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Description: Discussion of the mechanism of pain associated with diagnoses of the ocular adnexa, orbit,

and globe. Presentation of treatment modalities used to manage pain associated with ocular disease.
Discussion of the therapeutic use of opiate medicationsin the management of ocular disease.

Objectives:
1. Discussion of the general mechanism of pain.

2. Discussion of how the mechanism of pain is associated with diseases of the adnexa, orbitand globe.

3. The role of pain managementin treatment of ocular disease.

4, Presentation of supportive and ocular therapy used to manage ocular disease.
5. Discussion of what opiate medications may be used to manage ocular pain.
6. Discussion of responsible prescribing habits that should be employed by optometry when managing

ocular pain with opiate medications.

Course outline:
I. Understanding “pain”
A. Pathophysiology of pain
1. Protective function
a. Sensory feed-back to avoid adverse event
b. Example: getting close to a hot object
2. Normal response toinjury or disease
a. Sensory feed-back that atissue is compromised
b. Example: corneal pain due to contact lens over-wear
3. The pain pathway
a. Role of the peripheralnervous system
b. Role of the central nervous system

B. Physiologic sources of pain
1. Cutaneous orsuperficial (skin and subcutaneoustissues)
a. Sensory receptors
1). Nociceptors —respond to heat, pressure, chemicalexposure
a). All parts of the body except the brain

(1). Skin contains specific types of nociceptors
(a). Mechanonociceptors, thermal, chemical, polymodal

(2). Joint capsules and ligaments
(a). Mechanonociceptors, polymodal, “silent”

(3). Visceralorgans
(a). Mechanonociceptors, thermal, chemical, “silent”



b). Detectsignals from damaged tissue
c). Cell bodieslocated in trigeminal or dorsal root ganglia
2). Thermoreceptors —temperature of the skin and blood
b). Hemostatic control via the thalamus
3). Photoreceptors —light absorbing pigments that detect light
2. Deepsomatic
a. Bone, muscle, blood vessels, connective tissue
3. Visceral pain
a. Organsand the linings of body cavities
4. Neuropathicpain
a. Nerve fibers, spinal cord, and other central nervous system

II. Assessing pain
A. “The fifth vital sign”
1. Assessment of pain when examining patients
a). Historical questions specificto presentation
1). Frequency, onset, location, duration, associated signs and symptoms, relief
b.) Utilization of a pain scale
1.) Survey with the use of numbers or images to quantify degree of pain
2. Controversialin medicine
a). Originally suggested toassure pain was included in patient care
1). Acute disease
2). Chronic disease
3). Peri-operative patient care
b). Resistance due to controversiesin focus of care
1). Patient satisfaction surveys
(a). Complaints on surveys if pain was not adequately managed
(b). Agendatoinappropriately obtain supply of pain medications

IIl. General cause of ocular pain
A.Acute onset
1. Secondaryto injury
2. Secondary to progression or exacerbation of ocular disease
a. Example: Uveitis flare-up
B. Chronic pain
1. Secondary to an existing ocular diagnosis
a. Example: Dry eye syndrome
2. Secondary to general medical diagnosis
a. Example: Rheumatoid arthritis
3. Secondary to syndromes with pain as primary symptom



a. Chronic pain syndrome
b. Forms of cancer
C. Post-operative pain
1. Pain resulting from surgical procedure (acute, chronic)
2. Taking into consideration that pain managementis limited to post-operative course

IV. Modalities to manage ocular pain
A. Supportive, non-ophthalmic (ice/heat, elevation, rest, discontinuation of product or activity)
1. Ice for acute pain
a. How ice helps (versus heat)
b. Effectonboth pain and inflammation
2. Restand use of positioning to improve pain
a. Somnolence forexample, inthe case of hyphema
b. Elevation of a body part to relieve pressure
3. Discontinuation of product or activity
a. Contactlenses
b. Stoppinga therapy (medication) that may be causing an adverse event
B. Supportive, ophthalmic
1. Artificial tears of various viscosities
2. Sodium chloride
3. Homeopathicpreparations
C. Supportive firstaid
1. Bandage contact lens
2. Pressure patching
D. Prescription ophthalmic
1. Nonsteroidals (NSAIDs)
2. Steroids
a. May be topical or injectable
3. Cycloplegics
4. Antibiotics (indirectly)
a. May be topical or injectable
5. Anti-glaucoma (indirectly)
b. May be topical, oral, or surgical interventions
E. Oral preparations
1. Over-the-counter
a. NSAIDs
1). Acetaminophen
2). Ibuprofen
3). Naproxen
b. Cautious of adverse response orinteractions with other medications
c. Potentialfor “near opiate level” degree of analgesia
2. Prescription, non-opioid



a. NSAIDs
b. Steroids
c. Antibiotics (indirectly)
3. Prescription opioids
a. Awareness of scope of practice
1). Example: In state of Pennsylvania—Schedule Il and IV narcotics
2). “Just because you can, does not mean you have to”
a). If prescribing an opiate is out of your comfort zone - refer
b. Discuss with patient what medication may have been usedin the past
1). Potential drug sensitivity
2). How effective did medication relieve pain
3). Past history of dependence on medication
a). Have to rely on patientresponses to questions (poly-pharmacy)
b). Medical chart review
c). Incorporate other providers (primary care, mental health, pharmacist)
d). Discussion with family members
c. Individual state drug monitoring programs
1). Awareness of how to contact monitoring programs
2). Awareness of individual state requirements
a). Name, dose, duration of use of a narcotic
d. Discussion of opiate medications
1). Medications within Schedules|l, lll, and IV
a). Discussion will be specific to case examples and state regulations
2). Properdosage
3). Properfrequency of use
4). Proper number of pills to supply no patient
5). For acute eye care — NEVERSUPPLY REFILLS
6). Whento re-assessto be certain therapy is effective
e. More key information for prescribers
1.) For schedule Il, paper prescriptionis best
2.) Only in most emergent cases, phone in (paper copy, within 7 days)
3.) DEA number on prescription of controlled substances
4.) NPl numberonall other prescriptions
5.) Prescription for schedule Il, CANNOT include refills
6.) Schedules 11 & IV, may be refilled up to 5 timesin 6 months
7.) Schedule V, refills as authorized by the prescriber
8.) Usereferences (DEA website, primary care provider, pharmacist, other OD)
f. Schedule Il medications (highly addictive, dangerous potentialfor abuse)
1.) Hydrocodone (and combinations)
2.) Oxycodone (and combinations)
3.) Hydromorphone
4.) Meperidine



5.) Morphine
6.) Codeine (and combinations)
7.) Methadone
g. Schedule Il medications (low to moderate potentialfordependence)
1.) Codeine (and combinations)
2.) Buprenorphine
h. Schedule IV medications (low probability of misuse and abuse)
1.) Tramadol
i. Schedule V medications (very low potential forabuse)
1.) Codeine (low dose in cough syrup)
j. Awareness of potential systemic side-effects of opiate use
1.) Central nervous system
a.) Drowsiness
b.) Dizziness
c.) Lightheadedness
d.) Fuzzy thinking
e.) Anxiety
f.) Abnormally happy or sad mood
2.) Eyes - miosis
3.) Throat — dryness
4.) Skin — itch, rash
5.) Respiratory
a.)Slow or irregular breathing
b.) Chesttightness
6.) Gastrointestinal
a.) Constipation
b.) Nausea
c.) Vomiting
7.) Urinary — difficulty voiding



