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Marcia Lindsay

N306J Palliative Care – Module 3 Learner Evaluation

DIRECTIONS: Complete all 4 case studies.  Save as “Your Last Name.doc” and submit via the drop box.  Due date posted on Scholar 360.  Each case study is worth 25 points.  The entire assignment is worth 100 points.  Answers should reflect in depth understanding and application of material from Module 3.  References should be provided to support your ideas if appropriate.  APA format is expected.  Email course instructor with questions or need for additional clarification.

CASE 1. SELECTION AND TITRATION OF OPIOIDS FOR SEVERE PAIN

Objectives

1. List barriers to analgesic management

2. Practice equi-analgesic conversion calculations

A 50 y/o patient with metastatic breast cancer is admitted to the hospital at 1 a.m. because of severe neck pain. She is unable to move her head due to pain which has gradually worsened over two weeks. She has been taking an increasing amount of Percocet with little effect, most recently two Percocet q4h. She is seen by the on-call physician and the following orders are written. Morphine 10-15 mg po q4-6h prn severe pain, Tylenol #3 1-2 po q6h prn mild-moderate pain. Diagnostic x-rays have been ordered to evaluate for possible spinal cord compression.

The next morning (8 hours after admission) she is still in severe pain, no better than she was before admission, none of the diagnostics have been done because the patient was in too much pain. You check the chart and find there have been several one-time verbal orders for IV morphine 2 mg. You discuss the situation with the current nurse who relates that during the night, the physician-on-call was reluctant to increase the medicine out of fear of respiratory depression.

QUESTIONS:

1. List at least 4 problems with the analgesic orders as written.
1) An order for Morphine 10-15 mg every 4-6 hours for severe pain is way too low for someone who has been taking Percocet. The doctor has this patient on 10 mg of Percocet every four hours. The morphine equivalency dose for this patient should be 15mg every four hours, not every four to six. According to the Powerpoint provided for us for this module, the prescribed Percocet was already too low of a dose, as 10-20 mg of morphine every four hours is a starting dose for a naïve patient (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.).  Additionally, if the patient has been on strong opioids and they have been ineffective, the patient's dosage should have been raised when she was switched to Morphine. According to the powerpoint provided, the total dose of the opioid in morphine equivalence should be calculated, increased by 25%, and divided by 6 in order to find the initial 4 hour dose (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.). Therefore, the q4hr dosage should be 18.75mg initially (calculations shown under question #3 of this Case Study).
2) Because of this patient's severe pain, she should be getting pain medication on a regular schedule, not prn. This will prevent the patient's pain from escalating to a point where it can only be controlled by very high doses of medication. According to the powerpoint provided for us on this module, "Give medication regularly according to its analgesic duration of effect…do not delay treatment. Treat the pain immediately (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.)." It is likely that if pain medication is not given at routine intervals, the patient's pain will continue to be unrelieved. 
3)There is also a problem with the order for 2 mg of Morphine. This order has been prescribed multiple times, but only for one-time use. This order was presumably prescribed for break-through pain, but there should be a standing order for breakthrough pain. This is because medication for breakthrough pain can be given often; up to every hour orally "so that up to 3 doses can be given in between each regular dose (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.). If an order has to be obtained every time that the patient suffers from breakthrough pain, which can occur both at rest and during movement, the patient's pain is unlikely to be treated in a timely manner (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.).

.
4) The dosage for the Morphine ordered for breakthrough pain it too low. According to the powerpoint provided for us, breakthrough pain should be between 50-100% of the regular q4h oral dose (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.). Although it should be higher (see #1 of this problem), the current q4h dosage is 10-15 mg. Therefore, the patient's breakthrough medication order should be between 5 and 5 mg of Morphine. The 2 mg order is extremely low and will not be sufficient for treating breakthrough pain.
2. For the drugs listed below, calculate the 24 hour dose that would be equianalgesic

with 2 Percocet q4h. (Each Percocet contains 5 mg of oxycodone and 325 mg of acetaminophen.)

oral MSIR (morphine immediate release)
10mg every 4 hours (6 times daily)= 60mg Oxycodone per 24 hours
20mg of oral oxycodone=30mg of oral Morphine

20mg of oral oxycodone   =    30mg oral Morphine

60mg oral oxycodone              x mg of oral Morphine

Therefore, you need 90 mg oral Morphine daily.

