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• Understand the magnitude and impact of pain for 
dialysis patients 

• Describe basic strategies to assess and  treat pain  

Objectives 
After this session, participants will be able to:  
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Prevalence of Pain (%) 

Pain is common in dialysis patients, is often moderate or severe in 
intensity, and is linked to reduced QOL 
               Davison. SR (under review) 

68.9% 

40.4% 

59.4% 

Overall Pain (HD) 

Moderate-Severe 
Overall Pain (HD) 

Muscle Pain (HD) 10 studies: n = 2102 

16 studies: n = 4365 

19 studies: n = 4873 

Muscle Pain (PD) 
64.0% 

1 study: n = 573 



Symptom burden accounts for 30% - 46% of the 
reduction in dialysis patients quality of life   
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The etiologies of pain in patients with ESKD reflect multi co-
morbidity as well as syndromes more specific to kidney disease 



Pain is a multidimensional phenomenon with physical and 
psychosocial components 
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Pain intensity  

Chronicity  
Possible reversible 
causes 

Type of pain 
 
Nociceptive  &/or 

neuropathic 

1. Treatment goals 

The aim of is to ameliorate pain 
that is  adversely impacting the 
patient’s QOL . . . it is not 
always necessary or possible to 
resolve it completely.   



2. Pain intensity     
 
• Helps establish the need for 

treatment 
• Listening to the patient validates the 

significance of their pain and their 
suffering  

• Global symptom assessment tool  
• 0-10 scales 

 
0–3: Mild pain 
• Does not usually require initiation 

of or change in pain management.   
4–6: Moderate pain  
• Generally means therapy has to be 

initiated or changed  
7–10: Severe pain  
• Typically requires immediate 

attention to treatment.  3. Chronicity 
4. Nociceptive 
or neuropathic 

1. Treatment 
goals & 
expectations 

 
 

Edmonton Symptom Assessment System  

Revised: Renal (ESAS-r:Renal) 

 

Please circle the number that best describes how you feel NOW:  
 
 

No Pain   0     1     2     3     4     5     6     7     8     9     10     Worst Possible Pain  

 

No Tiredness  0     1     2     3     4     5     6     7     8     9     10    Worst Possible   
(Tiredness = lack of energy)           Tiredness 
 

No Drowsiness  0     1     2     3     4     5     6     7     8     9     10    Worst Possible  
(Drowsiness = feeling sleepy)           Drowsiness  
 

No Nausea             0     1     2     3     4     5     6     7     8     9     10    Worst Possible 
                                                                                                                          Nausea 
 

No Lack of   0     1     2     3     4     5     6     7     8     9     10    Worst Possible  
Appetite                                                                                                             Lack of Appetite  
 

No Shortness           0     1     2     3     4     5     6     7     8     9     10    Worst Possible   
of Breath                                                                                                                                    Shortness of Breath  
 

No Depression         0     1     2     3     4     5     6     7     8     9     10    Worst Possible  
(Depression = feeling sad)            Depression 
 

No Anxiety             0     1     2     3     4     5     6     7     8     9     10   Worst Possible  
(Anxiety = feeling nervous)            Anxiety  
 

Best Wellbeing        0     1     2     3     4     5     6     7     8     9      10   Worst Possible  
(Wellbeing = how you feel overall)                                                                     Wellbeing                                                          
       

No Itching                 0     1     2     3     4     5     6     7     8     9      10   Worst Possible  
                                                                                    Itching 
 

No Problem           0     1     2     3     4     5     6     7     8     9      10   Worst Possible  
Sleeping              Problem Sleeping 
 

No Restless            0     1     2     3     4     5     6     7     8     9      10   Worst Possible  
Legs                                                                                           Restless Legs 

 

 
Patient’s Name ______________________________________ 
 
Date _____________________ Time ____________________  

 

 

Developed	by	the	Edmonton	Zone	Palliative	Care	Program	and	Northern	Alberta	Renal	Program	

Completed by (check one):  
   Patient  
   Family caregiver 
   Health care professional caregiver  
   Caregiver-assisted 

	

http://www.palliative.org 

http://www.palliative.org


1. Treatment goals & 
expectations 

2. Pain intensity  
Possible reversible causes 

4. Nociceptive, neuropathic or 
combined  

Chronic pain  
Results in functional impairment , disability, psychological distress, 
sleep deprivation and poor QOL 

Acute Pain 

 Associated with tissue damage  

 Typically no progressive patter 

 Treat underlying cause  

 Tends to respond well to pharmacologic 
therapy: titrating analgesics against pain 
intensity usually works well 

 Good pain control reduces the likelihood 
of experiencing chronic pain 

 

 Persists for > 3 months 

 Often out of proportion with the 
extent of the originating injury 

 Impacted substantially by mood, 
stress and social circumstances  

 May not respond well to analgesics, 
including opioids, except early in the 
course of treatment. 

2. Pain Intensity          



1. Treatment goals & 
expectations 

2. Pain Intensity          3. Chronicity 

The choice of an appropriate initial pharmacologic strategy is 
dependent upon an accurate evaluation of the cause of the pain 
and the type of chronic pain syndrome. 

Neuropathic 
• Results from damage to and 

changes in the nervous system 
• Descriptors: burning, shooting, 

stabbing 
• Responds well to 

antidepressants and 
anticonvulsants (adjuvants) 

 

Nociceptive 
• Results from tissue damage that 

stimulates sensory receptors 
• Descriptors: sharp, or like a 

knife 
• Responds well to analgesics - 

opioids 

 
Mixed  
• Ischemia, calciphylaxis, carpal tunnel syndrome, steal syndrome 
• Address neuropathic component first – opioid sparing 



The aim of treatment is to ameliorate pain that is  adversely 
impacting the patient’s QOL . . . it is not always necessary or 
possible to resolve it completely.     

