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Objectives

 Understand the pathophysiology of
acute pain in the athlete

* Recognize the short and long term
implications of pain control in the
athlete

* Implement pharmacologic and non-
pharmacologic modalities

-ﬂ?

Very little high quality data on the
management of acute pain in the
athlete, both recreational and elite

Comparative Effectiveness Review
Number 240

Treatments for Acute Pain:
A Systematic Review

Key Points

+ Opioid vs. NSAID
Insufficient evidence from four poor quality trials (SOE: insufficient),
« Opioid agonist vs. mixed agent

o Inconsistent cffects on pain intensity at <1 day (3 trials), no difference in pain intensity at 1 day to <1
week (1 trial) or improvement in function at | day to <1 week based on one trial) (SOE: low for
outcomes at 1 day to <1 week),

* NSAID vs. acetaminophen, acute musculoskeletal injury

o Similar effects on pain intensity at <1 day (4 trials), 1 day to <1 week (8 trials), 1 t0 <2 weeks (6 trials),
and 24 weeks (2 trials) (SOE: moderate).

+ Non-aspirin NSAID vs. NSAID
Insufficient evidence from four poor quality trials (SOE: insufficient).
« Ultrasound vs. sham ultrasound, ankle sprain

© No difference in pain or other outcomes at | day to <1 week or 4 weeks, based on three trials (SOE:
low).

+ Acupressure vs. sham acupressure or usual care

> Acupressure associated with moderate to large decrease in pain intensity versus sham acupressure or
standard treatment at 1 day to <1 week, with small effects at 4 weeks (SOE: low).

« Cold therapy, transcutaneous electrical nerve stimulation, or relaxation

© Insufficient evidence from poor quality trials (SOE: insufficient).
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What Is Pain?
Pain = “unpleasant sensory and

emotional experience associated with
actual or potential tissue damage”

Ok San e FOR YOUNG ATHLETES
Types of Pain
Nociceptive = associated with tissue damage or inflammation

Inflammatory = type of above that is due to nociceptor
activation by inflammatory mediators

Neuropathic = pain due to disorder / lesion in the nervous
system (i.e. athletes with spinal cord injury)

Nociplastic / Algopathic = chronic pain associated with clinical
and psychopathologic findings that suggested altered
nociceptive functioning (i.e. fibromyalgia)

Ok San e FOR YOUNG ATHLETES
Types of Pain
Nociceptive = associated with tissue damage or inflammation

Inflammatory = type of above that is due to nociceptor
activation by inflammatory mediators

s R
Types of Pain

* Important to remember that acute
pain can become chronic pain if
not treated appropriately

* Clinician’s goal is to identify the
root cause of pain, address tissue
damage, and prevent development
of chronic pain and/or altered
function
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Step 1: Identify The Type and
Location of Tissue Damage

- Acute / Traumatic

- Over-Use
-Degenerative
3‘%“(}

Key Point

“Injury can occur without pain and
pain can occur without an injury”

Clinician must utilize history, physical
exam, and imaging to rule in / out
structural issues
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Step 2: Provide Appropriate Care For The
Acute Tissue Damage

>3 g

Step 3: Choose Appropriate Pain
Management Modality

PAIN MEASUREMENT SCALE

MODERATE  SEVERE  VERY SEVERE WORST PAIN
NOPAIN  MILD PAIN PR BAN

PAIN  IMAGINABLE
. ’
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LITTLEBIT  LITTLEMORE EVEN MORE WHOLELOT ~ WORST
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Non-Pharmacologic Modalities

can*t run away from pain..

so change your relationship to it

e
Non-Pharmacologic Modalities: Ice

From the Spinal __
<ord stimulus |~
travels to the
Brain where its
intercepted &
identified

Pain Spasm Pain Cycle

43,5t Louis, 2009, Saunders )
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Non-Pharmacologic Modalities: Ice

CRYOTHERAPY

?f

Blood flow: Alterations

3 o) _II

Analgesia: Decreased
perception of pain. Likely in skin and muscle blood
due to decreased neural flow
conductance velocity Temperature : Reduced Recovery: Wellness,
core and tissue tissue damage,
temperature performance
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Non-Pharmacologic Modalities: Ice

kaee | By o1 october 2016
The efficacy of post-operative devices following knee
arthroscopic surgery: a systematic review

( ood Tran & Jasen L

Knee Surgery, Sports Traumatology, A

4024 < |19 s |4

scopy 25, S01-516

Mat

Conclusion

Cryotherapy, NMES and sEMG are recommended for inclusion into rehabilitation protocols
following arthroscopic knee surgery to assist with pain relief, recovery of muscle strength and
knee function, which are all essential to accelerate recovery. CPM is not warranted in post-
operative protocols following arthroscopic knee surgery because of its limited effectiveness in
returning knee range of motion, and additional studies are required to investigate the effects

of ESWT.
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Non-Pharmacologic Modalities: Ice
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Is it time to put traditional cold therapy in rehabilitation of soft-tissue injuries out to
pasture?