(End of Life Curriculum Project, n.d.)
According to Lehne (2010), MSIR or Roxanol are considered concentrated oral solutions. This is given every 4 hours, according to www.epocrates.com. Therefore, the dosage Is 90/6, or 15 mg 6 X daily (q4hrs).
oral MS Contin or Oramorph SR
Dosage calculations would be same as above, however, the 90mg of morphine is given every 12 hours. This means that each dose will be 45mg, given BID
(End of Life Curriculum Project, n.d.)
IV MS infusion
30mg oral morphine   =    10mg IV morphine       
90mg oral morphine          X mg IV morphine

X= 30 mg IV morphine

If It is an infusion, it is typically given over a 24 hour period. Therefore, 30/24=1.25 mg/hour.
(End of Life Curriculum Project, n.d.)
oral hydromorphone (Dilaudid)
30 mg oral morphine  =    7 mg oral hydromorphone

90 mg oral morphine        X mg oral hydromorphone

X= 21 mg oral hydromorphone total
Hydromorphone is given q4 hours per Epocrates Online (2010)
So, 3.5 mg q 4 hrs

(End of Life Curriculum Project, n.d.)
3. What is a reasonable time frame in which to expect improved analgesia?

It depends on the medication given and the route. If oral morphine is given, peak effects occur in 60-120 minutes. If oral hydromorphone is given, peak effects occur between 90-120 minutes. If morphine is given IV, effects can occur in 20 minutes. Although effects can take place before this time frame,  maximum improved analgesia will occur at peak times. If no pain relief has occurred within 120 minutes, other steps must be taken (Lehne, 2010).
4. What principles would you use to decide how fast and by how much you would suggest dose escalate the opioid dose?

I would want to see if the dose is working before escalating the dose. Therefore, I would ensure that the patient had had the pain medication in his system long enough for it to have taken effect. Furthermore, pain should be reassessed at least daily, but medication can be increased after just four dosage intervals, if needed (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.). I would suggest initially escalating the dose to 112.5 mg of Morphine daily, which 18.75 every four hours. 
I calculated this by finding the total daily dose of opioid in morphine equivalence, then increasing by 25% and dividing by 6 in order to find an initial 4 hour dose (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.).

20mg of oral oxycodone   =    30mg oral Morphine

60mg oral oxycodone              x mg of oral Morphine

Therefore, you need 90 mg oral Morphine daily.

25% of 90 = 22.5

90 + 22.5 = 112.5 mg of Morphine

112.5/6 =18.75

Then, I would reassess the patient's pain after four more dosage intervals, which is 16 hours. This patient is receiving pain medication every four hours,  so 4x4=16. If pain had not be resolved, I would continue to titrate the medication upward by again increasing the medication by 25%  (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.).

. 
CASE 2. DIFFERENTIATING “REAL” PAIN FROM ADDICTION

Objectives

1. Examine personal attitudes towards drug addiction and pain management.

2. Define tolerance, physical and psychological dependence (addiction).

3. Plan a pain management strategy for a patient with a history of substance abuse.

A 25 y/o man has been hospitalized for 2 weeks with newly diagnosed lymphoma. He is being treated with combination chemotherapy. Ten days after the start of chemotherapy he develops severe pain on swallowing--upper GI endoscopy reveals herpes simplex esophagitis. He is unable to eat solid foods due to the pain although he can swallow some liquids. The pain is described as "really bad" and is not relieved by acetaminophen with codeine elixir ordered q4h prn.

