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LEARNING OBJECTIVES

At the conclusion of 
this program 

attendees will:

Identify the 
components of pain 

assessment 

Recognize the 
physical and 

psychosocial elements 
of pain treatment

Identify the distinct 
difference in pain 

identification across 
the lifespan 

Identify effective 
approaches to reduce 

painful conditions

Identify effective 
education tools to 

provide skilled 
instruction and training 

to manage pain



DEFINITION 

OF PAIN

What is pain?

Components of pain

What influences pain?

How is pain 
communicated?



WHY STUDY PAIN?

Pain most misunderstood, 

under diagnosed and 

under treated medical 

problems in children

Joint 

Commission 

on 

Accreditation 

of Healthcare 

Organizations 

– Fifth vital sign

This Photo by Unknown Author is licensed under CC 

https://www.nursingbrain.com.ng/2020/11/vital-signs.html
https://creativecommons.org/licenses/by/3.0/


WHAT IS PAIN?

 Complex 

sensory, 

emotional and 

behavioral 

experience.  It is 

an actual or 

perceived threat 

to tissue 

damage.  

 Subjective

It is -- multi-

dimensional



WHAT 

INFLUENCES 

PAIN?

 Genetics

 Sex, nerve density, # 

and type of opioid 

receptors

 Ethnic and cultural 

considerations

 Economics

 Environmental and 

social supports



HOW IS PAIN 
COMMUNICATED?

 Verbalizations

 Behaviors

 Appetite 

changes

 Sleep 

disturbances

 Affect

 Body language

 Posture

 Facial 

expression

This Photo by Unknown Author is licensed under CC BY

http://esheninger.blogspot.com/2013/11/pillars-of-digital-leadership-series.html
https://creativecommons.org/licenses/by/3.0/


TELLTALE SIGNS OF 

PAIN IN CHILDREN

 Favoring an arm or leg over the other

 A decrease in physical activity

 Changes in sleep

 Changes in activity

 Avoiding contact with others

 Crankiness, irritability or unruly 

behavior

 Gasping, wincing, frowning

 Crying, grunting, or breath-holding

 Dull eyes, flushed skin, rapid 

breathing or sweating

 Behaviors that alert 

you



COMPONENTS OF PAIN

 Emotional:  fear, anxiety, depression, anger

 Cognitive:  arousal, alertness, executive 

function abilities 

 Behavioral:  coping style, problem solving, 

support seeking, isolation, avoidance, escape, 

spiritual seeking

 Physical:  Actual physical sensory experience



PAIN 

CONSEQUENCES

 Multiple medication use

 Falls – deconditioning, strength changes, 
impaired sensation, ROM changes

 Dysfunction in occupational performance

 Dysfunction in school -work; student role

 Cognitive Impairment

 Disorientation, ability/inability to perform 
executive functioning abilities

 Social withdrawal/depression/suicide

 Sleep/appetite disturbances

 Mobility changes

 Depression 

 Fatigue

 Stress 

This Photo by Unknown Author is licensed under CC BY

http://www.janegoodwin.net/2013/12/30/conversation-teachers-lounge/
https://creativecommons.org/licenses/by/3.0/


COMMON 

MISCONCEPTIONS

 “Normal part of aging”

 "All pain medications are 

addictive"

 "If you don’t complain 

you don’t have pain"

 "No pain no gain"

 “I just have to live with it”

 Resulting in apprehension 

/ Fear of the treatment



APPREHENSION: 

WHY?

Poor previous outcomes

Pain during treatment that was not 
managed

Cost of treatment

Fear of need for tests

Fear of drug side effects

Not recognized in children 



ATTITUDES ABOUT PAIN

 Children do not remember pain

 Children experience less pain 

than adults

 Children don’t report pain or 

deny pain as they fear 

disappointing caregivers or 

want to avoid noxious injection 
or having to take medications

 Children are often not viewed 

as a good judge of pain

 Expect a typical response to 

pain; without we may not 

recognize 

Barriers to adequate pain 

management in children

Myths, barriers, & realities



PHYSIOLOGY 

OF PAIN

 Peripheral Nerves

 Nociceptors -receptors that detect 
actual or potential tissue damage–
mechanism for “feeling” pain

