Massachusetts nurse! To President Karen
Daley, I offer my “congratulations”…may you lead
with wisdom, strength, compassion, courage and
good humor.
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President’s Message
Come Together
Anne Manton
One important function
of the American Nurses
Association
(ANA)
is
to ‘Convene’; to bring
individuals and groups
together to share ideas
and
discuss
problems,
find solutions, and offer
each other support. In the
coming year, it is one of my
goals for MARN to serve
in that role at the state
Anne Manton
level. I know that each of
the nursing organizations
in Massachusetts has a different mission and
focus, but there is much more that unites us than
divides us!
We are, after all, nurses! As organizations
and as individuals we all want to advocate for
our patients and our members whether that be
through legislative action, education, mentoring,
or visible presence and participation at the many
tables where important decisions that affect our
profession are made. I believe that our different
views can be refined through compromise and
our ideas can be better heard when we speak in
one loud united voice. Right now I know there is
an untapped richness in individual nurses and
nursing associations in Massachusetts whose
presence often lies just below the radar.
I want all nurses to be ON the RADAR—a force
to be recognized!
In his address to the ANA House of Delegates
in June, President Obama referred to nurses as
the “beating heart of the healthcare system,” and

indeed we are. The President appreciates well
the critical role of nursing in the health care
system and has demonstrated that by inviting
ANA’s immediate Past President, Becky Patton,
to the White House on various occasions to share
nursing’s viewpoints on health care reform and its
implications for patient care. This is the kind of
influence I want nurses to have in Massachusetts.
Who better to help find solutions to the multitude
of problems in the health care system than its
“beating heart?”
There is an old story of a person’s tour of hell. In
one room he saw people starving yet there was an
abundance of food in front of them. Unfortunately
their arms had no elbow joints and so they could
not bring the food to their mouths…thus they were
starving. They cried out in hunger and frustration.
In the room he saw a place that was not hell. In
that place he saw people who were happy and well
fed, despite the fact that they too had no elbow
joints and could not bring the food to their mouths.
So how could it be that they were so happy and
well nourished? You see, the people in the second
room had learned to work together. Although they
couldn’t feed themselves, they could reach out and
feed each other. It was collaboration at its finest.
So my nurse colleagues, will we suffer from
“starvation” or will we collaborate and “feed each
other?” If you are a leader of a nursing organization
in Massachusetts, I want to convene with you! I
look forward to hearing from you so we can begin
to help each other. In her first address as new ANA
President, Karen Daley (MARN member) said, “We
have exciting and challenging work ahead. As an
association and profession, we must draw on the
strength of our values—for the challenges we face
may have changed, but the things we believe in do
not. Together we can meet those challenges!”
Please contact me at amanton@marnonline.org.

Editorial
Tell Your Story;
Find Your Voice
by Myra Cacace
We were sitting around the table at dinner
during the ANA House of Delegates (HOD), and
started telling stories about some of our early
nursing experiences (funnier in the re-telling than
living through the actual experience). Laughter
filled the air at the hilarious stories about our
coming of age in nursing …the bedpan getting
“lost” under the heavy patient; the patient who
thought he was getting something better than
weighed at 6:30am; the nurse who got caught
by the nursing supervisor without socks telling
her “not to worry because he was wearing the
matching underwear”; the catheter inserted into
the wrong patient at the wrong house (he thought
he hit the lottery that day…). I realized that telling
stories shows me how far I’ve come and that I was
NOT the stupidest novice nurse in the universe!
The laughter was cathartic as our camaraderie
grew. Laughing at ourselves reminds us that new

nurses are developing their own stories (though
they may not know it yet) and experienced nurses
have a responsibility to remember that as nurses
we have a shared experience.
Realizing the value of telling my story helped
me to find my voice when I participated in ANA
Lobby Day on Capitol Hill on June 16, 2010.
Initially I was nervous about the prospect of
meeting people whose names and great deeds are
the stuff of legends. These are the hallowed halls
of democracy, where great people do great things!
What could I possibly say to them that would be of
interest? What if I said the wrong thing? What if I
looked stupid?
We started at Senator Kerry’s office. My job was
to discuss amending the law that prohibits nurse
practitioners from signing home health care orders.
I began with a story about working as a primary
care provider. In my practice the home care nurses
prefer to discuss cases with me because I started
my career in homecare and they had easier access
to me. A disconnect occurs when I have to ask a
physician to sign the orders given by me, for my
primary care panel, who are unknown to him.
As we made our way from office to office, my
confidence grew because telling my story provided
important information to people who do not have
my years of nursing experience. Legislators depend
on us to tell our stories. Nurses and legislators
must work together to change the world. Nurses
can be proud to do our part to effect change. If I
can do it so can you. Read about other issues
discussed during Lobby Day in MARN Climbs
Capitol Hill on page 4.
On a personal note I want to thank the nurses at
Newton Welleseley Hospital who took care of my
daughter, Valerie and my new grandson, Ben over
the July 4th weekend. Nothing makes me happier
to hear my family tell me that the nursing care was
great. Thank You for being there! It is great to be a
Grammy!

September 2010

Inadvertent
Mistakes
The Summer Edition of the MAssachusetts
Report on Nursing had some mistakes that the
editor feels must be rectified:
First, the Team MARN at the Boston Marathon
article was written by MARN member and 6 year
veteran Boston Marathon volunteer, Nicole Ashton
(NOT Nicole Burney)…
“I was a MARN member and I loved being
part of the event with my MARN colleagues. As
I sum up this volunteer experience, the MARN
nurse volunteers stuck together completely, thus
defining the word “teamwork,” and got the job
done. Believe me, you don’t know how good it
feels to have people like you guys help us through
this! I sure am glad that MARN found me!”

Nicole Ashton, Yolanda Starling & Barbara Gray
wait for the runners to arrive at the 2010 Boston
Marathon.
Second, Jeanne Gibbs’ name was inadvertently
left off the list of nurses who sponsored a
student nurse for the 2010 MARN Annual Spring
Conference. MARN thanks Jeanne for her generous
contribution and support of nursing students in
Massachusetts.
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MARN Hosts Provider Forum in Western Massachusetts
On the beautiful morning of May 19, 2010,
at the Baystate Health Education Center in
Holyoke, Massachusetts, members of the MARN
Continuing Education Approver Unit, (the
only unit for American Nurses Credentialing
Association in the Commonwealth) hosted
a workshop about the new requirements for
applying for continuing education credits for
nurses. The target audience was new lead nurse
planners needing to be oriented to MARN and
ANCC criteria, nurses looking for development
opportunities for continuing education in their
provider units, nurses from CE provider units
who are thinking about offering educational
programs and want to offer contact hours that
carry MARN/ANCC approval.
The highlight of the event was the Hands on
Application Workshop augmented by roundtable
discussions and consultation with Approver
Unit experts on a variety of topics including
like: activity educational design, requirements
for becoming an Approved Provider Unit, rules
about seeking commercial support, conflict

of interest, and disclosure, understanding
nuances of submission, and a table dedicated
to discussions of best practice, networking, and
examples of successful provider application.
The event was well attended with many
positive comments about MARN reaching out
to nurses in Western Massachusetts.
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The Massachusetts Roadmap to Health Care Cost Containment:
How Nursing Can Navigate a “Healthier” Direction
by Craven & Ober Policy Strategists, LLC
Massachusetts is the first state in the country
to initiate health care reform designed to provide
health insurance coverage and improve access
to care for everyone. Our initiatives have been
the template for national health care reform.
Massachusetts is now on the verge of taking
the next step in health care addressing ways, to
reign in the unsustainable costs bearing down on
individuals, families and businesses.
The enactment of Chapter 305 of the Acts of
2008 mandated that a study be conducted to
assess cost trends and cost drivers of health care
delivery. It further mandated that a commission
be formed to study and make recommendations
on alternative payment systems to the traditional
fee-for-service system in an effort to save money,
while sustaining access and quality of care.
The results or their work place our state and our
profession in a Petri-dish of historic dialogue and
potential change.
The Attorney General released her report
on cost drivers and trends in March 2010.
Examination of Health Care Cost Trends and Cost
Drivers: Pursuant to G.L. c. 118G, § 6½(b), Report
for Annual Public Hearing, March 16, 2010. This
Illuminating report has set the political stage
and provided impetus for carrying the results of
another study penned by the Special Commission
on the Healthcare Payment System directed by the
Executive Office of Health and Human Services.
These reports are available on the web at www.
mass.gov/hqcc.
MARN leaders are very interested in exploring
the impact suggested by this paper as potential
health care policy change. In fact the “roadmap”
is touted as a blueprint for the next legislation to
be contemplated by the legislature in health care
reform, already dubbed as, “Health Care Reform
III.” Policymakers are eager to move forward
with an omnibus proposal before the end of
this legislative session designed to realize cost
efficiencies and enhanced quality measures we
can all, as Massachusetts citizens, taxpayers and
businesses, benefit from.
Since Massachusetts is again ahead of the other
states on initiating significant policy change,
MARN members met with the Secretary of the
Executive Office of Health and Human Services
(EOHHS), JudyAnn Bigby, MD to discuss how
nurses in the Commonwealth might be involved
in navigating along this policy road map towards
a “healthier Massachusetts.” Dr. Bigby has a
tremendous amount of experience as a primary
care physician and serving as a national policy

expert in multiple key policy forums. Here are her
comments.
Important Aspects of the Road Map
The
Roadmap
to
Cost
Containment:
Massachusetts Health Care Quality and Cost
Council Final Report, October 21, 2009 was
developed through a collaborative process with the
Health Care Quality and Cost Council (HCQCC)
and guided by the recommendations contained
in the report issued by the Special Commission
on the Health Care Payment System. Specifically,
HCQCC recommends:
• Comprehensive payment reform
• Support of system-wide redesign efforts
• Widespread adoption and use of HIT
• Implementation of evidence-based health
insurance coverage informed by comparative
effectiveness research (CER)
• Implementation
of
additional
health
insurance plan design innovations to
promote high value care
• Development of health resource planning
capabilities
• Enactment of malpractice reform and peer
review statutes
• Implementation
of
administrative
simplification measures
• Consumer engagement efforts
• Emphasis on the prevention of illness and
promotion of good health, and
• Increased transparency
Some of these recommendations will take
longer than others to enact. Immediate savings
can be realized by “administrative simplification.”
Alignment in areas like verification of insurance,
invoicing, and sharing of information should be
easier to accomplish. We are moving towards a
uniform all payer claims data base for instance, to
achieve savings in this realm.
Implications for Nursing Practice
“Consumer engagement efforts” is one necessary
component of healthcare reform. Engaging patients
in ways that allow them to articulate their wishes
in health care, is critical. Nurses play a strong
role in helping patients make informed decisions
that can enhance their satisfaction, while saving
money. I envision systems of care that truly pay
for patient education, allowing nurses to engage in
these supportive roles.
Health promotion rather than illness prevention
has always been a nursing function. Public health
and wellness initiatives can have immediate
financial returns. This has been proven in
initiatives such as smoking cessation. We do

expect that nurses can play an active and visible
role in wellness initiatives, in primary care and
even in the workplace. In fact, the Department of
Public Health has a tool kit and a small amount
of money for wellness initiatives. The federal
health care bill also has grants and tax credits
for employers who establish and implement a
wellness program, which is expected to increase
work productivity and retention, while decreasing
work absenteeism.
The Nurses’ Role in Practice Transformation
towards Changes in Payment Models, i.e.
Patient Centered Medical Home
We envision a move towards a payment model
for practice that takes care of patients, rather
than one that simply pays for a fifteen minute
appointment. Providers would be paid for working
to care for a panel of patients as a team. This
is especially true for those patients who have
chronic diseases such as asthma. A team approach
better manages diseases and their complications,
while giving providers more satisfaction in their
practice. Advanced Practice Nurses should be
team leaders in managing a panel of patient with
other providers. RNs are an integral part of the
team to help achieve desirable outcomes. Fee-forservice models do not meet patients’ needs and
drive up the cost of care by incenting providers
to bill for more things. I would rather pay for
health education, group education, outreach and
follow-up care after sentinel events such as a
hospitalization. We must reduce emergency room
use.
Increased Use of Technology in Practice
The Roadmap recommends a widespread use of
Health IT to enhance coordination of care between
providers. Managing care, sharing information
about best practices and communicating about
a growing mass of critical information about
patients can only be more safe and efficient by the
use of IT. Many nurses have been instrumental
in implementing new models of care in a group
known as the Care Transitions Forum. This group
has been instrumental in providing guidance on
how to best manage patients who are moving from
one care setting to another. The information about
that working group can be found at www.mass.
gov/hqcc.
What the Future Might Bring, and When?
My office has been working with Senate
President Therese Murray’s office to share
information we have gathered from many
stakeholders. Nursing groups have provided us
important information. Its clear that reform of this
nature, and on this scale, will require that many
people be engaged in working together. It will
take collaboration so that all parties will benefit.
Clearly our focus must be on creating a system that
provides improved health care for all our citizens.
In summary, nurses can be pivotal in helping
to shape the health of the payment system and the
health of the citizenry. Nurses from all practice
settings will be impacted and should take an
active role to inform their own legislators about
the critical role nurses play in the quality and
cost of care. MARN will continue to monitor the
progress of this ground breaking system change.
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CHROnIC nOn-MALIGnAnT PAIn
Independent Study
ONF-10-23-I
This independent study has been developed for nurses
who wish to better understand chronic non-malignant
pain. 1.57 contact hours will be awarded for successful
completion of this independent study.
The Ohio Nurses Foundation (OBN-001-91) is accredited
as a provider of continuing nursing education by the
American Nurses Credentialing Center’s Commission on
Accreditation.
Expires 6/20/12.
DIRECTIONS
1. Please read carefully the enclosed article “Chronic
Non-Malignant Pain.”
2. Complete the post-test, evaluation form and the
registration form.
3. Please return: Completed Post Test, Registration
Form and Evaluation Form, and a check made out to
MARN ($25 members; $35 non-members) to MARN
Newsletter, P.O. Box 285 Milton, MA 02186
The post-test will be reviewed. If a score of 70 percent
or better is achieved, a certificate will be sent to you. If a
score of 70 percent is not achieved, a letter of notification
of the final score and a second post-test will be sent to
you. We recommend that this independent study be
reviewed prior to taking the second post-test. If a score
of 70 percent is achieved on the second post-test, a
certificate will be issued.
If you have any questions, please feel free to call Zandra
Ohri, MA, MS, RN, Director, Nursing Education, 614-4481027, or Sandy Swearingen, 614-448-1030, Ohio Nurses
Foundation at (614) 237-5414.
Objectives:
1. Define chronic non-malignant pain.
2. Describe the pathophysiololgic process of chronic
non-malignant pain.
3. Describe pharmacologic interventions appropriate
for the treatment of chronic pain.
4. List 4 behavioral modification strategies to reduce
pain sensations.
This independent study was revised by April Hickey,
MSN, RN, CNS, Pain Clinical Nurse Specialist – Miami
Valley Pain Clinic, Miami Valley Hospital Dayton, Ohio
(The author has no vested interest in this topic).
This independent study is sponsored by an unrestricted educational
grant by Purdue Pharma.
Accreditation/approval refers to recognition of educational activities
only and does not imply Commission on Accreditation or Ohio Nurses
Association approval or endorsement of any product.