MECHANISMS OF COLD APPLICATION AND PHYSIOLOGIC

L RESPONSES Gotor »

By decreasing the number of leucocytes and granulocytes as well as reducing macrophage
infiltration following soft tissue injury, cryotherapy has been proved to reduce inflammation in
different body parts[19]. Nevertheless, although applying cold on the surface of the injured site may
be effective in pain management or swelling, it could lengthen the recovery process. This is because,
when we are injured, our body sends signals to our inflammatory cells (macrophages), which
release the hormone-insulin-like growth factor (IGF-1). These factors initiate healing by killing
damaged tissue. However, when ice is applied topically, the cold will act as a vasoconstrictor and
impede the transport of those inflammatory chemicals and cells to the injured sit 1. We may
art of the healing and recovery

prevent the body’s natural release of IGF-1 and, therefore, delay the

process. A prolonged period of cold on the skin will lead to a reduction of the blood flow, resulting in

tissue death or even permanent nerve damage[22]
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Non-Pharmacologic Modalities: Ice

2021 4um 18, 9017) 1164122 PMCID PMCHTTMZT
2021 Jun 16, dai- 10,1 VT 418 PMID: 34141774

Is it time to put traditional cold therapy in rehabilitation of soft-tissue injuries out to
pasture?
B Viang and

RE-THINKING THE USE OF TRADITIONAL COLD THERAPY Gotor +

tients report that cold therapy makes them “feel less

o of symptomatic p

process of inf ¢ typically

slows the soft tissue swel : could be a

useful option whes
prolanged swelling
which is typically se
muscle tear), cold therapy ma

when the edema les
her act as a barrier to recovery:

not be helpful but -
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Non-Pharmacologic Modalities: Ice

o sl

Acute Phase, Edema Control
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Non-Pharmacologic Modalities: Heat

Review

Mechanisms and efficacy of heat and cold therapies
for musculoskeletal injury

Gerard A. Malanga &, Ning Yan & Jill Stark

Pages 57-65 | Received 17 Sep 2014, Accepted 30 Oct 2014, Published online: 15 Dec 2014

Imusculoskeletal injury and delayed-onset muscle soreness (DOMS). The physiological effects of
heat therapy include pain relief and increases in blood flow, metabolism, and elasticity of

kconnective tissues. There is limited overall evidence to support the use of topical heat in

general; however, RCTs have shown that heat-wrap therapy provides short-term reductions in
pain and disability in patients with acute low back pain and provides significantly greater pain
felief of DOMS than does cold therapy. There remains an ongoing need for more sufficiently
powered high-quality RCTs on the effects of cold and heat therapy on recovery from acute

Imusculoskeletal injury and DOMS.
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Non-Pharmacologic Modalities: Heat

Sub-Acute Phase, Muscle / Soft Tissue
Mobility

222 2

muscle and soft tissue pain and tightness
72 hours or more after injury

: Apply for 15-20 minutes
se before physical activity

‘ ‘SPORTS MEDICINE CENTER
" | FOR YOUNG ATHLETES

- s R
Non-Pharmacologic Modalities: Thermal
Ultrasound

Promotes pain relief by generating heat
which increased blood flow and relaxation
of muscle / connective tissue leading to
healing

¥ b
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Non-Pharmacologic Modalities:
Ultrasound

