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Patient therapeutic education
Placing the patient at the centre of the WHO analgesic ladder

Grisell Vargas-Schaffer o Jennifer Cogan mp FrRcpc

tained efforts by professionals and patient

groups to make pain assessment and treatment
a priority in medical care, such as has been noted
in the International Association for the Study of Pain
Declaration of Montreal, which states that access to
pain management is a fundamental human right.!
As a result there exist today numerous protocols to
guide treatment plans, such as the National Opioid
Use Guideline Group guidelines, the Canadian and
International Association for the Study of Pain neu-
ropathic guidelines, and the Alberta low back pain
guidelines,*¢ as well as an armoury of drugs to help
treat pain. However, pain control necessarily involves
the patient, and the decision about whether to take
medication or to pursue treatment is influenced by
the patient’s beliefs about health and illness. In par-
ticular, the patient’s beliefs related to medications and
their side effects strongly influence adherence to treat-
ment. Several patient factors, such as underreporting,
inappropriate expectations, and deficient knowledge
of pain and its treatment, can contribute to poor
outcomes.” "0

The use of opioids for the treatment of cancer pain,
as first proposed in the guidelines released in 1986 by
the World Health Organization (WHO), is now supported
by more than 27 years of clinical experience, and sev-
eral new editions of the recommendations have been
published.!" The “three-step analgesic ladder,” one of
the central components of the guideline, has also been
shown to be a safe and beneficial approach to the treat-
ment of patients with chronic noncancer pain.'? It offers
a drug-centred approach to the treatment of pain. In
2010 a new adaptation of the analgesic ladder' pro-
moted its bidirectional use with a “step up, step down”
approach.

The 2010 adaptation proposes an upward pathway for
the treatment of cancer and chronic pain and a down-
ward pathway for the treatment of intense acute pain,
uncontrolled chronic pain, and breakthrough pain.'* The
advantage of this adaptation and use of the analgesic
ladder is the versatility that it provides the user while
maintaining a stepwise progression. An upward path-
way can be applied more slowly for chronic and cancer

Over the past few years there have been sus-

pain, and, conversely, the practitioner can start at the
top tier for severe acute pain, uncontrolled chronic pain,
and breakthrough pain and quickly come down the lad-
der as the patient’s pain improves. The 2010 adapta-
tion (Figure 1)'* is appropriate for use in patients with
nociceptive pain and combined nociceptive and neuro-
pathic pain, but not for pure neuropathic pain. For pure
neuropathic pain, refer to the neuropathic pain guide-
lines mentioned above.>¢

The aim of this article is to describe further modi-
fications to the WHO analgesic ladder that will place
patients at the centre of their pain care.

Health care practitioners as teachers

Despite the little time allocated in the medical curricu-
lum to pain management outside of palliative care, doc-
tors and health care providers must acquire the ability to
transfer knowledge in a format that is easily understood
and integrated by the patient.!* Therapeutic patient edu-
cation is a technique that was developed for the purpose
of enabling health care professionals to pass on their
knowledge and expertise to patients so that patients
can become partners in their own care. According to the
WHO document published in 1998,'* therapeutic patient
education can be viewed as a set of structured activi-
ties that consist of “helping the patient and his family to
acquire knowledge and competencies about the disease
and its treatment, in order to better collaborate with
the caregivers, and to improve his quality of life.”!516
It encourages the patient to assume a certain level of
responsibility for his or her own care.'”

Therapeutic patient education is education man-
aged by health care providers trained in the education
of patients and it is designed to enable a patient or a
group of patients and families to manage the treatment
of their conditions and prevent avoidable complications
while maintaining or improving quality of life. Its princi-
pal purpose is to produce a therapeutic effect in addition
to that of all other interventions (pharmacologic, physi-
cal therapy, etc). An in-depth discussion of therapeutic
patient education is outside the scope of this commen-
tary; however, several extensive publications and useful
reviews on the topic have been published. !>

New element

In a recent article Leung'® suggested, once again, that
both acute and chronic pain management should
include multimodal and nonpharmacologic treatments.
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Figure 1. The 2010 adaptation of the World Health Organization analgesic ladder
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We extend this idea by proposing that a therapeutic
patient education program be incorporated as the base
or foundation of the analgesic ladder (Figure 2). This
would transform what is now a purely medically driven,
pharmacologic approach to pain management into a
patient-centred, multidisciplinary, complementary, and
integrative medicine approach, and maintain the patient
as an active participant at the centre of the pain man-
agement strategy. This format has been adopted, with
success, in the authors’ centre.!820

Revised 4-step model

Step 1: acute and mild pain. The therapeutic patient
education program should be incorporated at the base
of the analgesic ladder (Figure 3) and become part of
the matrix onto which health care practitioners will add
nonopioid analgesics, nonsteroidal anti-inflammatory
drugs, physiotherapy, and ergotherapy or occupational
therapy, as required by individual patients. Further, at
this level and all other levels, additional therapies such
as acupuncture, massage, transcutaneous electrical
nerve stimulation, and exercise can be added to the
treatment plan. The goal of physical therapy and other
complementary techniques in this step is to provide the
patient with the necessary tools to prevent increased
pain and functional limitations. This base is essential
because with increased knowledge, patients modify
their attitudes, improve their skills, and raise their aspi-
rations in order to adapt their lives to the presence of
acute and chronic pain.