INTRODUCTION
Imagine waking up each morning wondering if you will
be able to get out of bed, dress yourself, and go to work or
even to the bathroom. Chronic pain has been estimated in
the United States to be approximately 57% of the population
(Hardt, 2008). A study was done in America that looked at
patients with chronic pain and whether they developed comorbidity. The prevalence of spinal pain in one year was
19%. The majority of the people (87.1%) with chronic spinal
pain reported co-morbid conditions with other chronic
pain conditions at 68.8% and anxiety disorders at 55.3%
(Von Korff, 2005). Another study evaluated school children
and found that 37.3% had chronic pain with 5.1% with
moderate to severe painful conditions (Hugent & Gibson,
2008). Pain was felt to be a normal part of adolescence with
low back pain being the most prevalent at 39.8% and 37.5%
reported no pain in the study (Gandey, 2008).
The American Pain Foundation (2009) stated that there
were 76.5 million Americans with chronic pain which
is 26% of the population. Yet only 40% of chronic pain
patients have adequate pain relief (Heit et.al, 2009). Among
patients who were hospitalized on the medical units, a
study found that 35% had chronic regional pain, 21%
had chronic widespread pain, and 5% had transient pain
(Buskila, 2001). In another study of hospital patients, out
of 600 bed hospital, 71% of the patients reported pain and
these were a random mix of surgical and medical patients.
11.4% reported they had “severe pain” and 31.5% reported
“moderate to severe pain” (Sawyer et.al, 2008). Hospitalized
trauma patients were evaluated in a study that showed that
at 12 months after injury, 62.7% reported injury-related
pain. The mean severity score of the pain was 5.5 on a 0
to 10 point scale. Pain at 3 months was found to be highly
predictive of the presence and severity of the pain at 12
months (Rivara et.al, 2008). These three previous studies
demonstrate how poorly nursing and physicians treat pain
within the hospital setting and the last study showed the

outreaching effects of the poor treatment among trauma
patients. Finally, a study from England demonstrated that
among 6000 adults, there were 48% with chronic pain and
8% with predominantly neuropathic pain (Torrance, 2006).
According to the U.S. Bureau of Labor Statistics, there
were reported 4 million work related nonfatal injuries
and illnesses in 2007 which was a decrease of 4.8% when
compared to 2005. Musculoskeletal disorders accounted
for 29% of all workplace injuries and 30% of the total days
away from work in 2006. Sprains and strains, which are the
most frequent type of injury, decreased in number of cases
by 5% from 2006. All injuries and illnesses demonstrated
an unchanged mean number of days off work at 7. Injuries
from repetitive motion were shown to have 19 to 20 mean
work days off.
In 2001, workman’s compensation system covered
127 million U.S. workers. The estimated cost for all
occupational injuries and deaths was $128 to $155 billion.
The estimated annual productivity losses resulting from
lost work days was estimated at $28 billion (Nguyen,
2007). Back pain alone caused a significant burden on
patients, resulting in decreased sleep, interference in social
relationships, diminished cognitive functions, disruption
in daily activities, and increased levels of anxiety and
depression as co-morbid diagnoses (Miaskowski, 2009).
There is a significant economic impact due to chronic
pain: as an example, osteoarthritis has been reported to be
responsible for an estimated $7.11 billion per year in lost
work productivity and 65.7% of these costs are attributed to
chronic pain (Ricci, 2005).
AAPM, (Gandy,2009) convention expert panel discussed
the complexities of pain care in older adults. The points
were that only 1% of the pain studies addressed the elderly
yet the population at 65 years of age and older is expected
to increase by 75% between 2020 and 2030. Chronic back
pain is more prevalent among older adults. These patients
tend to have more co-morbidities; higher body-mass index;
need more medications; demonstrate more sleep disorders;
increased physical functional limitations; and lower
overall neuropsycholosocial performance. This area is
demonstrating a strong research area.
DEFINITIONS
There are two types of pain. There is nociceptive or
normal pain process, which can become an abnormal
process. This can be split into somatic pain, which is
bone, joint, muscular, skin or connective tissue sources,
or visceral, which arises from the visceral organs such
as gastrointestinal tract or gallbladder. This pain is
usually from musculoskeletal but can be from a tumor
or an obstruction of the hollow organ or duct. The other
type of pain is neuropathic, which is an abnormal pain
processing. This can be either centrally mediated, such as
central nervous system injury or sympathetically mediated
response as in autonomic nervous system dysregulation,
Complex Regional Pain Syndrome (CRPS) or the
peripherally generated pain such as in polyneuropathies
as in diabetes or mononeuropathies as in disc disease
(ASPMN, 2002; McCaffery & Pasero, 1999).
Another classification is as either acute or chronic
pain. Acute pain usually lasts the time it takes to heal the
pathology, which varies even with fractures. For example,
a simple leg fracture can take three months to heal but the
pain is resolved usually in much less time. On the other
hand, a shoulder injury can take up to a year to resolve as
well as the pain. The pathology is related to an acute injury,
disease or as a result of surgery (ASPMN, 2002; McCaffery
& Pasero, 1999). In chronic pain, the pain lasts longer than
the time that is required for pathology to heal of at least
one month. Chronic pain is further divided into nonmalignant and malignant. Non-malignant may or may not
have an identifiable pathology, whereas the malignant has
a pathology related to cancer (ASPMN, 2002; McCaffery &
Pasero; Hainline, 2005).
It helps when discussing pain to be familiar with
physiological terminology. Nociceptive is the activation
of the primary afferent nerve by the peripheral terminals
responding to noxious stimuli. Neurotransmitters
are chemicals which propagate the pain message.
Neuromodulators are chemicals that interfere with the pain
message (ASPMN, 2002; McCaffery & Pasero, 1999).
Neurons are ordered depending on their location in
the pain pathway. First order neurons are at the periphery
and conduct impulses from the receptor to the spinal cord.
Second order neurons are located in the gray matter of the
spinal cord or brain stem and convey impulses within the
white matter of the spinal cord to the thalamus. The final
neurons are the third order and are within the thalamus,
in the middle of the brain at the level of the third ventricle,
and transmit the pain impulses from the thalamus to the
cerebral cortex (ASPMN, 2002; McCaffery & Pasero, 1999).
PATHOPHYSIOLOGY
There is a great deal of data that shows that there are
physiologic changes within the nervous system that are
correlated to the development of chronic pain. At this time,
there is genetic research that demonstrates that certain
persons develop chronic pain because of gene phenotypes

and that these are more likely to be inherited. Therefore,
Brookhoff’s (2000) feeling that chronic pain should be
recognized as a disease versus a symptom is becoming
closer to being a proven hypothesis. At this time, there is
not diagnostic testing to determine which individuals
are likely to develop chronic pain from an acute episode.
It is known that the duration of the pain, repetitive injury
possibly due to micro or macro-injury, certain traumas,
surgeries or pathological conditions are more likely to
develop chronic pain.
Back injuries continue to be one of the leading causes of
disability in the U.S. This disability is usually because of
the development of chronic pain that can be exacerbated
months or even years after the initial injury (USDHS,
1994). Thoracotomies, mastectomies and amputations,
which are surgeries that involve multiple nerve pathways,
have been statistically at higher risk for the development
of chronic non-malignant pain (Siddal & Cousins, 1995).
Early aggressive treatment of acute pain is believed to
inhibit repetitive nociceptive input which has been shown
to ultimately alter neural pathways (McCaffery & Pasero,
1999). It has been shown that the treatment of pain can
decrease the length of stay and cost; improve vascular
flow thus preventing deep vein thrombosis; improve
pulmonary status preventing respiratory complications and
assist in wound healing; improve peristalsis and decrease
the cardiac workload because of reduced catecholamines
(ASPM, 2002).
The pain process itself involves four steps (Fields, 1985).
These include transduction, transmission, perception
and modulation (McCaffery & Pasero, 1999; Fields,
1985; Vanderah, 2007). Transduction starts with cellular
damage that causes the release of phospholipids and
other substances into the intracellular spaces (Orstavic
et. al, 2006). These substances in the intracellular space
initiate the arachidonic acid cascade. The cascade involves
5-lipooxygenase
and
cyclooxygenase
synthesizing
leukotrienes and prostaglandins respectively (Breneis et. al,
2006; Zeilhofer & Brune, 2006). These chemicals sensitize
the peripheral axonal neuron to be activated and release
substance P. Substance P is a neurotransmitter that dilates
the nearby blood vessel which releases mast cells that in
turn release histamine.
Finally, the autonomic nervous system can be activated
with the release of norepinephrine and prostaglandins,
either with repetitive firing, prolonged firing or a massive
input of the localized chemicals (see table A) (Brenneis,
et.al, 2006). This is how the peripheral nerve can become
sensitized, therefore requiring a much smaller impulse
to trigger the axon. This sensitization is what can create
chronic pain. Another reason the nerve becomes sensitive
is that tumor necrosis factor alpha (TNFalpha) has been
activated in the area of the axon and this results in axonal
terminal growth. In essence, this increases the number of
feelers (dendrites) of the axon to pick up the inflammatory
chemicals in smaller amounts which will result in the
peripheral nerve firing more easily. To increase the chance
that the nerve will fire, there is a change in the sodium
channels to maintain an open channel for a longer duration
allowing the exchange of ions to move freely. This exchange
in ions formulates an action potential which causes the
message to be transmitted through the peripheral axonal
neuron (Curatolo et.al, 2006, Rogers et.al, 2006; Spengler
et.al, 2007; Wilkie, 1995, Matulenko et.al, 2009, Pace, 2006;
Attal & Bouhassira, 2006).
Next the mechanical, thermal, or chemical stimulus
is converted into a neuronal action potential, which
leads to the next stage of transmission. In transmission,
the peripheral axonal nerve (PAN) is stimulated by the
previous stage’s chemicals at a high enough point to result
in the formation of an action potential. Both the A-delta and
C fibers (primary afferent nociceptors) can be stimulated.
This impulse then travels through the axons of either or
both of these primary afferent nocicpetors to the dorsal root
ganglia and the sympathetic fibers at the dorsal horn of the
spinal cord. The transmission is the result of the peripheral
axon being depolarized by sodium ions entering the cell
and potassium ions exiting the cell thus generating an
action potential.
The speed of the neuron is increased by the action
potential being generated in the Nodes of Ranvier, which is
an area between two Schwann cells that produce myelin,
a lipid coating that prevents the production of the action
potential. Since C-fibers have minimal to no myelin, they
are the slowest at 3mph, while A-delta fibers have Nodes
of Ravier and the impulses travel at 40mph (Rogers et.al,
2006; Wilkie, 1995; Caudill, 2009; Waxman, 2000; Zeilhofer,
2005).
When the impulse reaches the dorsal horn of the
spinal cord, there is a release of neurotransmitters into
the synaptic cleft. The neurotransmitters bind to receptors
on nearby cellular bodies and dendrites and can result
in an action potential if excitatory. Excitatory amino
acids include glutamate and aspartate, fluoride resistant
acid phosphatase, peptides, substance P, somatostatin,
cholecystokinin, gastric releasing peptide, calcitonin, VIP,
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gene related peptide, angiotensin II, leukenkaphalin, and
dynorphin (Schwartzman et. al, 2006). This is one area
where neurotransmitters can either activate or inhibit
further transmission. It is like a junction box in the phone
line. The body is no different in that the signal can either
be stimulated, suppressed or even enhanced dependent
upon the chemicals stimulating the neurons. If the cells
are excited by the peripheral axonal nerve, then there is
a release of GABA and glycine (Basbaum & Fields, 1978;
Zeilhofer, 2005; Zhou et.al, 2008).
There have been found genetic abnormalities in the gene
that encodes the voltage-gated sodium channel, which
is located in the nociceptive dorsal root ganglion and
sympathetic ganglion neurons. As a result, this decreases
the threshold for nerve transmission and results in
increased firing of the nerve. The reason is that the sodium
channels are kept open for greater period of time. This can
be inherited or caused by mutations and it is autosomal
dominant, meaning familial inheritance. It is even present
in mice (Dib-Hajj et.al, 2005).
The transmission can be influenced by neuronal
terminals within the cells of the laminae, found in the
dorsal horn of the spinal cord, because these neurons
communicate with each other. A-beta stimulation can
inhibit the cells transmitting the nociceptive message,
which is how the spinal cord stimulator and TENS unit is
supposed to work. Smaller, slower fibers can be inhibited
by heat or cold since these fibers travel much faster than
the pain fibers. Wide dynamic range neurons have large
receptive fields from A-delta and C fibers thus making
source discrimination difficult which is known as referred
pain. This explains why someone with a gallbladder
problem can have pain in the right upper abdominal
quadrant, right shoulder or below the right scapula
(ASPMN, 2002; McCaffery & Pasero, 1999; Wilkie, 1995).
Another area where repetitive transmission of
nociceptive signals can result in changes is at the dorsal
horn. In the dorsal horn there are AMPA (Alpha-amino-3hydroxy-5-methyl-4-isoxazolepropionic acid) receptors,
which are activated if there is a prolonged stimulus. This
process can enable NMDA (N-methyl-D-aspartate) receptors
and alter calcium conduction, which can result in profound
changes of the neural processing of afferent stimuli
(Schwartzman et.al, 2006; Pace et.al, 2006, Campbell &
Meyer, 2006). These changes will result in enlarging the
receptive field of the involved peripheral neuron; activation
of normally inactive receptors (NMDA) which basically
respond to neurotransmitters to increased pain stimulus;
“wind-up” of the C fibers meaning stimulation occurs from
above not just at the site of the pain; and allodynia which
in CRPS is from c-fos oncogene protein. There is a decrease
in glycinergic neurotransmitter by an inflammatory
mediator thus preventing suppression of pain in the dorsal
horn neurons. All of these changes result in chronic pain
development because of neural plasticity that results in
central sensitization (Wilkie, 1995; Zeilhofer, 2005; Tanabe,
2008). Activation of the NMDA receptor requires the
activation of both glutamate and a co-agonist like glycine or
D-serine. There is a growing evidence that D-serine rather
than glycine may be the the co-agonist (Oliet & Mothet,
2009).
In 2003, the Journal of the National Cancer Institute
indicated mechanisms for cancer pain that can lead to
chronic pain and will not respond to the same medications
as acute pain. These changes include an increase of
the astrocytes or glial cells in the spinal cord which
communicate with each other and other nerve cells thus
alternating normal pain processes and causing chronic
pain. Chemokines are increased because these chemicals
are released by the astrocytes and cause immediate pain.
Increase in the acidic environment opens ion channels
and causes the neurons to fire more easily. Bone cancer has
increased osteoclasts which results in increased acidity
that opens more ionic channels resulting in easily firing
neurons. Growth factor or endothelin-1 is released by the
tumor and causes inflammatory pain.
Treatment in terms of cancer pain should focus on these
causes. The treatment would involve endothelin-1 receptor
antagonists like Antrasentan; a receptor for RANK ligand
which inhibits osteoclast production; target ion channels
via acid sensing ion channel (ASIC); and vanilloid receptors
are another possible treatment avenue (Garber, 2003).
Changes in the cytokine, chemokine and chemokine
receptor levels can lead to increased pain. Chemokines
are anti-inflammatory chemicals expressed by the cells
in the immune and central nervous system. It is the role
of the chemokines to modulate the electrical activity
of neurons by increasing the neurotransmitter release
through calcium mechanisms and transactivation of
transient receptor channels. Therefore, the chemokines
can function as excitatory neurotransmitters in both the
peripheral and central nervous systems (White et.al, 2007).
Meanwhile, cytokines are also felt to be anti-inflammatory
and expressed in the central nervous system. One of the
cytokines, Th2, is associated with analgesia. When these
chemicals are decreased, there is an increase in pain
expression. The cytokine diminished activity is felt to be a
problem with gene expression. One of the conditions that
demonstrated having this problem is chronic widespread