 Dense in critical areas – tongue, 
fingertips, genitals, skin, muscles, tendons

 Neurotransmitters

 Chemicals that transmit messages from 
one nerve to another

 Ascending and Descending Pathways

 Ascending sensory pathways –
transmitting sensory information up the 
spinal cord to the brain

 Descending motor pathways –
transmitting motor information down the 
spinal cord to the body



TYPES OF 

PAIN

Acute

Sub-acute

Chronic



ACUTE PAIN

AKA:  Inflammatory Reaction Stage

Sudden insults w/ soft tissue damage

Classified as lasting 1-4 days

•Vascular changes

•Exudation of cells and chemicals

•Clot formation

•Phagocytosis – absorbing of necrotic cells

Clinical signs:  inflammation (swelling, heat, 
redness) Pain before tissue resistance (guarding) 
Loss of function – mobility, strength, sensation 



SUB-ACUTE 

PAIN

 Repair Healing Stage:  can last up 
to 6 weeks – generally 4-14 day 
after insult

 Removal of noxious stimuli

 Growth of capillary beds into area

 Granulation of tissue

 Collagen formation

 Very tissue (immature connective 
tissue)

Clinical signs:  
decreasing inflammation 
and pain



CHRONIC 

PAIN

 Maturation and 

remodeling 

 Can overlap with sub-

acute stage

 Etiology can be long 

standing 

 Maturation of connective 

tissue

 Contracture of scar tissue



EVALUATION

A detailed evaluation is 
critical to identifying the 
underlying cause of the 
pain and establishing the 
plan of care

Implies data collection, 
interpretation and synthesis 
of the information to 
create a treatment plan



 Age consideration

 Occupational profile/ Medical 

History

 Areas of Occupational 

Performance/ Functional 

Decline

 Body Functions/Body Structures

 Onset/course of pain

 Reoccurring pain – previous 

treatment

 Constant, intermittent, 

occasional 

COMPONENTS 

OF 

EVALUATION:



ADDITIONAL 

CONSIDERATIONS 

FOR EVALUATION

 Scarring

 Swelling, redness

 Movement patterns

 Sleeping positions

 Stage of recovery

 Joint sounds

 Type of pain

 Stage of recovery

 Deformity 

 Vital signs



TYPE OF 

PAIN:

Nerve:  manifests in sharp, burning, tingling –
follows nerve distribution patternsNerve

Bone:  deep and localizedBone

Vascular:  diffuse, aching, poorly localized, 
referred to other parts of body (blood clot)Diffuse

Muscle pain:  dull, aching, aggravated by 
injuryMuscle



EVALUATION: 

CONTINUED

 Pain associated w/ rest or activity, 
postures and time of day

 Pain w/ activity, decreased w/ rest

 Mechanical obstruction with 
movement – adhesion?

 Morning pain that decreases w/ 
activity

 Congestion of the joint, edema?



COLLABORATE 

WITH THE 

CLIENT

Ask patient if they have 
pain

Note if they are reluctant to 
discuss pain – is that related 
to stigma, misconceptions?

Description of pain

• Nerve, Bone, Vascular, Muscle 



RE-TRAIN YOUR 

BRAIN 

 Pain is 100% in your 

brain

 Learn to calm 

nervous system

 Retrain your brain 

This Photo by Unknown Author is licensed under CC BY-NC-ND

http://news.schoolsdo.org/2017/05/continued-brain-training-can-help-concussion-victims/
https://creativecommons.org/licenses/by-nc-nd/3.0/


HISTORY

 Helps determine 
underlying cause of pain

 Trauma

 Occult injury 

 Need for diagnostic 
tests/referral

 Identify potential causes 
of pain that patient may 
not be aware of



PAINFUL CLINICAL CONDITIONS

 Cancer

 Degenerative diseases: OA, Osteoporosis

 Fibromyalgia

 Inflammatory diseases: RA

 Peripheral Neuropathy

 Neurogenic Pain

 Central Pain Syndrome:  TBI,CVA, MS

 Trigeminal Neuralgia

 Post surgical pain

 Back pain (acute and chronic)

 Healing fracture

 Injury



QUANTIFY AND DESCRIBE

 Quantify

Establish baseline for comparison

 Description 

Help localize pain producing 
structure(s)