The Role of Ultrasound Therapy in the M
Pain

of Mi loskeletal Soft Tissue

Emmanuel 8. Papadopoulos, MSc, PhD, SRP (UK)', Raj Mani, DSc, PhD, FACA, FIPEM, CCSci
First Published August 28, 2020 = Review Article | Find in PubMed | ) Cock for upaates

tissue injury healing. Based on the evidence presented, TUS is clinically effective in some
musculoskeletal soft tissue pain conditions, but due to conflicting results in some studies, no
specific positive recommendations can be made, nor does it permit exclusion of TUS from
clinical practice. In phonophoresis, TUS plays a significant role, without reported adverse
effects. There is scope for improving the evidence base with better designed studies.
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Non-Pharmacologic Modalities:
Acupuncture

s FOR YOUNG ATHLETES
Non-Pharmacologic Modalities:
Acupuncture

Treatments for Acute Pain: A Systematic Review
Comparati Efictianass v, No. 240

Investigatrs: Roger o, WLD., essa Wogner, MA. Azrah Y. Aed, BA. an

MeDonagh, Pham D, Chisting Sedgey. 0.5, MD Sc..FRAGOS, MRAGOS.
ENOO) FACD. Ph0. ot A4 . St P, MPH.

& Rechvib (WD} Aggaofo eaitcace Resaarsh and sl (USK: 2020 Doc.
Rt . 202040808

Versus Sham or Usual Care

One fair quality trial (n=62) compared a single session of acupressure versus sham acupressure or standard treatment
without (rest ice, and ion) for ankle sprain (Table | 6).1% 1t found acupressure
associated with a moderate decrease in pain intensity at 3 days versus sham acupressure (difference —1.7 points ona 0
to 10 scale, p<0.01) and large decrease versus standard treatment (difference —2.1 points, p<.01). At 4 weeks, effects
also favored acupressure but were smaller (differences <0.79 and ~0.90, p<0.01), with no statistically significant
differences at 8 weeks (differences —0.16 and —0.31). Acupressure was also associated with small beneficial effects on
the SF-36 physical and mental component summary scores at 4 weeks that were not statistically significant
(differences 7.22 to 8.43 points on a 0 to 100 scale), with little difference on these summary scores at 8 weeks
(differences 0.9 to 3.9 points),
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Sports Psychology — Don’t Forget

New research shows the brain and central nervous system are wholly involved in the
processing of pain signals in the body;

The pain you experience is hugely influenced by your individual psychological,
biological and sociclogical make-up;

The amount of pain you experience when injured may be quite unrelated to the extent
of your injury;
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Sleep and Nutrition Also!!!

Contents lists available at Scier

sleep:

Sleep Medicine Reviews

o SEVIER T —— [ 54|
CLINICAL REVIEW

Effects of sleep changes on pain-related health outcomes in the @Cmm
general population: A systematic review of longitudinal studies with
exploratory meta-analysis

Esther F. Afolalu ™", Fatanah Ramlee *", Nicole K.Y. Tang ™~

* Department of Fsychology. University of Warwick, United Kingdom
" Department of Pychalogy und Counselling Sullan s Educotion University, Malaysia

status. An exploratory meta-analysis further revealed that deterioration in sleep was associated with
worse self-reported physical functioning (medium effect size), whilst improvement in sleep was asso-
ciated with better physical functioning (small effect size). The review consolidates evidence that changes
in sleep are prospectively associated with pain-related outcomes and highlights the need for further
longitudinal investigations on the long-term impact of sleep improvements.

BNPSTTCII 10 vE TRAN PLAY |
Surgery Is NOT The Always

The Answer For Pain;
Especially Chronic
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Pharmacologic Modalities

e SRS ™
Pharmacologic Modalities

- Individualized to the athlete
- Shared decision making

- Understand medical history of
the athlete
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International Olympic Committee consensus
statement on pain management in elite athletes

Brian Hainline,' Wayne Derman,? Alan Vernec,? Richard Budgett,’ Masataka Deie,”
Jifi Dvofak,® Chris Harle,” Stanley A Herring,® Mike McNamee, Willem Meeuwisse,
G Lorimer Mosele ," Bade Omnlulu,” ]uhnOr(haId,“Aﬂdrew Pipe,“

Babette M Pluim, " Johan Rader,"® Christian Siebert,” Mike Stewart,'® Mark Stuart,”
Judith A Turner,®® Mark Ware,?' David Zideman,?? Lars Engebretsen®

Q8

INTERNATIONAL
OLYMPIC
COMMITTEE
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should be only pe of managing pain. Combining medication use with appropriate non-
pharmacological measures limits disability and optimises probability of improvement.

Medications should be prescribed at the lowest effective dose for the shortest period of time, They should be discontinued if]
they are ineffective o not tolerated, and as the pain from the injury resolves.