pain (Uceyler et.al, 2006; Pace et.al, 2006). Glial cells,
either microglial cells or astrocytes are the immune cells
of the central nervous system. Their activation may be the
inflammatory process that results in enhanced nociception.
In fact, the glial cells are shown to actually evoke glutamate,
which is one the chemicals necessary for the activation
of the NMDA receptors (Del Valle et.al, 2009, Verkhratsky
& Kirchhoff, 2007). Astrocytes and microglial activation
was shown in cervical, thoracic and lumbar spine of CRPS
individuals at autopsy (Del Valle et.al, 2009).
Transduction continues within the spinal cord via
several different tracts such as spinoreticular tract
(SRT), spinomesencephalic tract (SMT), spinocervical
tract, second-order dorsal column tract (SDCT), and
spinohypothalamic tract. The most common tract is the
spinothalamic tract (STT), which segregates into lateral and
medial pathways and ends in the thalamus. The thalamus
sends neurons to the primary somatosensory cortex and
the limbic system. The somatosensory cortex then responds
selectively to nociceptive input and sensory discrimination.
Finally, there are neural branches into the frontal cortex
to interpret the affective component of the pain (Spengler,
2007; Waxman, 2000).
Pain is perceived in the thalamus, cerebral level,
posterior sector of the anterior cingulated cortex, and
emotional center (Basbaum & Fields, 1978; Talbot et.al, 1991;
Moisset & Bouhassira, 2007). Memory can be developed at
the central, peripheral level and associations can be formed
as well (Brookoff, 2000). In essence, there are multiple
sites affected in the limbic system and the cerebral cortex,
where the pain signal can become embedded in the central
nervous system such as the medial prefrontal cortex, rostral
anterior cingulated, basal forebrain and hippocampus.
(Pace et.al, 2006; Campbell & Meyer, 2006; Talbot et.al, 1991;
Wilkie, 1995; Schwartzman et.al, 2006; Serrano et.al, 2008;
Morano et.al, 2008; Baliki et.al, 2006).
The final stage in the pain process is modulation
which is a descending pathway. The nociceptive fields
are inhibited by stimulation in the brainstem. The
modulation can include both inhibition and enhancement
of the pain signal from the medulla (Fields & Heinricher,
1985). Endogenous chemical analgesia is produced in the
periventricular and periaqueductal gray matter (around the
lateral and third ventricles and the connection to the fourth
ventricle); rostra ventral medulla; and the spinal cord.
Neuromodulators inhibit the nociceptive cells in the
dorsal horn, yet not all the neuro-chemicals are identified
or clearly noted as to the method of modulation. The
neuro-chemicals that are known include endorphins,
enkephalins, adrenergic transmitters, serotonin, adenosine,
GABA, neuropeptide Y, calcitonin, somatostatin, and
neurotensin.
Some of the modulation techniques include descending
fibers that release serotonin, norepinphrine, endorphins
and enkephalins which inhibit the release of the
neurotransmitters from the peripheral axonal terminal.
Another method to decrease the pain by chemicals such as
TCA that inhibit tumor necrosis factor (TNF) in the brain
by increasing the production of norepinphrine, known to
inhibit the release of chemicals from the peripheral axonal
terminal (Spengler, 2006; Urban et.al, 1999; Vanderah,
2007). Endogenous pain modulation may be provided by
three mechanisms: modification of the synaptic strength
of the spinal dorsal horn; dorsal horn interneurons provide
both forward and back modulation of the spinothalamic
and spinobulbar tracts, major pain pathways to the brain;
descending brain systems exert nociceptive input at the
spinal level. The shift between inhibitory and facilitatory
pain modulation systems has been shown in repetitive
noxious stimulus resulting in hyperalgesia and implied in
CPRS (Seifert et.al, 2009).
The brain is the final area where changes,
neuroplasticity, are felt to be a part of the central
sensitization leading to chronic pain. Elevated TNFalpha
and alpha (2)-adrenergic receptors have been found in
the midbrain, at the locus coeruleus, hippocampus and
thoracolumbar spinal cord. An increase in TNFalpha and
alpha (2)-adrenergic receptors correlates with decreased
norepinephrine, a neurotransmitter that decreases the pain
intensity. The glial cells, (astrocytes), of the spinal cord and
brain change from the structural support cells to neurons
that transmit pain. Glial cells are carriers to the NMDA
receptors, thus activating these receptors or increasing
the signal. Other structural changes are found in the
destruction of the inhibitory interneurons in the spinal
cord and a decrease in the GABA and opioid receptors,
thereby diminishing the sites that neurotransmitters or
medications can connect to reduce the pain intensity.
Finally there is an increase in cholecystokinin, which is
a neurotransmitter that increases the pain signal (Convey
et.al, 2002; Ignatowsk et.al, 1999; Ignatowski et.al, 2005;
Sud et.al, 2007). Glial activation is enhanced by micoglial
and astroglial activation. Many signaling molecules
like ATP and chemokine receptors are activated by the
spinal microglia or astroglial interaction. Inhibiting these
molecules may prove to a method of diminishing the
neuropathic pain (Ru-Rong & Yeong-Ray, 2006).
There have been shown that there are changes in the
brain itself. Using functional brain imaging, the forebrain
demonstrated different activity in allodynia than in normal

heat pain (Casey et.al, 2003). Patients with CRPS showed
disruption in the relationship between the white matter
and whole-brain gray matter. There was gray matter atrophy
in three distinct brain areas. White matter connections in
these regions demonstrated branching pattern alterations
with increased connections to the insula, the emotional
section of the brain, and decreased connections to the basal
ganglia. The areas of atrophy are related to pain intensity
and duration. The branching connections between these
regions relate to anxiety (Geha et.al, 2008). Changes in
the brain structure are found in various pain syndromes
such as phantom pain, chronic back pain, irritable
bowel syndrome, fibromyalgia and two types of frequent
headaches. The changes did overlap in the cingulate cortex,
orbitofrontal cortex, insula, and dorsal pons which is the
area that produces endogeneous pain modulators (May,
2008).
Chronic pain, like chronic back pain, has been shown
to result in brain atrophy. Every year the individual is in
pain results in the loss of 1.3cubic cm of gray matter. There
is 11% of brain shrinkage noted in chronic back pain
individuals which is equivalent to 10 to 20 years of normal
aging (Tennant, 2008; Apkarian et.al, 2004). Chronic
tension type headache patients were compared to normals
and found to have significant gray matter decrease in areas
known for pain processing (Schmidt-Wilcke, 2005). In
CPRS patients, there was found neuronal loss in cervical,
thoracic, and lumbar spinal autopsy tissue (Del Valle et.al,
2009). The implication is that the mental slowness may be
due to chronic pain rather than medications and should
be considered during the assessment phase. Duration of
the pain issue can correlate with changes in gray matter
and the specific pain issue may have further evidence of
cortical changes.
ASSESSMENT
Assessment is the key to determining treatment
including the need for diagnostic testing. Key questions
that should be included in your assessment would be:
1. How long have you had this pain? In order to
determine if this is acute or chronic pain.
2. Has your pain changed in character or location?
This helps determine whether any new diagnostic
testing is warranted. Determine when the person
received a diagnostic treatment.
3. Have the person describe the location of the
pain in order to help determine possible cause.
Remember the dermatomes because a person with
a compression fracture of the thoracic region, as an
example, can have symptoms of chest pain.
4. Have the person describe the sensations because
this can drive treatment. Burning, tingling pain
is related to nerve pain and opiates alone are
usually ineffective, but other medications such as
anticonvulsants are helpful.
5. What makes your pain better? This question can
guide your plan of care, what orders are necessary
for items that do not pertain to medications and
indicate a need for teaching.
6. What makes your pain worse? The answer can
lead to education. Observation may lead to other
questions like do you use this position for comfort,
which may require further education, since a person
can develop new area of pain from being protective
in body positioning of the original pain area.
7. How are you sleeping? How many hours? How
many times do you wake up during the night? These
questions may indicate that the person has elevated
pain levels due to diminished sleep and requires
education.
8. What medications do you use, including over-thecounter and medications prescribed “as needed”?
How long have you been on these medications?
Exactly what are you taking on your worse day? If
the person is hospitalized or going to have surgery,
then this helps assure adequate pain control during
their stay in the inpatient or outpatient procedure/
surgical area. This patient requires their baseline
medications prior to medications given to assist
with breakthrough pain or new acute pain. The
answer may indicate that the patient is inadequately
being treated or require a rotation of the medication.
9. What other medications, street drugs, smoking,
soda, caffeine, or alcohol do you use? How
much? Medications for anxiety can influence the
effectiveness of pain treatment. Smoking and soda
can reduce the effectiveness of the pain medication.
Alcohol, smoking and caffeine can affect sleep.
There are objective signs such as positional changes
for relief of the pain. These would include changes in gait
such as a wide gait, favoring one leg, imbalanced walk,
or shoes that do not wear evenly. Person may lean to one
side or another, lie on the floor, stand up and not want to
sit, and sits on the edge of the chair. Their head may not
move from side to side or be in same position throughout
the interview and one shoulder will be higher than the
other. The face may also give signs such as creasing of the
forehead on one side or keeping one eye closed. There may
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be muscle hypertrophy or atrophy of the involved area such
as the back. There can be a difference in temperature, hair
loss or change in the skin when compared to the other side
(Tennant, 2008).
Other objective signs would be present based on the fact
that pain is a stressor and results in sympathetic discharge
signs such as increased heart rate and blood pressure,
dilated pupils, vasoconstriction, diaphoresis, hyperreflexia,
insomnia, nausea, diarrhea, and anorexia. These signs can
be detected in non-verbal, comatose and infants. Some
medications such as opioids may alter the diarrhea to
constipation.
These sympathetic changes can be assessed easily. Vital
signs that demonstrate a pulse rate greater than 88 per
minute and a blood pressure greater than 130/90mm Hg
are indicators of uncontrolled pain in the normotensive
patients. Light touch of the skin under the eyes can
determine diaphoresis. However, the pupil size can be an
accurate indicator of whether the patient is over sedated or
in increased pain. Acute or chronic pain reaches a critical
threshold that causes a sympathetic discharge and results
in pupil dilatation. The pupil would present as greater than
5 mm, normal pupil diameter is about 3 to 5mm. This can
be correlated with the vasoconstriction of the peripheral
blood vessels resulting in cold hands and feet by touching
the hands. The pupil can also inform you if the person is
overmedicated because the opioids will cause the pupil
to be less than 3 mm and non-reactive to light. Other eye
indicators, in over sedation with an opioid, would include:
drooping of the upper eyelid and decreased response to
accommodation (Tennant, 2008; Hofle et.al, 2008).
Can the vital signs or changes in skin temperature be
accurate in chronic pain? Constant stress can blunt the
effects of the autonomic nervous system which would
mean that the vital signs would not be elevated. In chronic
pain itself, there has been demonstration of changes in
the hypothalamic-pituitary axis, which controls coritisol.
When the levels are elevated over a long period of time, the
changes expected to be seen in an acute episode would be
blunted. Yilmaz et.al (2007) showed that there were heart
rate and blood pressure changes that suggested an altered
sympathetic response in men with chronic pelvic pain
syndrome. However, the skin response findings were
not conclusive. In migraine patients, the cardiovascular
responses to cognitive stress were decreased as they were
in normal subjects, but tension-type headaches heart rate
elevation was maintained during stress but there was a
delay in the systolic blood pressure response (Leistad et.al,
2007). Higher diastolic blood pressure was associated with
those with chronic low back pain with increased pain
intensity than those without chronic pain and the subjects
with the chronic pain did not show systolic blood pressure
changes. Thereby demonstrated blunted baroreflex
sensitivity in chronic low back pain (Bruehl et.al, 2002;
Chung et.al, 2008; Chung et.al, 2008).
Diagnostic testing is used to determine a cause for the
pain, but not all chronic pain has a focused recognizable
source. There has been experimental testing done to show
actual changes in the brain’s circuitry by functional MRI
or PET scans or brain and spinal cord atrophy in specific
areas via MRI scanner or autopsy. CSF studies have shown
increased chemicals that relate to the pathophysiological
development of chronic pain, but would these studies
change treatment or attitudes? There was one study that
showed a correlation between the VAS pain scale and
salivary alpha-amylase, which suggested this biomarker
could be an objective index for the determination of the
pain intensity (Shirasaki et.al, 2007). This needs further
studies with larger groups to prove the accuracy of this test.
PHARMOCOLOGICAL
With the recent discoveries of the physiological changes
in the nervous system that result in chronic pain, the focus
on treatment may be turning to how to blunt or prevent
these changes from occurring in a person. There are studies
being done to look at interventions which attempt to affect
these pathophysiologic changes in different types of chronic
pain, either by affecting the sodium channels; decreasing
the nitric oxide that can aggravate pain; or affecting the
receptors involved in the pain signaling (Kwak et.al, 2009;
Downey et.al, 2009; Kort et.al, 2008; DeMaria Jr. et.al,
2007). Another study on Orphenadrine demonstrated that
this drug acts on multiple targets, including muscarinic,
histaminic and NMDA receptors (Desaphy et.al, 2009). We
may even be able to predict which individuals will develop
chronic pain based on their genetic profile. Even the
treatments discussed next may be chosen on basis of the
pathological changes found in the development of chronic
pain such as blocking the alteration of the sodium ion
channels.
The goal of pharmacologic management of chronic
non-malignant pain should be improvement in function
(Holmquist, 2001; Chou, 2009; Chou, 2008; Kroenke,
2009). Complete pain relief should never be assured or
expected. Multidisciplinary management in conjunction
with medication should ideally restore the person to an
acceptable level of activity with attention to quality of life
indicators. One must question the role of pharmacologic
interventions when quality of life is compromised due to