Assess & 
treat 

contributing 
reversible 

factors 

Non-
pharmacologic 

treatment 

Topical 
treatment 

Pharmacologic 
treatment 

1 

2 

3 

4 

Medication should not be the sole 
focus of treatment!  

Physical therapies  
 
Behavioral therapies  
Cognitive behavioral therapy 

 
Interventions 
Nerve blocks  
Trigger point injections.  
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Prevalence (%) 

Any Analgesic 
11 studies (n = 4,719) 

 

Any Opioid 
12 studies  (n=188,823) 

 

Any NSAID 
17 studies  (n=93,568) 

 

Acetaminophen 
7 studies  (n=11,556) 

 

47% 

22% 

16% 

26% 

Davison, SR Analgesics in CKD (under review),     Nagar VR Pain Medicine 2017 

Pain is not being effectively managed in CKD  
The literature suggests this is partially due to BOTH the under 
prescription and the over prescription of analgesics.  



The forest plot of random effects model on opioid prevalence 
with pooled estimate and 95% confidence interval. There is very 
large between-study heterogeneity and highly influential samples 
are present. 



Chronic opioid prescription rates ranged from 9.5% of dialysis 
patients in Hawaii to 40.6% of patients in West Virginia. A total 
of 8 states had prescription rates > 30% 

 

Kimmel P JASN 28:3658-3670, 2017 



There is an inappropriate selection of analgesics 
Patients on PD were less likely to receive a chronic opioid 
prescription than patients on HD 

64 % 

23.4 % 

At least 1 opioid 
prescription in 1 year  

≥ 90 day supply  in 1 
year (chronic)  

Mortality  
 

 Dialysis withdrawal 
 

 Hospitalizations 

153,758 dialysis patients (2010 cohort)      Kimmel P JASN 28:3658-3670, 2017 

51.4 % 
Opioid Only 

11.0 % 
Opioid & Analgesic 

3.2 % 
Analgesic Only 



Opioid % (2010) 

Hydrocodone 11.7 

Oxycodone 5.4 

Propoxyphene 1.4 

Tramadol 2.5 

Codeine 0.6 

Morphine 0.7 

Hydromorphone 0.6 

Fentanyl 1.3 

The opioids being prescribed for ≥ 90 days for dialysis patients in the 
United States are not those that are recommended for ESRD patients 

Kimmel P JASN 28:3658 -3670, 2017 



The Five Principles of Pain Management 

General principle Description Specific considerations in advanced 
CKD 

“By mouth” 
Oral administration HD patients - easy IV access. This is 

to be avoided 

"By the clock" 
For continuous or 
predictable pain 

Start with low doses and titrate 
slowly.  

"By the ladder" 
WHO analgesic ladder… 
step wise approach 

Careful selection of analgesics 
Avoid sustained-release 

"For the 
individual" 

The “correct” dose is the 
amount needed to 
relieve pain without 
intolerable side effects.  

Numerous other symptoms   

"Attention to 
detail" 

Regular reassessment. 
Side effects: explained & 
managed actively  

Careful attention must be paid to 
efficacy and safety, including the 
impact on function and QOL 



B 

B. Small ‘window of comfort’ in CKD pts 

A. Normal ‘window of comfort’ 

A 

Patients on dialysis are chemically sensitive with small 
therapeutic windows - careful dosing with close follow-up is 
required 



Neuropathic Pain Nociceptive Pain 

  

1. Gabapentin 50-300 mg PO nightly.  
2. Carbamazepine starting at 100mg twice daily 
 
3. TCAs e.g., amitriptyline starting at 10-25mg daily 
or doxepine starting at 10mg daily 

N/A 

   

Acetaminophen, max 3g daily 
in addition to adjuvant therapy 
 
(adjuvant can be stopped if of no 
benefit or not tolerated) 

Acetaminophen, max 3g 
daily  
 
Consider a topical NSAID if pain is 
localized to a small joint.  

   

E.g., Hydromorphone starting 
at 0.5 mg PO q4-6 hrs 
in addition to adjuvant therapy and 
acetaminophen.  
 

Also consider buprenorphine, 
fentanyl and methadone. 

E.g., Hydromorphone 
starting at 0.5 mg PO q 4-6 
hrs 
 
Also consider buprenorphine, 
fentanyl and methadone. 

If pain persists 

If pain persists 

Titrate slowly    
as tolerated to 

adequate pain relief 

Add a non-opioid   
   +/- adjuvant 

therapy 

Add a strong 
opioid  

Start with  
   adjuvant therapy 



0 5 10

Enjoyment of life

Sleep

Relationships

Normal work

Walking

Mood

General activity

Average pain

Least pain

Worse pain

Pain now

Pre

f/u0

5

10

15

20

25

30

35

40

45

50

% 

Total Pre

Total f/u

prn: 4.0 v 4.4mg/day 
reg: 37.7 v 6.3 mg/day 50ug v. 37ug/72 hrs 

Opioid Use Patient-Centered Outcome 

This algorithmic approach to pain management was highly effective in 
improving analgesia and other patient outcomes in patients on HD 

Davison 2018 ……. 



Take Home Messages 

Pain is a multidimensional  phenomenon                                
with physical and psychosocial components 

 

A multidimensional approach to pain is essential 

 

Non-pharmacologic therapies that address the whole 
person - in the context of their disease and personal life -  
are vital – especially in managing chronic pain  

 

There is an important role for analgesics in pain 
management that for some patients will include opioids. 

 