Medications should be prescribed in a manner consistent with established. recognised pharmacological and
pharmacodynamic principles, including route of administration, time of anset of action, effectiveness for pain relief and
potential side effects and complications. Consideration of an athlete’s medical and medication history is essential.

Physicians prescribing analgesic medications to athletes should possess a complete understanding of the prevailing rules
and regulations regarding prohibited substances and Therapeutic Use Exemptions specific to the governing bady that
controls the athlete’s sport.

Recording athlete-reported severity of pain (eg, with a numerical rating scale) can be useful in monitoring the effectiveness
of amedication.
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Recording athlete-reported severity of pain (eg, with a numerical rating scale) can be useful in monitering the effectiveness
of a medication

« Prescription should only be pi to athletes by licenced healthcare providers who understand potential
fects of misuse of and whe ure includes this scope of practice. Written documentation of each
assessment and prescription is a basic standard of care.

+ Informed consent is fundamental in medical care, including those situations in which medication is prescribed. This is also
true for care of the elite athlete; however, obtaining such consent can be challenging in competitive situations when an
athlete seeks same-day RTP. At a minimum, any substantial risk of short-term or long-term worsening of an injury should be
discussed and documented.

Medications should not be prescribed to athletes for pain or injury prevention.

Hospras
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Differentiate Treatment
Modalities In Terms of Severity
of Pain

PAIN MEASUREMENT SCALE

MODERATE SEVERE vERV SEVERE WORST PAIN
IMAGINABLE

‘TIXIX.

o 1 2 3 4 5 6 7 8 9 1

NO HURT HURTS HURTS HURTS HURTS HURTS
LITTLEBIT  LITTLEMORE EVEN MORE WHOLELOT ~ WORST

NOPAIN  MILD PAIN
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Severe Pain (7-10)

Table 1 Medications for managing acute, severe pain from a severe
injury that does not allow same-day return to play
Intravenous » Morphine (10mg)
Fentanyl (100 mcg, titrated to effect)
(inhaled 50:50 oxygen and nitrous oxide

Methoxyflurane/penthrox
Di hine (1600 mcg in ially available
administrator)

» Fentanyl (100 mcg administered via nasal syringe adapter)

>
>
mixture)
>
>

FESRTEEg 1o /e TRAIN FLAY. o
Severe Pain (7-8)

Possible Same Day RTP

Moderate to severe pain

NSAIDs (injection) Ketorolac: 15-30mg IM or IV up to 4x/day, at least
6hours apart, or a single 60 mg injection

Local anaesthetic
injections

... | SPORTS MEDICINE CENTER “
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Injected local anaesthetics have also been used for moderate to
severe pain and same-day RTP in elite athletes, cither pregame
or during competition.’™" '** There are some limited data from a
case series of National Rugby League players.”” Most governing
bodies, including the World Anti-Doping Agency (WADA), have
not banned these injections. *” Intra-articular injections of local
anaesthctic should be avoided into weight-bearing joints or as
intratendon or intraligament injections. ™ !

Corticosteroid injections have no role for same-day RTP
e pain relief superior to that of local anaes-
ftendon weakening,
thereby increasing the chance of inury "SI0 Oher injections,
such as plarclet-rich plasma (PRP) and intra-articular viscosup-
plementation, are not useful for same-day RTP.
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Injectable Ketorolac and Corticosteroid
Use in Athletes: A Systematic Review

Timothy R. Jelsema, MD," Anthony C. Tam, MD," and James L. Moeller, MD*"

Context: The use of injectable medications to help athletes quickly return to the field of play after injury is common.
Understanding the effects and risks of these medications will help providers make informed decisions regarding their use in
this patient popultion.

Objective: To evaluate the uiilization, efficacy, and adverse effects of injectable ketorolac and corticosteroids in athletes,
Data Sources: This systematic review followed the PRISMA (Preferred Reporting ltems for Systematic Reviews and Meta-
Analyses) guidelines. A systematic search of the literawure was pesformed using mubiple databases (PubMed, Embase,
Cochrane, Web of Science, and Clinical Trials gov). Secondary references were appraised for ‘o randomized
controlled trals o other prospective studics were identificd. Artiles ineluded retrospective database reviews and physician
survey studies.

relevant articles,

Study Selection: A total of 6 studies met the inclusion and exclusion criteria and were reviewed by 2 independent
reviewers with a third consulted in the case of disagreement, which was not needeg