 Intermittent or constant

Central or distal

Bilateral, 1 joint or multiple joints



DEVELOPMENTAL APPROACH 

TO PAIN ASSESSMENT 

 Toddlers – quiet, inactive or become overactive; 

parents report not acting normal; can become 

acted out in aggressive outbursts

 School-age children – more accurate in 

communicating pain; by 8 years can reliably 
describe location of pain; Symptom scales and 

self-report tools appropriate; older than 8 can 

use the concept of Numerical Rating Sale; Also 

Pain diaries helpful at this age



RESOURCE FROM AOTA 





ASSESSMENT 

TOOLS

Wong Baker 
FACES Pain 

Scale – Revised

Numerical 
Rating Scale

Verbal 
Descriptor Scale 

FLACC & r-
FLACC

Discomfort 
Scale –

Dementia 
Alzheimer‘s Type

PAINAD 

Comfort Scale 
for Pain 

Assessment



WONG BAKER FACES 



NUMERICAL RATING SCALE



VERBAL DESCRIPTOR SCALE



COMFORT SCALE



FLACC



R-FLACC



DISCOMFORT SCALE FOR 

DEMENTIA OF THE 

ALZHEIMER’S TYPE (DS-DAT)

• Requires no verbal response

• Observation assessment tool

• Assist therapists in defining 
progress and improvement

• Tool reviews observations as 
well as frequency of behavior 
in a 5 minute period, Duration 
of behavior and description of 
intensity (high or low)

• Observations include:

• Noisy Breathing

• Negative Vocalizations

• Lack of Content of Facial 
Expressions

• Sad Facial Expression

• Frightened Facial Expression

• Frown

• Lack of Relaxed Body 
Language

• Tense Body Language



PAIN-AD SCALE

• 5 item observation scale

• Total score 0 -10 

• Based on ordinal scale of 0 –
2

• Able to objectively describe 
pain based on observations 
of symptoms of pain 

• Useful when patients cannot 
communicate pain levels 
reliably 

• Warden, V., Hurley, A., 
Volicer, L., Development and 
psychometric evaluation of 
the pain assessment in 
advanced dementia 
(PAINAD) scale.  J Am Dir 
Association.  2003; 4:9-15.  



OTHER 

ASSESSMENTS

 Occupational Questionnaire (OQ)

 Role Checklist 

 Activity Card Sort 

 Patient Specific Functional Scale

 Canadian Occupational 

Performance Measure (COPM) 



OCCUPATIONAL 
QUESTIONNAIRE (OQ) 
(1986)

• Questionnaire or interview format

• Elicits information related to 
patient’s volition related to use of 
time

• Volition:  values, interests, and 
personal causation

• Patient self report typical 
weekend and weekday routine 
for every 30 minutes of time during 
a day

• Instrument provides a 
configuration of activity time-- % 
of time in work, play, daily living 
etc. as well as % of time engaged 
in activities of value, interest and 
that establish a send of ability or 
competence

• Smith, N.R., Kielhofner, G., & 
Watts, J.  (1986).  The relationships 
between volition, activity pattern, 
and life satisfaction in the elderly.  
American Journal of 
Occupational Therapy, 40(4), 278-
283.





ROLE CHECKLIST

• Fran Oakley, MS, OTRL

• Questionnaire

• Can be orally administered or 
self administered

• Addresses a wide range of 
populations

• 2 Part Assessment

• Role  Participation

• Value attributed to role

• Assists clinician in 
understanding roles that are 
important to the patient

• foakley@nih.gov

• Dickerson, A. E., (1999).  The 
Role Checklist.  In B.J. Hemphill-
Pearson (Ed.), Assessment in 
occupational therapy mental 
health (p. 175-191).  Thorofare, 
NJ:  Slack

 Email Fran Oakley – provide 

information in your email request –

type of facility in which you work, 

type of clients served, City, State 

and County of Residence. 

 Also – accessible version available 

on the 

mailto:foakley@nih.gov


ACTIVITY CARD SORT

• 89 photographs of well 
seniors performing variety of 
activities 

• Assists in determining what 
occupational histories for 
patients look like

• Assists in defining goals, 
assess activities that have 
been given up or lacking 
participation in

• Normative Data available for 
Cancer patients

• Baum, M.C., & Edwards, D.F. 
(2001).  Activity Card Sort.  
San Antonio , TX:  Harcourt 
Assessment.