intolerable side effects or worsening functionality. Certainly
the continuance of medication in the absence of functional
improvement should be carefully evaluated.
Because chronic pain is complex with multiple facets of
functionality, it should be evaluated prior to the initiation
of pharmacologic interventions, and re-evaluated with each
visit for improvement. Several indicators to be monitored
include level of depression, insomnia, anxiety, libido
and participation in social and recreational activities
(Holmquist, 2001).
Limitations in activity due to side effects of medication
should be addressed by dose reduction if possible; change
to another similar medication; or additional pharmacologic
management specific to the symptom experienced.
Common side effects such as constipation with opiates
should be addressed prophylactically with a high fiber
diet, increased fluids and bowel stimulants as needed.
(Behavioral management will be discussed in the next
section of this module.)
Standards of Care:
There are clinical guidelines for chronic opioid therapy
in patients with noncancer pain by the APS/AAPM (Chou
et.al, 2009). The guidelines discuss patient selection and
risk stratification; use of informed consent and opioid
management plans; initiation and titration of chronic
opioid therapy; use of methadone; monitoring patients;
high risk patients; dose escalations and high-dose therapy;
and indications for discontinuation of therapy. The
guidelines provide help with related adverse effects, use
of psychotherapy co-interventions; driving and working
safely; assuring that the patient is with one provider and
pharmacy; and treatment for breakthrough pain. The
discussion included guidelines for pregnant chronic pain
patients who are pregnant and what to do with their opioid
medication. There are federal and state laws regarding
opioid usage and mainly the requirements are that there is
good documentation regarding the need for the medication
and that there is functional improvement with the opioid
usage.
American College of Physicians and American Pain
Society (Chou et.al, 2007) wrote guidelines for the diagnosis
and treatment of low back pain. It is the second most
common reason to see the family physician. There were
seven recommendations for this diagnosis. These include:
focused history and exam to determine placement into
one of three categories; do not routinely obtain diagnostic
studies for nonspecific low back pain; if the low back pain
is severe, progressive neurological deficits, or suspect
serious underlying condition based on the physical exam
or history, then obtain diagnostic testing; evaluate with
diagnostic testing if the patient has persistent low back
pain, symptoms of radiculopathy or spinal stenosis or
potential for surgery; provide patients with expected
course, encourage activity and provide self-care options;
consider medications based on functionality and risk/
benefits; and if the patient does not improve, condition
adding proven non-pharmcologic therapies.
American Geriatric Society (2009) stated that an elderly
person is someone who is at least 75years or older. They
recommend that NSAID’s and COX-2 Inhibitors should be
used rarely since the risks related to hypertension, heart
failure, and renal failure greatly outweigh the benefits.
The guidelines also state that opioid therapy should be
considered if the person has moderate to severe pain or
diminished quality of life.
Simple analgesics for mild pain: Outward modulation
can occur with the usage of Opioids, Tricyclic
Antidepressants, Alpha 2 Agonists, Anticonvulsants,
placebos, heat, cold, hypnosis, acupuncture or acupressure,
imagery and distraction, which enhance the inhibition
of the pain signal. Often a simple analgesic such as nonsteroidal anti-inflammatory drugs (NSAID’s), aspirin (ASA),
or acetaminophen may be effective for musculoskeletal
pain or somatic pain. Around the clock pain should be
treated with around the clock dosing.
Acetaminophen up to 4000 mg (4 grams) per day is
recommended as the first line of treatment for osteoarthritis
and mild chronic pain (Chou et.al, 2007; Wright, 2008).
The FDA recommends that the persons who consume
more than 2 ounces of alcohol per day should reduce
the 24 hour limit to 2.5 grams per day due to risk of liver
toxicity. Persons with known liver disease should avoid the
use of acetaminophen. The dosage should be divided into
500-1000 mg four times per day. If the pain is moderate to
severe, acetaminophen is rarely effective or appropriate as a
single analgesic.
Humans, animals and plants have been shown to
have the ability to produce salicylic acid (ASA) (Paterson
et.al, 2008). So the question would be what behaviors
or chemicals can we take to modulate and increase the
salicylic levels in our bodies? This is an area for research,
since this salicylic acid does not pass through the
gastrointestinal tract, which means the elimination of
hemorrhage, which is a major side effect of this medication.
NSAIDs are considered first line medications for low
back pain (Chou et.al, 2007; Chen et.al, 2009; Kroenke
et.al, 2009; Barclay, 2009). Some feel that since pain has
an inflammatory component that this is an appropriate
treatment. People tend to use NSAIDs over-the-counter
because the feeling is that they are safe. In fact there are

20 million users of these drugs daily. NSAIDS work on the
inflammatory cascade at Cox 1 and Cox 2 receptor sites to
prevent the development of prostaglandin synthesis and
leukotrines. Additional sites of action may include NMDA
receptor function through interactions with kynurenic
acid. Indomethacin is an example; which can attenuated
allodynia in animal models when injected intrathecally.
Other mechanisms are on the peripheral/central pain
mechanisms and sensitization.
There are adverse complications with NSAID’s. A major
one is gastrointestinal problems such as dyspepsia, gastric
bleeding and ulceration. These are the reason that Cox2 medications were formulated, yet 2 recent studies show
that there is no difference in bleeding between those taking
Cox-2 medications and traditional NSAID’s (Laporte Jr.
et.al, 2004; Lanas et.al, 2006; Stockl et.al, 2007; Layton et.al,
2008; Mickelewright et.al, 2003). Risk factors that increase
the probability of having gastrointestinal events include
increasing age, past history of an ulcer, type of NSAID,
duration of therapy (highest risk is during the first month of
treatment), dose, use with glucocorticoids, and smoking or
alcohol usage (Layton et.al, 2008). This adverse reaction can
be attenuated with adding a protein pump inhibitor (PPII),
but the effect of the PPI is negated with daily aspirin.
Another major complication with NSAID’s is the
cardiovascular effects with the exception of Naprosyn.
This has been proven in the VIGOR (2000) and APPROVe
(2004) trials which demonstrated an increased risk of
myocardial event when using NSAID’s because of the
inhibiton of prostacyclin (Allie et.al, 2004; Solomon
et.al, 2006; McGettigan & Henry, 2006). This produces a
hypercoaguable state which promotes initiation and early
progression of atherosclerosis.
In addition, there are renal implications with NSAID’s as
well, which does not allow usage of these medications with
renal insufficiency. The glomerular filtration rate, urinary
sodium and prostaglanding excretion were affected the
least with celecoxib and rofecoxib, but long term use can
negate this exception (Whelton, 2002).
There are guidelines for the usage of this medication.
The highest Cox-2 inhibitor with minimal Cox -1 effect
is Mobic. Naproxen is the only one that has shown some
protective component for cardiovascular, but only up to a
certain dosage. This is something to keep in mind when
prescribing this medication class combined with whether
the patient thinks that more is better, since this thinking
would remove the cardiac protective properties. Consider
the person’s age, renal function and GI/cardiac history
before prescribing and always keep in mind an end point to
the therapy. Toradol is used at 10 to 15mg for only 20 doses
or 5 days prior to discontinuation. (Chou et.al, 2007).
Another option is topical NSAIDs since the systemic
dosing with these medications are minimal. Flector patch
1.3% releases Diclofenac. The dosing is every 12 hours.
Apply the patch to intact skin and consider an ace wrap or
sock to keep the patch in place. Another choice is Voltaren
gel 1%. This one is measured from 2 to 4 grams on a piece
of paper like nitropaste was done, except that the gel is then
rubbed into the area of pain and the paper is not left on. It
can be applied up to four times a day. Apply it to intact skin
and allow drying for fifteen minutes. Contraindications
include acute MI/CABG, congestive heart failure and
hypertension, since these topical applications are NSAID’s.
Adjuvants: Adjuvant medication is often helpful for
neuropathic pain or pain associated with spasm or for
postoperative pain management, which can reduce opioid
requirements (Buvanendran & Kroin, 2007). Logically, the
lowest possible dose should be used to minimize short and
long term side effects. All persons with neuropathic pain
(burning, searing, or electric-like) should be trialed on a
tricyclic antidepressant or anticonvulsant as a first line
adjuvant (Backonja et.al, 2004; Segerdahl, 2005; Stute et.al,
2003; Wright, 2008, Kroenke et.al, 2009). If greater than
50 percent reduction in pain is achieved, patient function
improves and side effects are tolerable, the therapy should
be continued long term (Segerdahl, 2005; Stute et.al, 2003;
Backonja & Serra, 2004; Wright, 2008; Calvino & Grilo,
2006). Adjuvants for neuropathic pain may be effective as
singular analgesics but should be prescribed in combination
with opiates if the pain continues to impair function
and is intolerable to the individual. Examples of chronic
neuropathic pain are postherpetic neuralgia, trigeminal
neuralgia, diabetic or vascular neuropathy, post stroke
neuralgia, post amputation pain, myelopathic or radicular
pain from spinal stenosis, arachnoiditis or fibrosis,
atypical facial pain or complex regional pain syndromes
(Wright, 2008). The medications in this category include
neurontin, geriatric in tablet form; lyrica, high expense;
topamax for migraine prevention and even carbamazepine
for trigeminal neuralgia or migraine prevention (Wiffen
et.al, 2005; Krymchantowski et.al, 2008; Wiffen et.al, 2005).
Anti-consultants like neurontin or lyrica are thought to
stabilize the peripheral axonal membrane by inactivating
the sodium channels resulting in a great stimulation prior
to initiation of an impulse.
Tricyclic antidepressants prevent the cellular re-uptake
of serotonin and norepinephrine, which are normally
released and rapidly re-absorbed by the nervous system
(Saarto & Wiffen, 2005; Wright, 2008; Calvino & Grilo, 2006;
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Kroenke, 2009; Urquhart et.al, 2009). Examples of these
medications include Elavil or Desipramine and should
be given about 2 to 4 hours prior to bedtime since it can
cause morning drowsiness. Therapy can take up to four
weeks to determine if it is effective. Cymbalta is another
antidepressant that has been found to be effective with
diabetic neuropathy (Barclay, 2009). The pathways for
chronic pain and depression are very similar. For instance,
both serotonin and norepinephrine are the body’s antidepressants are pain modulators. These neurotransmitters
are produced in the midbrain and the same stimuli that
result in the production of these chemicals are the same
for endogenous neurotransmitters like endorphins or
enkephalins (Jann & Slade, 2007).
Serotonin converts into melatonin, which is responsible
for inducing and maintaining sleep. Most chronic pain
conditions have sleep issues; therefore these medications
can help (Busko, 2009). Deep sleep is necessary for the
body to produce the endogenous pain medications. With
this in mind, this class of medications is an effective tool
in chronic musculoskeletal pain and with depression
(Kroenke et.al, 2009). There are side effects that can result
in the person deciding not to use the medication; the main
ones are dry mouth and early morning drowsiness, which
is the reason for taking the medication in the evening.
Alpha 2 agonists include Clonidine, Calcitonin,
Somatastatin, and Baclofen. Only two are clear as to how
the medication inhibits the pain pathway; Clonidine
inhibits the generation of the action potential by
hyperpolarizing the cellular membrane while Baclofen
acts at the GABA receptors. Clonidine is sometimes helpful
with an individual who is opiate tolerate and using large
amount of opioid medication without improved pain or
functionality.
Steroids have been shown to be effective in reducing
inflammation by interfering with the arachidonic acid
cascade, inhibit prostaglandin and leukotrine synthesis
and blocking C-fiber input (St.Marie, 2002). Administration
with invasive techniques such as regional or local
blocks may be preferred for site-specific pain versus oral
administration which increases systemic side effects
(Raj, 1996). Steroids may be indicated for rheumatologic
conditions, chronic back or neck pain with radiculopathy,
headaches related to increased intracranial pressure,
inoperable tumors or inflammatory conditions of varied
etiologies. Contraindications for steroids include weight
gain, diabetes, depression or psychosis (Katzung, 2007).
Multiple side effects of steroids include but are not limited
to GI disturbance, psychological effects, cushionoid effects,
hypertension, hyperglycemia, fluid retention, osteoporosis,
compression fractures, myopathy, skin rashes and thinning
of connective and subcutaneous tissues (McKenry et.al,
2006).
Even with invasive techniques, the patient can have
some weight gain and glucose can become elevated.
Invasive procedures have been helpful for chronic pain
(Peloso et.al, 2009; Bellamy et.al, 2009). Continuous
regional anesthesia epidural postoperatively has been
shown to prevent chronic pain (Buvanendran, 2008). With
treatment of trigger points, areas of tighten muscles causing
particular painful points, dry needling has been shown
to be as effective as using medications such as steriods
(Furlan, 2009). Botulinum toxin has been injected with the
use of EMG for muscle spasticity and trigger points which
are unresponsive to other injection therapy (Colhado et.al,
2009).
Another topical agent, capsaicin cream (Zostrix), derived
from hot peppers, depletes the nerve terminal of substance
P, which is a neurotransmitter that enhances the pain
signal. Adjuvant use for post herpetic neuralgia, stump pain
or post mastectomy pain syndrome may improve analgesia
(Holmquist, 2001). Tolerance for patients is low because of
the severe burning that the medication causes especially
when trying to wash it off with water. Applying milk to
the area to cleanse off the ointment prior to a shower might
help. Another issue is the duration of the treatment for best
effect which is daily for thirty days.
Antiarrythmics may be utilized for neuropathic
syndromes to interfere with the sodium ion channels
affecting the action potential of the peripheral nerves,
thereby dulling pain sensation. Topical application by
patch when the painful area is contained is now available
with minimal systemic absorption. Patch application may
pre-empt the need for more invasive management with
local anesthetics with a significant reduction in risk to the
patient (Waqas et.al, 2008; Khaliq et.al, 2009). Intravenous
boluses of lidocaine have been shown to be effective in
reducing generalized neuropathies caused by diabetes,
peripheral vascular disease or extensive burns (Lauretti,
2008). If the intravenous infusion is successful in reducing
pain, an oral form of the drug (mexiletene) may be effective.
Unfortunately, the cardiovascular side effects produced
by the antiarrythmics may preclude the use of the drug;
pre-existing QT prolongation or ventricular block are
contraindications for the drug. A baseline EKG should be
obtained prior to intravenous administration to rule out
any pre-existing ventricular dysrrhythmias.
Skeletal muscle relaxants should be provided when
muscle spasm is present. The buildup of lactic acid