The patient repeatedly asks for something for pain prior to the 4 hour dosing interval and is often seen moaning. The physician is concerned about using an opioid of greater potency or administering opioids more frequently because the patient admitted to a history of poly-drug abuse, although none in the last two years. The nurses are angry at the patient because of the repeated requests for medication and have written in the chart that the patient is drug seeking, possibly an addict.

You are asked to see the patient as a "pain consultant". After your assessment you recommend a change to MSIR Elixir 15 mg q3-4 around-the-clock. The resident calls you after reading your consult note and says: "I appreciate your consult but I really think this patient is drug seeking and I don't feel comfortable with your recommendations—let me think it over, I was thinking of asking a psychiatrist to see him to help with addiction management." The next day you check the chart and find that your suggestion has not been taken but the acetaminophen with codeine was discontinued in place of oxycodone/acetaminophen elixir q4 prn (equivalent to one Percocet Q4). Over the next several days the patient is still complaining of pain with no new analgesic orders.

QUESTIONS:

1. Put yourself in the position of the staff nurse---what are his/her major concerns about providing stronger analgesics to this patient? List at least four fears/concerns.

1) The first concern that I would have is that I would be giving drugs with some very negative side effects to a patient that does not need them. For example, opioids can cause constipation, nausea and vomiting and urinary retention, as well as respiratory depression (Emanuel & Librach, 2007, p. 105-106). All of these things could potentially cause severe health problems in this patient. If the staff nurse truly thought that the patient was not actually in pain, he/she might think that they were acting on the patient's behalf by not unnecessarily exposing them to these risks. 

2) I would also be concerned that I would be feeding this patient's habit. Abusing drugs can have serious effects on a person's health: physically, mentally, and socially. Contributing to a person's habits can ultimately be detrimental to the patient, and places some of the responsibility on the person providing the drugs (the nurse). Since he hasn't abused drugs for two years, he/she could be concerned that giving this patient drugs now would cause a relapse, and he/she would be to blame.
3) Another concern that I would have as the staff nurse is the embarrassment I would feel if I gave the patient medication and then found out that the patient was indeed drug seeking and not really in pain. As a nurse, I would be angry that I had been deceived. I would also worry about what my colleagues thought of me and be concerned that my reputation had been damaged.
4) As a nurse, I would also be concerned about any disciplinary actions that could possibly result from giving a patient opioids who didn't need them. I would worry about having to in front of a regulatory review board and the repercussions that that might have. If faced with possible sanctions for giving the medications, I can understand why a nurse would be hesitant to give them, particularly if she had had a bad experience in the past.
2. Is this patient a drug addict? List criteria you would you use to decide that the patient was drug seeking for illicit or euphoric purposes rather than for relief of pain?