Step 2: chronic and moderate pain. Here, to the exist-
ing matrix described in step 1, the health care practi-
tioner will add weak opioids and include a second new

element: treatment from a core of consultant therapies
as required by each patient.

The addition of a consultation with a physiotherapist,
psychologist, or psychiatrist, when necessary, might help
maintain physical activity and function and promote the
incorporation of social activities that will aid the patient
in maintaining a support system.?'-2> This is essential in
moving toward the acceptance of limitations imposed by
pain and adapting to new health conditions.?*

Step 2 is highly relevant in the current climate in
which issues of addiction and the misuse of prescription
medication are raised regularly in the medical litera-
ture and media.?>3° Because weak opioids produce less
dependence and can be very effective in treating mod-
erate to severe pain,*'- they are uniquely suited to this
step. Three weak opioids—tramadol, the buprenorphine
patch, and tapentadol—have demonstrated usefulness
in various studies around the world.35-4

Steps 3 and 4: chronic pain, severe pain, and palliative
care. At this point all the previous steps are reviewed
and care is adapted to the patient’s changing needs at
each visit. Strong opioids and interventional treatment
might be appropriate at this level. In addition, we sug-
gest a third new element: rehabilitation and adaptation
for comfort.

Palliative care should not only apply to cancer
patients, but also be implemented for patients with pro-
gressive, incurable nonmalignant disease and other
life-threatening illnesses. For example, patients with
degenerative muscle disease, central nervous system
disease, hepatorenal disease, heart failure, and severe
respiratory limitation could benefit from increased com-
fort measures and adequate control of pain, as it would
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Figure 2. Educational program focused on the patient
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Figure 3. Revised 4-step analgesic ladder
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improve their quality of life and that of their relatives and caregivers.*#? At
this stage the aim is to control symptoms and maintain independence as long
as possible. Physiotherapy and ergotherapy can also be added.

It is important to remember that for severe, acutely painful states that arise
unexpectedly, such as after surgery or for pain flares in the chronic setting,
one can begin at the top of the ladder, soothe the patient, and then taper the
medication and interventional treatments in subsequent steps. This is in fact
the surgical model of care used daily in hospital settings.

Conclusion

In our modern society chronic pain should not be considered a secondary
symptom of some other illness but rather a chronic disease in and of itself.
Under these circumstances, the key to successful treatment might rest in
a paradigm in which patients are at the centre of an individualized, multi-
disciplinary pain treatment strategy that both requires and empowers them
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to become dynamic participants in their care and in
which they are actively supported in this endeavour
through the provision of a patient therapeutic educa-
tion program.

This adaptation of the analgesic ladder places the fam-
ily practitioner in the pivotal role of leader and coordi-
nator of a multidisciplinary team focused on the patient.
Additional members include a nurse, who is instru-
mental in ensuring that the patient is well informed; a
physiotherapist, an occupational therapist, or a kinesiolo-
gist, who can help increase the patient’s level of physical
activity while decreasing pain intensity; and a psycholo-
gist, who can intervene with issues related to depression
and anxiety that are so ubiquitous among patients suf-
fering from chronic pain. The use of integrative therapies
might also be encouraged under the supervision of the
physician. Many primary care physicians work in clinics
and are well connected to networks of allied health care
specialists upon whom they can call for information and
collaboration. We suggest that this might be the initial
stream to follow, as it also frees the family practitioner to
care for other aspects of the patient’s health. However, it
should be noted that family physicians are amply quali-
fied to provide some of the nonmedical interventions (eg,
encourage exercise and simple cognitive strategies, as
well as set up self-help groups).

Today, almost 3 decades after it first appeared, the
WHO ladder remains a valuable and relevant tool for the
care of patients in pain, and its core principles of step-
wise progression accommodate the advent of new drugs
and treatments with ease. Therapeutic patient educa-
tion can be integrated so seamlessly at the base of the
analgesic ladder that one could almost believe that it
was part of the original concept. In fact, the principle
purpose of the analgesic ladder, as described in the 1998
WHO document,'® was to provide a therapeutic effect
in addition to that of all other interventions—that is, to
help patients and their families manage the treatment of
their conditions, prevent avoidable complications, and
maintain or improve quality of life.
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