resulting from muscle spasm provides a catalyst for
nociceptive activity (Wall & Melzack, 1999; McKenry
et.al, 2006). When spasm is untreated, pain may be
unmanageable without the addition of a muscle relaxant.
Around-the-clock dosing should be used when spasms are
frequent or continuous; conversely intermittent as needed
dosing should be employed for episodic spasm associated
with triggers. The benefit of the skeletal muscle relaxant
should be measured against the sedative effects. Once
again, overall functionality should be measured with the
addition of the adjuvant. Muscle relaxants have been cited
as a mainstay of treatment for fibromyalgia and myofascial
pain syndromes (Donaldson, Sella & Mueller, 2001; Chou,
2007; van Tulder et.al, 2009).
Other adjuvants for consideration are NMDA antagonists
(prevent neurotransmission via these receptors); alpha-2
adrenergics (sympathetic blockade), anticholinergics
(crampy abdominal pain) or antihistamines (opiate
potentiators). Side effect profiles of all adjuvants and
polypharmacy influences drug-drug interactions must
be carefully considered before initiation of additional
medications.
Opioids: Opioids can bind to the endogenous endorphin
receptors, which are mu, kappa, and delta, in the
supraspinal and spinal synapse. These receptors can then
hyperpolarize the cell membrane to prevent the generation
of the action potential. This medication group can inhibit
A-delta and C fibers to not be effective in wind-up. The
systemic Opioids cross the blood-brain barrier and bind
receptors in the brain and the spinal cord. Spinal cord
Opioids work at the spinal cord synapses and epidural
Opioids work both at the synapses as well as systemically.
The decision to prescribe opiates for chronic nonmalignant pain is controversial. There are fears of being
“duped” and feeding an addiction versus treating a pain
problem lead many health care professionals into an arena
of skepticism regarding the long term use of opiates. Media
publicity in 2001 regarding abuse of opiates and even
deaths related to commonly prescribed opiates for pain
(Vicodin and Oxycontin) only magnified physicians’ fears
of misuse and abuse. Concern regarding DEA scrutiny
also promulgates resistance on the part of the physician to
prescribe opiates (Heit & Gibson, 2008; Chou et.al, 2009).
Twenty one professional organizations support the use of
opiates for chronic non-malignant pain and updated in a
2009 joint consensus statement. Although we do have many
drug abuse problems in this country, we have many more
pain problems (Trame, 2001).
The APS (American Pain Society) and AAPM (American
Academy of Pain Medicine) developed a consensus
statement in 1997 called “The Use of Opioids for the
Treatment of Chronic Pain.” This statement recognizes
that the decision to prescribe opioids for chronic nonmalignant pain should be based on “basic principles of
good professional practice.” The key to treatment should be
ability to maintain functional status like returning to work.
Although opiates can be very effective, up to 38 percent
of patients do not respond even with aggressive titration
(Becker et. al., 2000). Palliatively, functionality may not
be of concern in a terminal patient. However, if the goal of
pain management is rehabilitation, functionality outcomes
should steer prescribing practices. Clearly prescribing
practices will vary if the goals of outcome are palliation
versus rehabilitation (Harden, 2002).
As with the adjuvants discussed, around-the-clock
(ATC) pain should be treated with ATC dosing. Initially,
short-acting agents should be trialed for opiate naïve
patients even if given ATC every 3-4 hours to determine
the appropriate 24-hour requirement. This allows the
practitioner to titrate more quickly and monitor side effects
such as sedation or respiratory depression (Brookhoff,
2000). Typically additional breakthrough medicine
should be ordered at 5-15 percent of the 24 hour dose for
exacerbations, often related to activity (Tennant, et.al, 2002;
Brookhoff, 2000). For patient convenience or forgetfulness
and to reduce focus on pill-taking behaviors, long acting
opiates are ideal. Unfortunately, most long-acting opiates
are quite costly and can be prohibitive without adequate
prescription coverage. The adverse side effects in
conjunction with beneficial analgesia must be evaluated
when deciding on a particular opiate. It is not unusual
to try several opiates before finding one that is tolerable
with good analgesia. Opiate tolerant patients may require
rotation to a different opiate to maintain adequate analgesia
(McCaffery & Pasero, 1999).
Any person on opioids can build tolerance and
hyperalgesia. There are complex intracellular neural
mechanisms such as opioid receptor desensitization and
down regulation limiting the usage of opiates (Chu et.al,
2006; Chu et.al, 2008; Dupen et.al, 2007). The mu receptor
has 7 genetic subtypes, which mean that rotation of opioid
medications or the use of a small amount of mu antagonist
in conjuncture would reduce tolerance (Stamer et.al, 2008).
Use of other medications in conjuncture with opioids
like NMDA-antagonists, non-steriodal anti-inflammatory
medications, or combination of opioids that have different
receptor selectivity (Koppert, 2007).
Chronic non-malignant pain should ideally be managed
with oral or transdermal opioids. In situations such as
malapsorption syndromes or severe Crohn’s disease, along
with skin intolerance to patches, dosing per subcutaneous

route may be necessary. Intramuscular route should be
avoided due to unpredictable absorption and increased
risk of abscess (Raj, 1996). Intractable nausea, common
with chronic pancreatitis, may require intermittent use
of subcutaneous or intravenous opiates during acute
exacerbations. Sickle cell disease, despite being a chronic
condition, may require intravenous opiate management
during crisis with aggressive titration to effect (Chou et.al,
2009). Persons that are opiate tolerant due to management of
pain must be managed with additional opiate medications
for exacerbations of the disease or a new acute painful
process (McCaffery & Pasero, 1999). Similarly, patients with
other tolerance issues such as methadone maintenance,
active or past substance abuse history, or dependence on
anxiolytics or benzodiazepines must have replacement
baseline medication coverage in addition to acute
management (Wall & Melzack, 1999). There continues to be
breakthrough pain in individuals with chronic low back
pain for up to 2 episodes per day lasting up to 60minutes
on average with the maximum at 12hours (Portenoy et.al,
2006).
Long-acting agents are available transdermally (Fentanyl)
and orally (morphine, oxycodone, methadone). Advantage
to ATC dosing with long-acting agents is maintaining a low
level of pain at all times with less painful breakthrough
exacerbations. The dose should be slightly less than the
total conversion from the previous 24 hour usage divided
by the number of dosing intervals; i.e. divide the total 24
hour usage by 3 for 8-hour dosing or 2 for 12-hour dosing.
Morphine. This is considered to be the gold standard
in opiates for moderate to severe pain largely due to
familiarity with the drug, low cost for the short-acting
form and effective analgesic effects. Morphine does seem to
cause more itching and nausea than other opioids and does
have several active metabolites (Brookhoff, 2000). If renal
or liver function is compromised, another opioid choice
would be preferable. Long acting forms of morphine should
not be crushed as they can become immediate release and
overdose the patient. Kadian, a capsular form of long-acting
morphine, can be opened and sprinkled without change
in properties of the drug. The sprinkles may be used in
feeding tubes or applesauce for patients with severe mouth
sores or who are unable to swallow large pills.
Fentanyl. Fentanyl is quick-acting and much more
potent than morphine. The long-acting transdermal form
has the advantage of every 72 hour dosing, providing a
great solution for the patient that can’t remember to take
pills (Tennant & Hermann, 2001; McCarberg & D’Arcy,
2007). It does not appear to have any active metabolites
and does not transverse the GI tract, thus reducing the
risk of constipation. Fentanyl is indicated for persons with
histamine reactions to other opiates due to much lower
histamine triggers associated with this opiate (St. Marie,
2002). Fentanyl can also be given intramucosal through
Actiq, but some patients find the taste such that they prefer
not using the medication (Tennant & Hermann, 2001). To
meet the needs of these people, a fentanyl buccal tablet was
created for the treatment of breakthrough pain, but only for
opioid tolerant patient (Weinstein et.al, 2008).
Oxycodone. Oxycodone is more potent than morphine
and has fewer side effects. An active metabolite of the
drug, oxymorphone, is produced via cytochrome P450
2D6 activity in the liver (hydrocodone and codeine are
metabolized this way as well) (Brookhoff, 2000). Drugs
that inhibit P450 2D6 activity will reduce the effects of
oxycodone. Since oxycodone has some kappa receptor
opiate effects, it probably has some added advantage for
visceral pain, typically more responsive to kappa agonist
opiates. Long-acting oxycodone should not be prescribed
in persons with addiction problems without stringent
monitoring of usage by the prescriber or to patients with
liver disease.
Hydromorphone. Hydromorphone is the opiate of choice
for patients with renal failure because it has no active
metabolites (Katzung, 2007). A long-acting version of this
drug is not yet available in the U.S. but is being actively
tested in clinical trials. Early results reveal a low side
effect profile as compared to morphine (Brookhoff, 2000).
Hydromorphone is indicated for moderate to severe pain.
Methadone and Levorphanol, Methadone and
levorphanol have inhibitory effects on NMDA receptors so
they may be particularly useful for chronic pain (Katzung,
1998). Levorphanol also inhibits re-uptake of serotonin or
noradrenaline (Brookoff, 2000). Both drugs have long halflives with cumulative effects. Because side effects are often
delayed, particularly sedation, persons must be monitored
closely for 7 days during initiation of the therapy. Use in
opioid-naïve persons should be initiated with breakthrough
prn dosing only for 3-7 days to reach steady state, and
then converted to around-the-clock dosing based on usage
(Chou et.al, 2009). Since methadone and levorphanol are
fairly inexpensive, it may be reasonable to trial them in
patients without the ability to afford more expensive long
acting opiates. There is a frequent misperception that
only addictionologists or physicians with licensure for
detoxification may prescribe methadone; this is only true
for methadone maintenance post detoxification, not for the
use of methadone for pain control.
Meperidine. Meperidine should not be used for chronic
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non-malignant pain due to the neurotoxic metabolite,
normeperidine, which can accumulate and cause seizures
(McCaffery & Pasero, 1999).
Other Opioids. For mild to moderate pain other
opiates commonly used for breakthrough or intermittent
pain included codeine, hydrocodone, or propoxyphene.
Propoxyphene is a weak opioid equianalgesic to ibuprofen,
and also has the potential to cause cardiac toxicity and
CNS toxicity with accumulation; therefore, it should not
be used for chronic pain (AGS, 2002). Tramadol, although
not classified as an opiate, does bind to the same receptor
as previous opiates discussed as well as inhibit serotonin
re-uptake. The dual effects of this drug often make it
effective in combination with adjuvants (anticonvulsants or
tricyclic antidepressants) for mild to moderate neuropathic
pain. There is a new extended release tramadol (Ryzol)
that is 24hour dosing. It decreases the seizure threshold,
therefore do not use if the patient is at risk of seizures. Use
Tramadol with caution with other Tricyclics, SSRI’s or
MAO inhibitors because the person can have a serotonin
syndrome. Symptoms of this syndrome include confusion,
agitation, restlessness, tachycardia, muscle rigidity or
twitching, tremors and nausea.
Mixed agonist-antagonist opiates include buprenorphine,
butorphanol, dezocine, nalbuphine and pentazocine. It is a
fallacy to believe that this class of drugs is less addictive
than mu-receptor opiates. These opiates also have a
ceiling at which they lose analgesic effect, typically above
recommended doses. For these reasons, there are no clear
advantages to using these drugs for chronic non-malignant
pain (McCaffery & Pasero, 1999).
Newer opioids on the market include FentoraR, which is
a Fentanyl buccal tablet that starts at 100mcq and dissolve
in the mouth over 30minutes. This can be used for those
patients who cannot tolerate Actiq and are opiate tolerant.
This drug is twice as strong as Actiq. Another change is
Opana ER and IR (oxymorphone extended and immediate
release). Tamper proof medications include Alpharma
which has tamper-resistant packaging and Embeda which
has a naltrexone core and as of this writing is not FDA
approved. For constipation, there is a new medication
which is Relistor (Naltrexone) for opioid-induced
constipation unresponsive to conventional treatment.
A person can have several reasons for opioid-induced
hyperalgesia. Hyperalgesia can be suspected when there
is a paradoxic increase in the pain that is unrelated to the
nociceptive source and there is an increasing tolerance to
opioids. Research has shown that there are 7 mu receptor
sub-types due to variants in genes encoding the receptor.
This shows that opiods should be rotated to help with
tolerance. There is an activation of G proteins that leasds
to decreased neuronal excitability because of an alteration
in the sodium and calcium ion channels. Opioids at high
doses have been found to cause a glutamate-associated
activation of the NMDA receptors resulting in spinal
neuron sensitization. Then the neuronal activity in the
spinal cord is amplified due to increases in excitatory
peptide neurotransmitters. Studies show that treating with
low dose opioid antagonists can suppress the G protein
switching. Using medications that are CCK and NMDA
antagonists and adjuvant medications can provide opioid
sparing and reduce the risk of opioid-induced hyperalgesia.
(Chu et.al, 2008; Chu et.al, 2006).
Other New Medications: Treatments for fibromyalgia are
being proposed based on the pathophysiology. Pramipexole
(Mirapex) is a dopamine D2 receptor agonist that was
traditionally used for Parkinson’s disease. The dose starts at
0.25 to 0.5mg nightly and up to 3 to 4.5mg with increases of
0.5mg weekly. Lyrica is now being used at maximum doses
of 450mg/day in divided two doses per day for fibromyalgia.
Savella is an SNRI that has been approved for the treatment
of fibromyalgia at 100 to 200mg per day. Cymbalta is
awaiting approval for a new indication for osteoarthritis
of the knee and low back at 60 to 120mg per day. Amrix is
an extended release Flexeril for sketetal muscle relaxant
at 15 to 30 mg per day, hoping this will help those with
drowsiness with multiple doses. Prialt is not new but
recently has been advertised.
It is a snail venom that is administered for neuropathic
resistant pain intrathecally and blocks N-type calcium
channels. Dexamethasone has been shown to have
improved absorption with iontophoresis and may be
the newest method of delivery for medications (Burke &
Wascher, 2008). Finally, there is Ranbaxy (sumatriptan)
which is generic Imitrex that now has a 100mg version for
migraine headaches.
The problem with any of these medications is that quite
a few are extremely expensive like the anti-convulsants
except Neurontin in tablet form; Cymbalta; patches and
ointments except Lidoderm patch; newer extended release
medications; and the newer opioid forms. We know that the
pain pathway is similar for the depression neural pathway
and utilizes the same chemicals like norepinephrine and
serotonin. Therefore, there are additional reasons that these
patients may have anxiety or depression as co-morbidities
besides familial and grief over changes in lifestyle.
CHRONIC PAIN REHABILITATION
Studies indicate that cognitive-behavioral programs