CANADIAN OCCUPATIONAL 

PERFORMANCE MEASURE (COPM)

Therapist reviews with 
patient most important 
problem and documents 
on the COPM interview 
form

Numerical measurement 
of performance and 
satisfaction graded

Performance and 
Satisfaction score 
obtained

• Semi-structured interview

• Administered one on one

• Desired goal of the assessment 
tool is to determine a client’s 
self perception of change in 
occupational performance –
an outcome measure.  

• This semi structured interview 
assists collaborative relationship 
to develop

• Commercially available tool

• Discussion centers around 
occupations categorized in 
three areas:  self-care, 
productivity, and leisure.  
Patient describes active 
occupations as well as 
satisfaction with performance 
and areas that are problematic

• Outcome measure – so 
performance 



PATIENT SPECIFIC 
FUNCTIONAL SCALE

• Neck Dysfunction

• Low back pain

• Knee Dysfunction

• Multiple Sclerosis

• Used to assess the ability to 
complete specific tasks

• 11 point scale 0 -10 used to 
rate their ability to perform an 
activity

• “0” being unable to perform 
activity to “10” Able to perform 
activity at the same level as 
before the injury or problem

• Total score = sum of the activity 
scores / number of activities

• Minimum detectable change is 
2 points for average score

• Minimum detectable change is 
3 points for single activity score



WHAT ACTIVITIES EFFECT PAIN?

What makes pain better or 
worse?

Certain activities stress specific 
structures

Are activities that effect pain 
consistent with history?

Collaborate with the client



CASE 

STUDY 

RON



PUTTING IT ALL TOGETHER…

 Comprehensive evaluation

 Impact on life satisfaction

 Impact on functional abilities

 Objective evaluation data – ROM, Strength and 
other tests and measures

BORG RPE, 30 second Arm Curl 
Test, TUG, Functional Reach, 
Occupational Questionnaire 
with Numerical Pain Rating 



STAGES OF 

HEALING

 Therapy clinicians can 

intervene at any of the 

stages, but the treatment 

approach is going to be 

different depending 

upon the stage of 

healing, the tissues 

involved and the 

patient’s overall medical 

condition. 



ACUTE, SUB-

ACUTE OR 

CHRONIC?

 Treatment approach for 
same type of tissue may 
be completely different 
depending upon whether 
injury is acute, sub-acute 
vs. chronic



ACUTE PAIN CONSIDERATIONS . . .

Control Effects of 

Inflammation

Reduce inflammation

•Modalities, immobilization, PROM, 
Kinesiotaping, soft-tissue mobilization, 
energy conservation, body mechanics 
training

Cautious Movement – active movement at the site 

of active pathological activity is contraindicated.



SUB-ACUTE PAIN CONSIDERATIONS

Prevent or Minimize Contracture and Adhesion Formation

Gentle Active Movement

“Starting to feel better” – avoid too much vigorous activity

Continue strategies with the acute state however need to 

progress function and movement 



CHRONIC PAIN 

CONSIDERATIONS

 Restore engagement in occupational roles and 

functional tasks

 Progressive Stretching, strengthening and 

functional exercises

 Re-engagement in functional roles 

 Build routines

 Continue interventions to avoid scar restrictions 

 Medication regime –PRN or Routine 



COMMUNICATION 

-

Does patient have severe or intense 

pain? 

 Communicate with the patient 

and other health care providers.  

Patient may require pain 

medications before proceeding 

with evaluation and treatments. 



WHAT TISSUES/STRUCTURES 

ARE INVOLVED?

 Systematically isolate and test structures

 Are the reports consistent with prior 
findings? 

 Is the pain referred from some other 
structure? Example rotator cuff pain can 
produce pain in lateral deltoid, lung 
cancer pain can mimic sub acromial 
bursitis 



STRUCTURES/SOURCES OF 

PAIN

Muscle

Tendon 

Nerve

Ligament

Joint Capsule



STRUCTURES/SOURCES 
OF PAIN

 Bursa

 Cartilage

 Meniscus

 Scar Tissue

 Bone

 Referred



MUSCLE 

Isolate and apply 
resistance

Apply resistance in 
varying points of the 
ROM to reproduce 
pain



TENDON

 Same manner as 

muscular pain

 Palpate over the tendon 

of the muscle belly



NERVE

 Patient’s description of 

pain

 Sharp

 Shooting 

 Lancing

 Pins and needles



LIGAMENTS

Ligaments can be localized, isolated, and 
stressed

Often patients will describe ligament pain 
in terms of joint buckling or instability 



BURSA

However,….an irritated bursa is 
responsive to simple compression

An inflamed burse imitates muscular 
or tendon pain.