Study Design: Systematic review
Level of Evidence: Level 5.
Data Extraction: Two reviewers recorded rate of use, effectiveness of weatmen, and reported side effect data

Resuits: Most studics centered around the football athlete, either professional o collegiate. Professional football game:
day use of intramuscular ketorolac declined from 93.3% (28/30) in 2002 10 48% in 2016. Collegiate football game day use
of intramuscular ketorolae declined from 62% in 2008 to 26% in 2016. Game day coricosteroid injection was far lower than
ketorolac usage. Both medications were reported to be effective with few adverse events

Condlusion: Use of injectable ketorolac is common but declining in professional and college football. Pain control efficacy
is good, and risk of adverse events is low. The incidence of injectable coicosteroid use in athletes is unknown. Use of
injectable corticosteroids in athletes allows for e turn to sport activities with no reported complications,




- it FORTOUNG ATHLETES |
EniTERT™” | FOR YOUNG ATHLETES

Table 1. ons from ici o
the NFL (and general sports medicine) patient population
1 Ketoroiac: shouid not be sed prophylactically &S a means of reducing anticipated pain either during or after
participation in NFL games or practices.
2 be limited 1o thase ith an injury or teams’ latest

injury report or after a physician diagnosed injury o after injury
‘submitted o the NFL prior to competition.

3 Ketorolac should be given n its oral preparation under typical circumstances, s it is recognized that the oral
preparation (1) has faster onset of action an the IM preparation, (2) has a duration of action that is equivalent
1o the IM and V forms, and (3) has a plasma concentration-time curve that is nearfy identical to the IM and IV
preparations.

4 1M and IV injection of ketorolac should not be used except afer an acute, game-related injury where significant
visceral or central nervous system bieeding is not expected and where other oral or IM pain medications are
inadequate: or 1ot olerated, I IM or IV Ketorolac i feft 0 be appropriate by th the kowest
possible dose $houkd be used.

M, intramuscular; Y, intravenous; NFL, Nationa Football League.
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Corticosteroid injection treatment also appears effective. When
used in the treatment of hamstring strain in NFL players, 49
players (84.5%) missed no game time, 8 players missed 1 game,
and 1 player missed 2 games.”* Overall treatment of these
athletes still averaged 24 days (range, 6-65 days)."” When
considering corticosteroid injection for treatment of a variety of
injuries, Drakos et al” reported that all players were able to
return to play at some time after their injection (mean, 10.4
days), with 55% of players not missing a single game. Athletes
injected for quadriceps strains missed an average of 4 games
(mean, 36.5 days), and those injected for hamstring strains
missed an average of 3 games (mean, 28 days).”

Mild to Moderate Pain (3-6)

AR
V0 sk o s

Table 2 Medication management for acute pain and same-day

return to play

Mild to moderate pain

Paracetamol (oral) Loading dose up to 2g, then 325-1000mg PO every
4-Ghours, up 10 4 per 24hours

NSAIDs (oral) P Ibuprofen: 400-800mg every 4-6 hours with food, up

t0 3200mg per 24hours

Naproxen: 250-500mg 2x daily with food
Ketorolac: 10mg every 46 hours with food, up to
40mg per 24 hours

Celecoxib: 200-400mg 2x daily

Etoricoxib; 90-120mg once daily

vy

vy

ammonia water

Cooling sensation: camphor; menthol
Vasodilation: histamine dibydrochloride; methyl
nicotinate

Initation without rebefaction: capsaicin; capsicum
oleoresin

vy

v
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Mild to Moderate Pain:
NSAID’s

N Anti-i y Drugs - ism of Action

P E——
~ i ol mnbvane)

S Lipoygase aa.v,:m< NSAID: 7P\
/ . s ez - C{
b X
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Mild to Moderate Pain:
NSAID’s

In sport, NSAID use is widely advocated to manage the inflammation, pain and
swelling associated with acute muscle strain injuries. Within the first 24 to 48
hours following injury, a constellation of symptoms develops, which includes
pain with muscle use, stiffness and swelling. These symptoms normally peak
between 24 and 72 hours following the injury, typically resolving after five to
seven days‘™. It is during this period that NSAID use is frequently recommended
by doctors and clinicians.