are effective for many different types of pain syndromes;
chronic fatigue syndrome, chronic prostatitis, chronic
pelvic pain, fibromyalgia, refractory angina and cancer
pain (Price et.al, 2008; Nickel et.al, 2008; Hooten et.al, 2007;
Dalton et.al, 2004; Moore et.al, 2007; Anderson & Winkler,
2006). A three week inpatient pain rehabilitation treatment
was set up for adolescents and found to be effective
(Hechler et.al, 2009).
The use of a behavioral-cognitive program does not
eliminate other techniques such as injection therapy,
medications, spinal cord stimulation, implantable devices
and electroconvulsive therapy. Implantable devices such
as peripheral, brain or spinal stimulators and medication
pumps for continuous epidural infusion of baclofen,
narcotic, clonidine, marcaine or combination have been
shown to be effective (Chaudhari & Mackenzie, 2007).
The electroconvulsive therapy has been used for several
conditions such as chronic failed back syndrome and CPRS
in reducing the pain. There were changes in the cerebral
blood flow of the thalamus following the electroconvulsive
therapy (Fukui et.al, 2002; Suzuki, 2009; Wolanin et.al,
2007).
Any individual with pain for greater than three months
becomes progressively de-conditioned over time. Usually
the person is told to go home, rest, and do not do certain
activities or lift so much weight. Surveys suggest that the
prevalence of chronic pain in the general population of
the United States range from 11 to 30 percent (McCaffery &
Pasero, 1999). Many chronic pain patients that we interview
continue with the same prescription for pain relief, thus
changing their lives indefinitely. Most describe the changes
in their lives as “I cannot do this or I cannot do that.” The
person is acutely aware of the difference between the preinjury and post-injury self, therefore approximately two
thirds develop mild to severe depression.
Several issues can compound the pain and even lead to
flare-ups, which are periods when the pain has increased
or accelerated. These issues can be broken down into:
➢ Cognitive or psychological
➢ Behavioral
➢ Physical
Cognitive or psychological. The mild to severe
depression can come from several feelings such as
hopelessness and victimization both of which can lead to
a lowered self-esteem. Self-esteem is composed of several
components such as the social self. This is the area that is
most affected in the individual with chronic pain. Many
withdraw from friends and family and become couch or
lounge chair potatoes. The individual feels that they cannot
participate for the duration of the activity because of the
pain, so they avoid the activity rather than ask for help.
Most are willing to give help but do not want to receive
help from others. If they require help from others, then they
assume that they are becoming a burden.
This thinking, as defined by Ellis (1962, 1976), a
psychotherapist, attributes inner anxiety and feelings to
the irrational responses of individuals that experience
misaligned thinking. Therefore if person “A” ignores me, it
must mean that he does not like me, and if he does not like
me, then it probably is due to the fact that I am unlikable.
We all have the tendency to perceive what is true, yet in
reality there is a conflict, thus leading to disappointments
and negative feelings. These thoughts are generally locked
in terms of absolutes and impossible standards for oneself.
One sample is the idea that I am a worthy individual if I
am able to work two jobs and make enough money for all
the things that I deem necessary for life and my family. Yet
with the pain, the person can no longer work the previous
two jobs, therefore they feel that no one will want to hire
them. They also speculate that the family is disappointed
because they will not have what they want and therefore
they are worthless.
Another theorist, Beck (1976, 1979 ), states that distress
and eventual depression stems from faulty thinking
patterns which results from a distorted view of life events.
The above example would be that the individual would
blame himself whenever anything goes wrong even if he is
not responsible. Therefore he would tend to magnify minor
mistakes into disasters. The individual would continue to
dwell on his failures and belittle his achievements.
One method of treatment for chronic pain would be
cognitive or psychotherapy that helps the individual with
the faulty thinking. This can be accomplished through
group or individual therapy. Beck actually proposes the
use of a diary to assist the individual in identifying the
faulty thinking patterns. Ellis does the same with the use of
exercises that in essence teaches the person to identify the
patterns.
Another area of focus for the therapist is the fear of reinjury. This fear can incapacitate the individual and result
in non-function in the area of work and activities of daily
living (Fritz et al, 2001; Vlaeyen et al, 1995). The fear may
be magnified if the injury was due to a severe accident
resulting in posttraumatic stress syndrome. Therapy on
the cognitive level is vital and referred to as adjustment
therapy, but may not be enough to resolve the fear. The
individual may cognitively require an explanation of
the physical component as well to resolve the fear. Some
individuals become fixated on the idea that the injury

remains, or the surgery has not healed, because the pain is
still present. The person feels that the physician sees them
as “crazy” and that the pain is “all in their heads.” They
may become resistant to psychotherapy without learning
about neurophysical changes that lead to chronic pain once
the physical component is healed.
Behavioral. In contrast to the cognitive theory,
behaviorist theory deals with observable actions. This
theory defines behavior as a conditioned response to the
environmental events. Associations govern behavior, which
is best demonstrated by Pavlov’s animals such as the dog
pressing the lever that delivers the food, but not the one that
delivers the shocks (Skinner, 1938). In the person with pain,
this model can best be demonstrated by pain behaviors.
Individuals discover, by observing the reaction of others,
(professionals, friends, or family) that they are more likely
to be believed if they demonstrate the pain by grimacing,
changing position, or dragging a foot. Pain is a personal,
subjective experience and cannot be proven with tests,
unless the acute cause is still present. There are no outward
signs or symptoms and after awhile even the sympathetic
responses become muted; so how does the individual get
people to realize how bad he/she feels. The environment
teaches the person which pain behaviors yield sympathetic
responses from others. Behavioral therapy can be utilized
to eliminate these behaviors. The person only gets a social
response from the therapist when they do not focus on
their pain verbally or physically. The therapist ignores
the behaviors by focusing on another individual until the
pain behavior resolves, then the therapist becomes social
with them once again. There is no positive reward for pain
behaviors (Morley et al, 1999).
Behavioral therapy recognizes the concept that if the
individual were more assertive, there would be no need to
demonstrate the pain behaviors. Most do not learn social
skills that teach them how to be assertive; some have
learned aggressive behavior, but know this is not acceptable.
Others are passive in their approach toward others.
The training includes the teaching behaviors that assist
people to act in their best interest without experiencing
the guilt/anxiety, or denying the rights of others (Alberti &
Emmons, 1982). The assertiveness training includes:
➢ Upholding personal rights
➢ Setting priorities
➢ Expressing personal views
➢ Making requests, even for help
➢ Refusing requests, such as help with an activity
➢ Countering manipulative behaviors in self and
others
➢ Allowing one to make mistakes
The person needs to be trained in the range of behavioral
styles from submissive to aggressive, but encouraged to
choose the assertive style most of the time. Training must
include when and how to use the social skills in one’s
life (Morley et al, 1999; Reilly, 1993). Since this includes a
cognitive component, (the individual needs to learn from
past behaviors and how this has affected their thinking),
it is difficult to separate this theory from the cognitive
theories.
The cognitive theory is incorporated into another
component of the behavioral theory by reduction of the
stress response (Powel, 2000). The stress response is key
in the development of flare-ups. Flare-ups increase or
accelerate pain in certain stressful situations, such as
someone becoming sick in the family or an argument.
Each of us has noted that certain muscles tighten when we
become upset or have a stressful day. If this occurs in an
individual with a previous injury, the area that tightens
will probably be the injured area. The pain will escalate
due to the nerve memory of the pain. In someone who has
chronic pain, the pain that is there most of the time will
become unbearable or incapacitating during the stressful
period. Muscular relaxation or distraction techniques
can be taught and utilized as methods to diminish the
stress response, and reduce or eliminate the flare-ups.
There are numerous techniques for relaxation such as the
deep breathing technique utilized in meditation, using
a mantra (a phrase or word with meaning that a person
states repeatedly) with the breathing technique, progressive
muscular relaxation, passive muscular relaxation, cuecontrolled or conditioned relaxation, rapid relaxation, and
Mitchell method (McCracken & Vowels, 2005; Daniel et.al,
2008; McCracken et.al, 2008; Williams et.al, 2006).
Distraction is a technique where the individual becomes
involved in an activity of interest such as a hobby, and as a
result of the focus on that activity, they become less aware
of the pain. Both of these techniques require training and
practice to use easily when deemed necessary. The time to
learn is not during a period of high stress; so a controlled
environment free of distractions is the best place for
beginning the training.
Imagery is a technique that is similar to the previous
teaching mentioned and has been used with individuals
with cancer pain with great success. The individual
mentally places himself somewhere he enjoys in order to
remove himself from the present. This is one technique that
is actually a type of relaxation. In one scenario, the person
views the pain as an object, such as a rock, then chooses
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another element that will dissolve the rock (pain) such as
water. The individual uses the dissolving rock imagery on
a regular basis to develop the technique and as a method of
pain control (Powel, 2000; Caudill, 2009).
Other methods of dealing with stress are techniques
such as Yoga or Tai Chi; these are just two methods of
using slow, methodic stretching to assist in the reduction
of stress by working. The techniques utilize body positions
to stretch the muscles, concentration to distract, along with
deep breathing. Some techniques follow with relaxation or
meditation to complete the session (Yocum, 2000; McCallie
et.al, 2006; Wiedemann, 2009; Ostelo et.al, 2005).
Another technique to reduce stress is self-monitoring
which may include compiling a diary. The diary includes
occurrences of stress, the event that resulted in the
stress, and the level of stress generated by that event.
This monitoring helps the individual realize the events
that produce stress and effective techniques that can be
utilized to reduce or eliminate the response. Noting the
improvements in their response to the stress reinforces
behavior (Beck et al, 1979; Powel, 2000).
Physical: The most common practice when the acute
process has resolved is to send the patient to a physical
therapist. The therapist then gives the individual exercises
to strengthen the area, techniques such as body mechanics
to reduce the chance of re-injury, and pain relief through
massage, ultrasound, and other techniques. However, these
techniques only provide temporary pain relief and require
another individual to perform a task to achieve relief. It
is possible to actually increase pain in the chronic pain
patient due to individual de-conditioning from lack of
activity.
In chronic pain rehabilitation, the therapist will provide
a program of stretching and exercise, but will try to develop
a program that is personalized to the individual’s needs
(Bergstrom et al, 2001; Maquet et.al, 2007; Kaapa, 2006). In
addition, the other areas that will be incorporated are:
➢ Proper posture
➢ Body mechanics even in activities of daily living or
other activities of interest
➢ Techniques to unload the area of pain, any place or
during any activity
➢ Pacing to accomplish a task without increasing
pain
➢ Effects of sleep; nicotine; alcohol; food; and water
on increasing pain
The techniques that the individual can do without
assistance are key to reconditioning and developing healthy
behaviors that will protect them from further injury while
temporarily relieving pain.
Except for the techniques of unloading and pacing, most
of the ideas are common knowledge. There are usually
positions that the person can achieve maintaining proper
body mechanics and relieving the pain. These positions
alleviate the body part of weight or load. For example, an
individual with fractured ankles can sit and lift each leg to
remove any stress on that area. Some of these positions may
require props such as an exercise ball or a cut-out cushion.
These items are taken home, to the mall or even into the
work setting and utilized for pain relief. Other methods
may require lying down or leaning against a wall to reduce
pressure or activity of the painful area. The more the
position can be performed without the awareness of others,
the more likely the individual will use the technique as
part of their life.
Pacing is perhaps the most difficult concept because
most of us are used to deciding to perform a task and not
stop until the task is completed. When the individual with
pain attempts to push through the pain for the ultimate
goal of completing the task, the result is an escalation of the
pain. The individual then ends up on the couch or in the
lounge chair for a prolonged period of time. Sometimes this
behavior results in another office or emergency room visit
to determine if they have been re-injured or to obtain pain
relief when the home medications prove to be ineffective.
With pacing, the person can do an activity to the point
just prior to pain escalation, resulting in being able to
complete the task over a longer period of time but without
increased pain. This will allow the individual to move
onto other activities in which they want to participate. In
rehabilitation, the therapist would help evaluate the patient
to decide the point at which the pain increases for an
activity such as lifting.
The therapist then backs down to below the previous
level where the person can lift without any change in pain.
Over several weeks, a quota system is initiated to gradually
increase the person’s lifting capabilities without escalating
the pain. Re-conditioning allows the individual to learn
the amount of activity that they can tolerate before taking
a break.
Again, studies have shown that doing just one
component of therapy, such as physical therapy or
cognitive training, is not very effective in the treatment of
chronic nonmalignant pain syndrome. The multi-modal
combination of a chronic pain rehabilitation program has
been shown to be effective but only at six months post
program completion. After that point, the effectiveness
of the program diminishes with time (Nielson et al, 2001;