CARTILAGE 

 Listen to the patient’s symptoms

 Worse in the morning?

 Decreases during the day?

 Fatigue?

 Dull, aching?

 Crepitus?



MENISCUS 

Joint lockingLocking

Limb bucklingBuckling



BONE PAIN
 Deep and aching



PRIOR TREATMENTS?

Has patient had problem 

before?

What worked/ what didn’t 

work?

Caution- symptom may be the 

same, but underlying problem 

may not



INTERVENTION PLAN 

DEVELOPMENT

 What structures are involved?

 Client factors

 Mobility and occupational demands

 Assessment tool results

 Type of pain

 Acute

 Sub-acute

 Chronic



Back to Basics

Routine Meds 

Alternative 

Therapies

Rehabilitation



PATIENTS WITH 

COMMUNICATION ISSUES

 Look for signs of distress

 Exit seeking

 Agitation/crying

 Aggressive behavior

 Withdrawal

 Catastrophic reactions

 Sleep changes

 Appetite and/or weight loss

 Changes in bowel and bladder habits



SEATING & 

POSITIONING

 Does wheelchair fit patient?

 Consider other seating surfaces

 Does it provide adequate support?

 What can you do to make the 

wheelchair more comfortable for 

the patient?



PAIN MEDICATIONS

 Is patient on pain medications?

 Is dosage, frequency or type appropriate?

 Would routine meds be appropriate?

 Should you adjust schedule of therapy around 

pain medication schedule? 



TREATMENT 

APPROACHES

 Restore Proper 
Alignment/Biomechanics

 Protected Movement

 Edema Reduction

 Strengthening                        

 Stretching

 Modalities

 Energy Conservation

 Desensitization

 Soft tissue mobilization 

 Joint mobilization

 ADL retraining

 Cognitive/psychosocial 
interventions

 Behavioral interventions

 Patient and Family Education



MODALITIES

 Therapeutic Exercise

 Manual Therapy 

 Compression

 TENS 

 Heat

 Cold 

 Electrical Stimulation

 Diathermy

 Traction

 Ultrasound

 Soft tissue mobilization

 Splints/braces

 Orthopedic shoes/inserts

 Taping

 Iontophoresis

 Infrared



RELAXATION

Pain medicines only 
reduce pain by 30% 

on average

Pain is stressful Relaxation – a bath, 
funny movie or 

listening to music



FORMAL RELAXATION 

TECHNIQUES

 Deep breathing – at least two minutes

 One hand on belly other on chest

 Deep breath through nose so belly expands –
breathe out and let belly flatten

 Progressive Muscle Relaxation – tensing and 
relaxing major muscles in the body one at a time –
common progression is to start at the top – head, 
face, neck, shoulder, arms, hands, back stomach, 
buttocks, legs, and feet

 Guided imagery – focus on pleasant images to 
replace negative or stressful feelings- try to include 
all senses



MINDFULNESS

 Act of intentionally focusing on the present moment

 Remember – pain is unpleasant physical pain AND how 
one reacts to it

 Separate yourself from your negative thoughts, feelings, 
and sensations

 Formal mindfulness meditation - setting aside time to 
focus on one thing – breathing or a sensory experience 

 Start with 5 minutes – add a minute per day

 Informal practice – focusing on the present moment 
during daily activities – example while eating – notice the 
taste, texture and smell of the food; spending time with 
loved ones, bring your full attention to the conversation or 
activity



CHILDREN & 

MULTI-

MODAL 

TREATMENTS

Medication & non-
pharmacological modalities 
such as biofeedback, 
massage, aromatherapy, 
bubble blowing

Cognitive behavioral 
techniques



INTERPROFESSIONAL 

APPROACH

 Pain and its related psychological, family, 

quality of life, and socioeconomic issues present 

ideal opportunity for interprofessional 

collaboration.

 Interplay between biological, medical, social, 

religious/spiritual, psychological, and 

cognitive/behavioral 



PAIN ZONE TOOL 
HEALTH SERVICES 
ADVISORY 
GROUP (SPANISH 
AND ENGLISH)



PATIENT EDUCATION



PAIN CONTROL LOGS



QUESTIONS