Advil

Iupofen s 200mg
Pan el Fre etucr (YSAD) - gy

50 Costed Tabets Fablots
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Mild to Moderate Pain:
NSAID’s

However, recent evidence suggests that the inflammatory response to injury is a
necessary phase of soft tissue healing, and its inhibition with NSAIDs can
significantly delay muscle regeneration and decrease muscle strength after
repair®®. These undesirable effects of NSAID use on muscle repair have been
attributed to their ability to block COX-2-derived prostaglandins which are
known to stimulate muscle progenitor cell (satellite cell) responses to exercise
(see figures 1and 2).

Advil

uprofn Tales, 00 mg
Pan el Fre etucr (YSAD) - gy

50 Costed Tabets Fablots
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Mild to Moderate Pain:
NSAID’s

é—”-f—-_”‘;\--_-_,\‘ﬁ

1 mreshags €3

QT — 2 womvacr e

sah
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Tablel: Age-related risk of problems with NSAIDS(6)

Age range Chance of Gl bleed in any Chance of dying from Gl bleed in

(years) one year due to NSAID use  any one year due to NSAID use
16-45 2100 12,353

45-64 646 3,800

65-74 570 3,353

=75 1o 647
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Mild to Moderate Pain: Topical
NSAID’s

Authors' conclusions

AR
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Topical NSAIDs provided good levels of pain relief in acute conditions.
Cochrane Database of Systematic Reviewrs | Review - Interventio such as sprains, strains and overuse injuries, probably similar to that
Topical NSAIDs for acute provided by oral NSAIDs. Gel formulations of diclofenac (as Emugel®),
musculoskeletal pain in adults .
ibuprofen, and ketoprofen, and some diclofenac patches, provided
= Sheena berry, R Androw Hoore, Helen Gastel,

hilip J Wilfen  Authers' the best effects. Adverse events were usually minimal.
Version published: 5 June 2085, Version histry

npeidod rg0.1003/46S3454.CO00TA02 b3 B Since the last version of this review, the new included studies have

provided addi ion. In particular, i ion on topical

diclofenac is greatly expanded. The present review supports the
previous review in concluding that topical NSAIDs are effective in
providing pain relief, and goes further to demonstrate that certain
formulations, mainly gel formulations of diclofenac, ibuprofen, and
ketoprofen, provide the best results. Large amounts of unpublished
data have been identified, and this could influence results in updates
of this review.
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Mild to Moderate Pain:
Paracetamol

> Emerg Med J, 2013 Aug;36(8):493-500. dok: 10.1136/emermed-2018-208439.
Epuls 2019 Jun 22.

Paracetamol versus other analgesia in adult patients
with minor musculoskeletal injuries: a systematic
review HO’

Be

Milan L Ridderikhaf ', Joppe Saanen !, Helma Goddin !, Susan Van Dieren 2

Faridi Van Etten-Jamaludin ¥, Philiop Lirk *, J Carel Goslings %, Markus W Hollmann ®

Affiiations + expand
DO 101136 e 843

Conclusions Based on available evidence, paracetamol is as effective as
NSAIDs or the combination of both in treating pain in adult patients
with minor musculoskeletal injuries in the acute setting. The quality of
evidence is low.

o sl
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Mild to Moderate — After Injury

Keep Usage ~ 5 days

2022

Printable Calendars by Detacalendars.com
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Severe Pain— After Injury / Opioids

> make a diagnosis that includes assessment of pain and its
relationship to the injury, including whether the athlete’s
pain seems appropriate for the injury
» cstablish and measure goals for pain relicf and improved
function
g » assess current status and personal history with respect to
opiods simulate mental health and alcohol and other substance use, validate
oot such history with other health professionals involved in
OCHG oy PN the patient’s eare if necessary and incorporate strategies to
different regions of PAG, NRM and LC. mitigate risks of opioid use

i\ e mocgometr # Begin first-line non-opioid therapy and evaluate adherence

o it nocceptve wansmisson inthe to. and effectiveness of the treatment before considering

dorsal hom initiation of opioid therapy unless pain is severe and clearly
associated with an injury consistent with that level of pain

> prescribe the lowest cffective dose and limit prescription

SAID of opioids to 5 days. Ongoing use can be reconsidered but

(| sbstancor inhibition should rarely exceed 10 days and should be accompanied by

o Sowtp & informed consent regarding the risks of opioid dependence

el % ;_\./_ or addiction as well as overdose, especially if used in
(dorsal hor) Vaad with alcohal or i
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Severe Pain— After Injury / Opioids