van Tulder et al, 2000; Kaapa, 2006). There might be several
reasons for this phenomenon. One problem is that these
techniques require practice and commitment from the
individual in order to change habits and develop lifestyle
changes. We are a society that wants a quick fix and relies
on the medical profession to do something to us or for us
to eliminate the pain or the source. We do not want to wait
six to nine months to develop a habit or two to four years
to be at our pre-injured selves. Many individuals feel that
the cognitive, psychological, and behavioral approaches
are indicators that others see their pain as psychologically
based and that there is no real cause for the pain.
People also have a multitude of experiences that help
formulate opinions and responses to situations. The short
time in the pain program may not effectively combat
those experiences. Some individuals are sent to pain
rehabilitation as a last resort and may have been anywhere
from two to four years from the initial injury. During
that time they have developed behaviors and physical
techniques that might contribute to the development of new
painful areas, and well ingrained habits that are difficult to
reverse. Some of the literature reflects the need for chronic
nonmalignant pain groups based on the AAA model or
phone/computer support. The support would assist the
person over time to maintain the new behaviors and
lifestyle changes (Bradley et al, 1999; Felson et al, 2000).
Perhaps with the support component, people with
chronic nonmalignant pain syndrome would continue to
make improvements for a period of greater than six months.
Weaknesses in the research include differences in programs
and individuals with wide variance in specific aspects of
the rehabilitation program. There are several techniques
that are not easily defined, in terms of delivery of service to
the patient, therefore making replication difficult.
Patients also have barriers due to their own feelings
and beliefs in regards to their pain, such as feeling that
if they had the right physician or diagnostic test, they
would be given a cure for their pain. These two variables
make each pain rehabilitation program unique for each
individual. Proving the value of the program is difficult
due to the inconsistency in the providers and recipients.
The professionals’ beliefs in regards to the effectiveness of
such a program and the ultimate goals for the individual
are variable.
Sleep has been shown to increase the individual’s pain.
Modulating neurotransmitters are produced during the
fourth stage of sleep yet most chronic pain patients do not
reach that level (Montagna, 2006). There has been research
that demonstrating that it can take days before the person
can return to normal sleep architecture after a fitful night.
It has also been reported that pain is always increased after
a poor night’s sleep (Haack et.al, 2007; Bled et.al, Moldofsy,
2008; Edwards et.al, 2008). There are techniques to improve
sleep such as: going to bed and rising at the same time
each day; taking a warm shower before preparing for bed;
sleeping in a cool room; sleeping in a dark room without
even the television to prevent the reversal of melatonin;
sleeping in a quiet room even using a noise machine;
no heavy eating especially of alcohol and processed
carbohydrates before bed; avoidance of stimulants such
as caffeine, smoking and alcohol; decrease lighting and
environmental/mental stimulation prior to going to bed
for several hours; and relaxation prior to going to sleep
(Miaskowski, 2009).
We should consider viewing this diagnosis, chronic
non-malignant pain syndrome, as a disease process like
someone with cerebrovascular accident. If an individual
had deficits from a CVA that affect their ability to function
independently, we would not hesitate to have that person
evaluated for rehabilitation. We should consider the same
for a person with chronic non-malignant pain.
Rehabilitation may be more effective if accomplished
sooner in the course of the individual’s pain syndrome.
Additionally the chronic pain person may require a support
group, just as the head injured individual, to help with the
changes that have occurred in their lives, and gain support
for the on-going use of techniques that may help them adapt
to the pain.
NON-PHARMACOLOGIC APPROACHES TO CHRONIC
PAIN
A detailed description of the non-pharmacologic
modalities available for chronic non-malignant pain
is not within the scope of this module. Certainly the
following approaches should be considered as adjuvants to
pharmacologic management when appropriate: physical or
occupational therapies, application of hot or cold, splints
or braces, stress management and relaxation, exercise and
conditioning, alternative therapies such as acupuncture,
magnetic therapy, healing or therapeutic touch, massage,
hypnosis, transcutaneous electrical nerve stimulation,
dorsal column stimulation and patient education
(Holmquist, 2001; McCaffery & Pasero, 1999; Little &
Parson, 2009; Gagnier, 2008;Caudill, 2009; Tan et.al, 2006).
Herbal medicine for low back pain has some research that
shows Devil’s Claw is as effective as a daily dose of Vioxx
(Gagnier et.al, 2009). However, individuals have a tendency
to see herbal medication as safe without realizing that these
have side effects and may interact with medications for
hypertension or other co-morbid medical treatment.

Weight can result in increased pain especially in low
back pain (Hestbaek et.al, 2006). There is an indication
that the joints see every extra pound as four pounds. A
protruding abdomen from extra weight pulls the spine
out of alignment and results in increased pain. There is
research based on the theory that certain foods can reduce
or aggravate pain (Pattison et.al, 2004). The Mediterranean
diet was shown to improve physical function and increase
vitality in rheumatoid arthritis (Skoldstam et.al, 2005).
This diet plan includes fish, poultry, whole wheat products
and fresh vegetables/fruits. Some people have found that
certain foods can aggravate pain. For example, red wine
can increase migraine incidence. There is research that
demonstrates certain vitamins can help with pain if taken
prior to the onset of the inflammation (Gagnier, 2008;
Godfarb, 1999). Omega 3 has been shown to help with
osteoarthritis (Goldberg & Katz, 2007).
There is research that has demonstrated that dehydration
can activate migraine headaches and increase back pain
(Blau, 2005; Blau et.al, 2004; Martins & Gouvela, 2007).
Alcohol not only dehydrates the individual, the reason for
a hangover, but has been shown to result in increased pain
(Leboeuf-Yde, 2000; Brennan et.al, 2005). In fact, there is a
neuropathy associated with alcohol (Dina et.al, 2008; Narita
et.al, 2007). Smoking has also been shown to increase pain
and even result in pain rehabilitation program failure
(Brennan et.al, 2005; Arvidsson et.al, 2008; Leboeuf-Yde
et.al, 1998; Fishbain et.al, 2008). Some feel that increased
use of alcohol, pop/soda, processed carbohydrates and
nicotine can result in decreasing the effectiveness of the
opioids. In one study, men who smoked had significantly
decreased amounts of opioid in their serum test (Ackerman
& Ahmad, 2007).
SUMMARY
It is essential for health care providers to understand the
problem of chronic non-malignant pain, its causes and the
most effective methods to help the patient manage it. Often
under treated or misdiagnosed chronic pain patients are
forced to over-utilize emergency room services or urgent
care facilities to get treatment. Changes in practice must
occur to effectively manage the chronic non-malignant pain
population. The management of acute pain must be early
and aggressive in an effort to prevent the pathophysiologic
changes that remodel neuronal processes. Additionally,
health care professionals must educate themselves about
the use of adjuvant medicines and therapies. Although
non-pharmacological techniques were not included in the
scope of this module, they should be offered when treating
chronic non-malignant pain. Only with a multidisciplinary
team approach and multi-modal treatment options that are
optimized will we truly affect functionality and quality of
life outcomes for these individuals.
Even if we use the brief time we have with a patient to
provide education regarding the changes in the nervous
system that can result in same opioid not always being
effective unless other methods of treatment are included
to help with the management of the pain. Other topics to
include: posture, pacing, effects of weight, effect of alcohol
and nicotine even on medications, sleep treatment, need for
movement, and how rehabilitation might be helpful to teach
them how to better manage their pain. These are other ways
to help the individual learn to manage chronic pain.
INJURY RESULTS IN CELLULAR DAMAGE
||
CAUSES RELEASE OF
❖ Phospholipids
❖ Potasium
||
TRIGGERS
Arachidonic Acid Cascade
❖ 5 Lipooxygenase
❖ Cyclooxygenase
||
SYNTHESIZE
❖ Leukotrienes
❖ Prostaglandins
ACTIVATE PERIPHERAL AXONAL NEURON
RELEASES
||
substance P
(Neurotransmitter that ^ pain)
||
Dilates Blood Vessels in area
RELEASES
||
MAST CELLS AUTONOMIC
||
NERVOUS SYSTEM
Release HISTAMINE
a) Norepinephrine
b) Prostaglands
BOTH ACTIVATE
PERIPHERAL AXONAL NEURON
References are available with a request to
newsletter@MARNonline.org
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CE Unit
CHROnIC nOn-MALIGnAnT PAIn
Post -Test and Evaluation Form
DIRECTIONS: Please complete the post-test and evaluation form. There is only one answer per question. The evaluation questions must be completed and
returned with the post-test to receive a certificate.
Name: ______________________________________________________ Final Score: _____________________________
Circle the one that best answers each question
1.

The most common type of chronic pain
originates from:
a. Nerves
b. Skin
c. Bone and muscle
d. Kidney

2.

The increase in demand for pain services is
largely due to:
a. Advanced technology
b. Regulatory pressures
c. Aging population
d. All of the above

3.

4.

5.

6.

The major barriers to the treatment of chronic
pain are:
a. Medical provider fears or ignorance
b. Not enough computers
c. Patient financial barriers
d. a & c
Neurotransmitters bind to receptors and:
a. Stimulate the peripheral afferent nerve
(PAN)
b. Inhibit or transmit pain signals
c. Release phospholipids from the cell wall
d. Initiate the arachidonic acid cascade
The pain signal affects the following areas of
the brain:
a. Thalamus
b. Ventricles
c. Cerebral cortex
d. a & c
Neuromodulation of pain with endogenous
opioids such as endorphins:
a. Inhibits the nociceptive process
b. Amplifies the pain signal
c. Causes nausea and itching
d. Creates psychological stress

7.

The primary neurotransmitters responsible for
the development of chronic pain are:
a. Renin and angiotensin
b. Norepinephrine and glucose
c. Calcium and potassium
d. Glutamate and Substance P

8.

Neuropathic pain can develop from damage to:
a. Single nerve or nerve plexus
b. Diffuse peripheral nerves
c. Brain tissue
d. All of the above

9.

Health care professionals may
unexplainable pain patterns to:
a. Psychiatric problems
b. Drug-seeking or abuse
c. a & b
d. None of the above

attribute

10. Steroids are indicated for:
a. Visceral pain
b. Inflammatory pain
c. Diabetes
d. Liver pain

14. The opiate recommended for patients that
have moderate to severe pain and renal
insufficiency is:
a. Morphine
b. Fentanyl
c. Hydromorphone
d. Oxycodone
15. “Good
professional
practice”
when
prescribing opioids includes:
a. Complete evaluation with treatment plan
b. Consultation with other specialists as
needed
c. Review of treatment efficacy
d. All of the above
16. Success of rehabilitation may be enhanced by:
a. Phone call follow-up
b. Prolonging the program
c. Support groups like AA
d. a & c
17.

11. NSAID’s are associated with high risk side
effects including:
a. Renal toxicity
b. GI toxicity
c. Bleeding
d. All of the above
12. A physician may prescribe methadone for pain:
a. Without any special license
b. With an addictionologist license
c. With a detoxification license
d. None of the above
13. The class of drugs for first line treatment of
neuropathic pain are:
a. Opiates and NSAID’s
b. ricyclic antidepressants
c. Anticonvulsants
d. b & c

The chronic pain rehabilitation program
includes:
a. Assertiveness training
b. Behavioral approach
c. Rigid therapy program
d. a & b

18. Pain behaviors develop due to the following:
a. The injury that caused the pain and the
behaviors
b. Behavioral therapy
c. Other’s response to the person’s pain
d. a & b
19. The thinking pattern that could lead to
depression:
a. Comparison of the pre and post-injured
self
b. Asking for family support
c. Setting achievable standards for oneself
d. a & b

Evaluation:
MARN
Chronic Non-Malignant Pain
INDEPENDENT STUDY
Registration Form

1.

Were the following objectives met?

Yes

No

A.
B.

Define chronic non-malignant pain.
Describe the pathophysiololgic process of
chronic non-malignant pain.
Describe pharmacologic interventions
appropriate for the treatment of chronic pain.
List 4 behavioral modification strategies to reduce
pain sensations.

_____

____

_____

____

_____

____

Name: ________________________________________________________________
(please print clearly)

_____

____

Address: _____________________________________________________________

C.
D.
2.

Was this independent study an effective method
of learning?

_____ Yes ____ No

If no, please comment:

Day phone number: (

) ___________________ RN _______ LPN ______

MARN Member: __ Yes ___No MARN Member Number: _______________
Please return:
– Completed Post-test and Evaluation Form
– Registration Form

3.

How long did it take you to complete the study, the post-test, and the
evaluation form?

TO: MARN Newsletter
P.O. Box 285
Milton, MA 02186

4.

What other topics would you like to see addressed in an independent
study?

MARN OFFICE USE ONLY
Date Received: ______________ Amount:____________ Check No: ________
Additional Amount Due: $ ___________________________
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Save the date!

Team MARN Volunteer Event
Nurses needed to provide services and
education for citizens in
Western Massachusetts!
Springfield Project Homeless Connect
Make a difference in the life
of a people in need.
Wednesday, September 15, 2010 9am-2pm
To volunteer contact Myra Cacace at
newsletter@marnonline.org

The following continuing nursing
education activities were approved by the
Massachusetts Association of Registered Nurses,
Inc., an accredited approver by the American
Nurses Credentialing Center’s Commission on
Accreditation.

Practice of Wise Leadership:
2 Day Advanced Health Care
Leadership Program
by Mary J. Connaughton, RN, MS,
and Jim Hassinger, EdM.
Improve your ability to manage difficult
situations and communicate more effectively.
This program provides diagnostic tools
and practical skills to expand leadership
capability for novice and seasoned leaders.
Conference Center at Waltham Woods
October 21 and October 22, 2010

Talk Like a Leader…Why Not Make
Communication Your Strong Suit?
by Mary J. Connaughton, RN, MS
This is a second in a series of leadership
programs for health care leaders in nonmanagerial roles. This program offers
intensive coaching to identify barriers to
effective communication and
practicing skills to overcome them.
Pre-requisite: prior attendance at the
“Willing to Lead” Program.
www.connaughtonconsulting.com
Location: Conference Center at
Waltham Woods
November 10, 2010
Time: 8:00-4:30
Fee: $225
Number or Contact Hours: 5.5
Registration Information:
visit www.connaughtonconsulting.com
or call 617-244-5478

11.75 Contact Hours
Registration Information:
www.connaughtonconsulting.com
or 617-244-5478

Willing to Lead…
Let’s Chart the Course
by Mary J. Connaughton, RN, MS
This first in a series program is
intended for nurse leaders with significant
responsibility but little formal authority
(resource/charge nurses, supervisors).
The program provides diagnostic tools to
assess leadership strengths and areas
needing improvement.
You are not alone…come and
learn with new colleagues!
Location: Conference Center at
Waltham Woods
November 8, 2010
Time: 8:00-4:30
Fee: $225
5.5 Contact Hours
Registration Information:
visit www.connaughtonconsulting.com
or call 617-244-5478

Go back to “school” this fall by putting
yourself first instead of last on your priority
list!
8 weekly 2-hour classes begin Sept 23, 2010
(Thursday p.m. or Friday a.m.)
Concord, MA
Instructor: Pamela Katz Ressler,
RN, BSN, HN-BC,
Stress management expert and
board-certified holistic nurse
Learn practical strategies
of stress resiliency.
Contact hours: 16

Regis College’s President’s Lecture
Series on Health presents
Post Traumatic Stress Disorder
Post Traumatic Stress Disorder affects both
military and non-military individuals.
Learn what causes PTSD (in combat and for rape
victims), its symptoms, risk factors, and
treatment including the use of neuro-imaging.
October 27, 2010
6:30-8:30pm
Location: Regis College, Alumnae Hall, Upper
Student Union Lounge
235 Wellesley St. Weston, MA
There is no fee
Contact Hours: 2
For more information, contact Amy Anderson
EdD, RN at Regis College

8:00am-4:30pm
Fee: $795

MINDFULNESS-BASED STRESS
REDUCTION PROGRAM

Regis College’s President’s Lecture
Series on Health presents
Preventing Violence against Women
Violence against women is an international
problem. Learn about types and affects of this
serious crime, and about the prevention and
treatment of violence, and the differences
between healthy and unhealthy relationships.
November 17, 2010
6:30-8:30pm
Contact Hours: 2
Regis College , Alumnae Hall,
Upper Student Union Lounge
235 Wellesley St. Weston, MA
No charge
For more information, contact
Amy Anderson EdD, RN at Regis College

Online Breast Health Course offered by the
MAURER FOUNDATION’s
Institute of Breast Health Education
This course is designed to educate the learner
about breast health and disease. Topics include:
Breast Anatomy, Development, Pathology, Risk
Reduction, Methods of Early Detection, Cultural
Competency and Presenting a Breast Health
Program.
Registration is ongoing
Contact hours: 5
Fee: $100
For more information, contact
www.maurerinstitute.com

Tuition: $375
(includes 5 CDs, manual, and text),
BCBS discount available
Contact: Stress Resources
(www.stressresources.com)
or 978-369-5243

The MARN Approver Unit
The only Professional Nursing Organization
ANCC Approver Unit in the Commonwealth
Fully Accredited Through 2015!
Program reviewers: available to review
your nursing education programs any time.
For up to date information about how to
become an approved provider (for a
single activity or as an organization)
please visit the MARN Website
www.marnonline.org

The following program has not sought
approval by the Massachusetts Association
of Registered Nurses, an accredited
approver of continuing nursing education
by the American Nurses Credentialing
Center’s Commission on Accreditation.
Greater Boston Chapter (GBC) of
AACN: PCCN/CCRN Review Course
Keynote Speaker: Mary Ann “ Cammy”
House-Famcher, APRN,MSN,CCRNCSC-PCCN (over 30 years of critical care
experience)
October 27, 2010-October 29, 2010
Location: The Lantana
43 Scalon Drive, Randolph, MA
Registration before Sept. 13:
$175.00 for GBC members;
$200.00 non-GBC members
Registration after Sept. 13:
$200 GBC members;
$ 225 non-GBC members.
Contact Hours: 15.5, Category A
Program approved by the American
Association of Critical Care Nurses (AACN)
For more information: Patricia Aylward:
gbc.aacn@gmail.com
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Announcements
Volunteer Event Cancelled

Members Only

Due to circumstances beyond their control,
the Diabetes Expo scheduled for November
has been canceled. The team hopes to put
together another event for sometime in
2011 and they will keep us posted about
any new plans.

Be a part of Nursing History…
Take it to the MAT

Policy for Accepting
Announcements for the Newsletter:
MARN encourages organizations of higher
education
to
submit
announcements
about continuing education opportunities
and upcoming events that are of interest
to nurses. Fees must be included with
submissions.
The Fee Schedule is as follows:
Non-MARN Approved Providers/
Sponsors—$50
MARN Approved Providers/Sponsors—$25

The MARN Action Team—MAT
cordially invites you to join this new
and exciting team, when you join
you will be lending your voice to
those matters affecting all nurses in
Massachusetts.
Go to www.marnonline.org
for more information

Payment can be mailed to MARN, PO Box
285, Milton, MA 02186. Please include a
copy of the announcement and contact
information (name, address, telephone,
Email) with the check. Please email copy to
www.MARNonline.org.
Announcements are limited
to 75 words.

MARN member: Have you gotten your
MARN News message? If not, then we
don’t have your correct email address. If
you want to begin receiving this important
information, just send an email to: info@
marnonline.org with “ADD” and your
name on the subject line.
We also welcome any pictures that show
MARN members in action…at work or at
play. Interested persons, please contact
Myra Cacace at myra@net1plus.com.

To access the ANA Edition of Mosby
Nursing Consult, visit the membersonly section of NursingWorld.org at
w w w. n u r s i n g w o r l d . o r g / M e m b e r s /
JustForMembers/MNC-ANA-Edition.aspx.

Your guide to the benefits of ANA/MARN membership...It pays for itself
•

•
•
•
•

MARN News is an up to date
information service about a variety
of issues important to nurses in
Massachusetts. You must be a MARN
member to be included, so join today!

Now you can access a comprehensive
integrated, user-friendly online application
that opens the door to a compendium of
monographs, practice guidelines, and peerreviewed clinical updates representing
the best, most current work of nursing
experts and thought leaders throughout
the profession. The compilation includes
evidence-based
nursing
monographs
(including current practice and synopses
of
current
literature
and
specific
recommendations for nursing care), Practice
guidelines for more than 400 common
health care diagnoses, conditions, and
procedures, and clinical updates.

MEMBER BENEFITS

ATTENTION POTENTIAL
PROGRAM ADVERTISERS
Please be sure to clearly state if your
educational program is approved
by the MARN Approver Unit in all
program submissions!

Free access to the American Nurses
Association Edition of Mosby Nursing
Consult… just another example of the tools
available to you as a member that help you
become more successful in your career!

•

•

•
•

Dell Computers—MARN and ANA ANA are
pleased to announce a new member benefit.
MARN and ANA members can now receive
5%-10% off purchases of Dell Computers. To
take advantage of this valuable offer, or for
more details, call 1-800-695-8133 or Visit
Dell’s Web site at www.Del.com
Walt Disney World Swan and Dolphin Hotel
GlobalFit Fitness Centers—Save up to 60%
savings on regular monthly dues at GlobalFit
Fitness Centers.
Professional Liability Insurance—a must
have for every nurse, offered at a special
member price.
Nurses Banking Center—free checking,
online bill paying and high yield savings
all available to you 24/7 to fit any shift or
schedule. at an affordable price—Liability/
Malpractice, Health Insurance, Dental and
Vision.
CBCA Life and Health Insurance Plans
—Disability Income, Long Term Care,
Medical Catastrophe, Medicare Supplement,
Cancer Insurance and Life Insurance Plans
provided by CBCA Insurance Services.
Discounts on auto rental through Avis and
Budget:
Call Avis 1-800-331-2212 and give ID#
B865000
Call Budget 1-800-527-0700 and give ID#
X359100
Save on your hotel stays at Days Inn, Ramada
Inn, Howard Johnson and more.
Online discounts on all your floral needs
through KaBloom.

Promote yourself: professional
development tools and opportunities
•
Members save up to $140 on
certification through ANCC.
•
Online continuing education available
at a discount or free to members.
•
Conferences and educational events at
the national and local level offered at
a discount to members.
•
Member discounts on nursesbooks.
org—ANA’s publications arm.
•
Up to 60% savings on regular monthly
dues with GlobalFit Fitness program.
•
Find a new job on Nurse’s Career
Center - developed in cooperation
with Monster.com.
Stay informed: publications that keep you
current
• Free subscription to The American
Nurse—a $20 Value.
• Free online access to OJIN—the Online
Journal of Issues in Nursing.
• Free subscription to the MAssachusetts
Report on Nursing—a $20 value
• Free access to ANA’s Informative
listserves including—Capitol Update
and Members Insider.
• Access to the new Members Only web
site of NursingWorld.org.
• Free access to MARN’s Member-Only
Listserve
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Clio’s Corner
nurses Protest Governor’s Proposal to Abolish
the Board of Registration of nurses
Mary Ellen Doona
On March 6, 1973, Dr. William Bicknell’s office
of the Public Health Commissioner, announced
that the Board of Registration in Nursing (BORN)
would cease to exist on July 1, 1973 with the
passing of Governor Francis Sargent’s bill
to reorganize state government. The BORN’s
most immediate concern was the State Board
Exam scheduled to be given to more than 3000
graduating nursing students in August, 1973.
Without a BORN, the exam could not be given.
BORN Chairwoman Gellestrina DiMaggio
had no choice but direct BORN members to
“respond to the changes that ‘reorganization’ will
bring about although clearly developed plans or
legislation [are] not available to the public or the
profession” (BORN Minutes, March 20, 1973).
Indeed, the printed copy of the bill would not be
available until April 6, 1973. Consequently on
Mach 23, 1973, the BORN’s Executive Secretary,
Mary Baroli alerted the Council of State Boards of
Nursing, “Effective immediately, Massachusetts
will not proctor candidates for the examination”
Reciprocity – interstate licensure – was at an end.
On April 3, 1973 the BORN and leaders of
the Massachusetts Nurses Association, the
Massachusetts League for Nursing, the Licensed
Practical Nurses of Massachusetts, Inc. and
the Massachusetts Student Senate, along with
Frances Lenehan, Chief Nurse of the Department
of Mental Health and Ann Thomson, Chief Nurse
of the Department of Public Health, met with Van
Lanckton, the Deputy General Counsel for the
incoming Office of Human Services. The nursing
leaders protested that Section 311 of H6120 stated
that “any person” employed in an approved health
care facility (including hospitals and clinics)
could provide “nursing service” to patients “under
the supervision of a registered nurse or a licensed
practical nurse.” This provision effectively
changed the definition of nursing, repealed
mandatory licensure and would pave the way for
institutional licensure.
Van Lanckton told the nursing leaders that it
was “too late” to delete Section 311 from H6120.

Two days later, April 5, 1973, the presidents of the
four nursing organizations: Anne G. Hargreaves
(MNA), Mary Conceison (MLN), Catherine Garrity
(LPN of Massachusetts, Inc.) and Paul Coss
(Massachusetts Student Senate), issued a legislative
alert to their respective memberships detailing
the potential impact of H6120 and Health Systems
Regulation Administration for Massachusetts’
100,000 nurses. The National League for Nursing
supported Massachusetts by passing a unanimous
resolution urging the Governor not to abolish
the BORN. ANA members read the editorial in
American Journal of Nursing describing the
Governor’s bill as “regressive” (1973, p. 1167).
Nursing was the first of the professional
boards to respond to the Governor’s proposed
reorganization. The Massachusetts Medical
Society, the Massachusetts Hospital Association,
the Massachusetts Legislature and the media
aligned themselves with nurses. Support also
came from 790 nurses and doctors from two of
Boston’s hospitals who petitioned the Governor
stating that his bill eliminated professional
expertise,
restrained
improvement
and
jeopardized reciprocity between Massachusetts
and other states. Many professional supporters
saw reorganization as the consumerization of
health care with cost, not quality, shaping patient
care. Commissioner Bicknell countered saying
reorganization was “extraordinarily progressive”
and nurses’ opposition was “absolute arrogant
irresponsibility” (1973).
The blizzard of letters arriving at the State
House spoke in nursing’s favor. Legislators
received so many, they had to create a form
letter response. Mindful of nurses’ voting power,
they penned in notes about a mother, wife, or
daughter who was also a nurse. Nursing staff
from the MNA & MLN, dropped by legislators’
offices to personally explain their opinions about
how essential the BORN was to ensuring quality
nursing care. Nurses won the support of the public
because almost everyone knew a nurse, as a family
member, a friend, a neighbor or as a recipient of
nursing services (April 26, 2010).
Nursing students reacted “vigorously” to
reorganization (Conlin, 1973); no strangers to
social activism of Civil Rights and Women’s
Rights Movements of the 1960s and 1970s. Their
dream of becoming an RN was dissolving just
as it was within reach. They understood that
Section 311 of H6120 allowing anyone to practice
nursing invalidated their nursing education.
Likewise, nursing’s leaders who had been part of
nursing’s renewal following World War II foresaw
how nursing would deteriorate if the BORN’s
commitment to ensuring safe nursing practice
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were discarded. The public would also be left
unprotected by allowing non-nurses to establish
nursing standards and determine competence.
Bicknell’s office confidently stated that the
exams would be given and then did an end run
around the BORN by sending the Commonwealth’s
lawyers to ANA to work out a process. The
exams could not be given, wrote Anna Kuba of
the Council of State Boards of Nursing since the
Council’s contract with Massachusetts specified
that a BORN had to administer the national exam.
Elimination of BORN on July 1, 1973, meant that
there could be no exam in August 1973. Kuba had
“no alternatives to offer” (1973).
Trying to quiet the nurses’ protest, John Verani
the outgoing Office of Consumer Affairs tried
another tactic. He asked the BORN to divorce
reorganization from the August exam, and endorse
his press release stating that the exams would be
given while his assistant met with the new Office
of Human Services to assure continuity of the
positions of Registrar and Executive Secretary
under reorganization. The BORN could not join
Verani’s press release because the exam was not
guaranteed “unless and until the provisions of the
contract can be met and the contract is approved.”
Following this the BORN voted unanimously
to oppose H 6120 and directed DiMaggio to
“communicate this opposition to the Governor,
House Speaker David Bartley, Senate President
Kevin Harrington, Senator Jack Bachman,
Chairman, and Representative Michael Flaherty,
House Chairman on Social Welfare” (BORN
Minutes, April 17, 1973).

“The Extensive Care Pair”
April 24, 1973, Boston Herald
During the next week a number of press releases
and remarks were circulated about the testing
program as “totally unfounded.” The Registrar and
the Executive Secretary positions were replaced.
The exams would proceed as usual. Specific
questions raised by the nursing organizations
had not been answered. DiMaggio rebutted these
and other statements saying fears had not been
“allayed” and the changes were structural and
substantial (April 24, 1973).
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Making a Difference
by Margie Sipe
In honor of Nurses’ Day 2010
The work of nursing is hard work and it is
complex work
Not a day goes by when something is missed;
something is not “perfect”
Feelings of failure surround us—it is
everywhere we turn
Feelings of failure envelop us and we feel
powerless
We want to support our patients
We want to support our peers
We want to support our leaders
We try to do it all, but at the end of the day, we
miss the mark with “some”
Yet we do touch the lives of many
We influence outcomes on the path along the
way
So focus on the good you do
But also focus on the “how,” the process steps
you take
Speak softly and thoughtfully
Remember communication is imperfect, so
keep at it
Carry yourself with grace, even when under
fire
Emphasize the positive, as this will foster
strength
At the end of the day, reflect on being
authentic
Be fully present in all situations
Never lose sight of who you are
You have special gifts to offer
Above all, be kind
Be a pioneer
And do return tomorrow
Most importantly, remember,
you are a person of value
Through your actions you
bring joy
Through your encounters
you will reap joy
Because you have the
power to do
What is most
important…
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