» opioid use beyond 10 days should be considered with caution.
Opioid therapy is rarely appropriate for longer than 10 days
after an acute painful injury. Risks increase substantially
with the number of days opioids are used. Opioid use for

opioids stimulate more than 7 days after painful musculoskeletal work injury

doscondng has been associared with increased odds of disability 1year
Descending inhibitory pathways from later.*™* The likelihood of chronic opioid use increases with

diferont rogions of PAG, NRM and LG

i e each additional day of medication supplied starting with the
§ A A e e third day, with the sharpest increase in chronic opioid use
1o inhibit nociceptive transmission i th ¥

) [ & observed after the 5th day on therapy, a second prescription
F or refill and an initial 10-day or 30-day supply.2'* If opioids
¢ are prescribed for more than 10 days, it is essential to have
NSAD a plan in place for limiting risk of diversion and a plan and

Substanc P

Alorent timeline for discontinuing opioid use.
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Racial bias in pain assessment and treatment
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Significance

The present work examines beliefs associated with radial bias in
pain management, a critical health care domain with well-<docu-
mented racial disparities. Specifically, this work reveals that a
substantial number of white laypeople and medical students and
residents hold false beliefs about biological differences between
blacks and whites and demonstrates that these beliefs predict
racial bias in pain perception and treatment recommendation
accuracy. It also provides the first evidence that racial bias in pain
perception s associated with racial bias in pain treatment rec-
ommendations. Taken together, this work provides evidence that
false beliefs about biological differences between blacks and
whites continue to shape the way we perceiv: treat black
people—they are assodated with racial disparities in pain as-
sessment and treatment recommendations.
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Racial bias in sport medical staff’s perceptions of
others’ pain

James N Druckman, Sophie Trawalter, Ivonne Montes, Alexandria
Fredendall, Noah Kanter & Allison Paige Rubenstein

ABSTRACT
Unequal treatment based on race is well documented in higher education
re settings. In the present work, we examine racial bias at the
intersection of : racal bias In pai
National Collegiate Athletic Association (NCAA) Division 1 sport medical
staff. Using experimental vignettes about a student.athlete who injured
his/her anterior cruciate ligament (ACL], we find, like prior work, that
respondents perceived Black (vs. White) targets as having higher initial
pain tolerance. Moreaver, this bias was mediated by perceptions of social
elass. We extend prior work by showing racial bias was not evident on ather
ELET IR TR e TGy Ly e i

hoad of over-reporting pain, and over-use of drugs to combat pain. This.
Suggests stktes bounsary condkons on Blas n pain percentions than had
been previously recognized.
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Racial and Ethnic Disparities in Pain Management

Nicolette Harris, DAT, LAT, ATC

‘Samar Long, MSEd, AT, ATC
oo State y

oo

inclusion in this review. Even when the source of pain s the same, research
indicates management may dilfer between racial or ethnic groups. While the
wreatment of objectively painful conditions remains relatively constant among
races and ethicities, inequities in pain management become more apparent in
the treatment of condi

s characterized by only subjective pain indicators.
Further disparities were identified in the dosage, desage reduction, and
oversight of opioid analgesics between groups. Inequities in prescribing patierns
widen existing healthcare disparities by contributing to undertreatment of pain in

and of pain and subsequent risk of opioid abuse
in Whites. Health care providers must use a patient-centered and evidence-
based approach o combat the ambiguity of clinical decision-making regarding
pain. When knowledgeable of appropriate standard of care for pain
management, athletic trainers can identify when a patient’s pain needs are
unmet or when substance abuse interventions may be necessary.
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Can I Play Through the Pain?

* No swelling, full motion, full strength, complete
functional activities

*No structural damage but pain will
last longer

*Minor risk of structural damage

*Major risk of structural damage

AR
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PERTCIEC 1o /e TRAIN FLIY. o
Can I Play Through the Pain?

* No structural damage but pain will last longer

* Dull pain at the beginning or end of activity; none
during activity; no limp

* PF syndrome
* IT Band Tendonitis
* Jumpers Knee
* Minor risk of structural damage

* Sharp pain at the beginning or end of activity; none
during activity,; no limp

* Small meniscal tears
* MCL /LCL sprains

* Major risk of structural damage
 Sharp pain, limping all the time

* ACL tears and large meniscal tears / OCD Lesions

10



FORYOUNG ATHLETES 1T
FOR YOUNG ATHLETES

Thank You!
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