I do not think that this patient is a drug addict. The reason that I feel this way is that the patient has been diagnosed with an actual disease that Is most likely causing considerable amounts of pain. Additionally, he has just begun chemo, which also can be painful and can cause painful side effects, such as herpes simplex esophagitis. To me, it is evident that this patient must be in legitimate pain. Furthermore, because this patient has had a history of poly-drug abuse, he may not physically respond as well to pain medication like other patients would. It is likely that not only does have pain, it requires more pain medication to control it than a patient would ordinarily need, because of an increased tolerance. 
The main criteria that I would look for in identifying a drug-seeking patient includes determining whether symptoms are specific or vague, and whether a patient has a diagnosable medical condition. I would also look for drug seeking behaviors such as reports of lost or stolen prescriptions, multiple prescribers, or noncompliance to prescriptions (Emanuel & Librach, 2007, p. 103). Furthermore, I could assess the patient’s body language and facial expression to check for signs of pain. I could also look for behaviors such as clock watching, and demanding behavior, and try to determine whether these behaviors are indicative of addiction, or pseudo-addiction, which can occur when pain is not being properly managed. Pseudo-addiction is defined by Emanuel & Librach (2007) as “an iatrogenic syndrome caused by undermedication of pain…syndrome of behavioral symptoms that mimic those seen with psychological dependence” (p.102). It is difficult to tell the difference between patients that are suffering from addiction and patients that are in so much pain that they are manifesting with pseudo-addiction symptoms.
3. As the pain consultant what would you do? What arguments or educational techniques could you use to help convince the resident to follow your recommendations?
I think it is important to educate the resident about the under management of pain, and the reality of the presence of pain in cancer. According to the powerpoint provided to us, the prevalence of pain in cancer is 70-90%(Ian Anderson Continuing Education Program in End-of-Life Care, n.d.). It would  be beneficial to convince the resident that the patient's pain is real. If the resident doesn't understand that the patient is having legitimate pain, it is unlikely that he will change his mind regarding pain medication. I would discuss the patient's medical diagnosis and how chemo and its side effects can cause considerable amounts of pain. 
It would also be beneficial to teach the resident that opioids "do not cause the psychological dependence involved in pain control" (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.). According to Warren (2010), when used appropriately, morphine does not cause addiction, excessive sedation or respiratory depression. In this case, I believe it is necessary to clarify the difference between physical dependence and addiction.  Norlander (2008) defines addiction as, “a psychological dependence, often resulting in antisocial and destructive behaviors (p.31).” However, Taylor, Lillis, Lemone, & Lynn (2008) define physical dependence as a phenomenon in which the body physiologically becomes accustomed to the opioid and suffers withdrawal symptoms if the opioid is suddenly removed or the dose is rapidly decreased (p. 1391). This is distinctively different than physical dependence.  As a result, the resident can give the patient pain medication without worrying that he will cause the patient’s addiction to pain medications.
It is also important to remind the resident that pain is what the patient says it is, and that it is one of the most undertreated conditions in modern medicine (Norlander, 2008). I would also suggest that the resident talk to the patient about specific aspects of his pain. This might help the resident understand exactly what he is going through. One such question he could ask that would help him identify specifics of the pain would be asking the patient to describe his pain. He could also ask the patient where the pain is, and have him rate it on a scale of 1-10 (Norlander, 2008). I feel that by asking these questions, the resident could better assess whether or not the pain that this patient has is resulting from his medical condition.
I could also discuss other assessment techniques with him, such as finding out more about the patient's past drug history and any fears or concerns he may have regarding using opioids.
I think that there are several methods of teaching that could help the resident better understand pain. First, I think that having a discussion with him would be extremely helpful, and would help ensure that he is getting the information that he needs. It would also be beneficial to hold a discussion in which the patient is included, so that he can be involved in the plan of care. Furthermore, it would be helpful to give him some literature both on patients and pain, and pain specific to this type of cancer patient. I also believe that he would benefit from reading material that explained the differences between dependence and addiction. 

CASE 3. RESPIRATORY DEPRESSION --- USE OF OPIOIDS

Objectives

1. Describe patient and drug risk factors for opioid-induced respiratory depression.

2. Plan a management strategy for avoiding respiratory depression.

3. Plan a management strategy for suspected opioid-induced respiratory depression in a dying patient.

4. Explain the difference between euthanasia, physician-assisted suicide and good pain management.

A 76 y/o man is in a home hospice program with end stage metastatic prostate cancer

and severe COPD. He complains of back pain secondary to multiple bone metastases.

He rates the pain at 9/10, severely limiting his movement. The pain is poorly relieved by

120 mg q8h of Oramorph SR and ibuprofen 600 mg q6h. The patient understands his

condition is "terminal" and wants maximal pain relief. He does not wish to return to the

hospital for any further tests or procedures since he has already had maximal doses of

radiation, 89Strontium, and hormonal therapy.

The home hospice nurse contacts the primary physician and asks to have the dose of

opioid increased, the physician agrees--the new order is for Oramorph SR 150 mg q8

with MSIR 15 mg. q4 for breakthrough pain. Two days later the nurse calls the physician

saying that the increased dose has not reduced the severity of pain and the dose of

breakthrough MS is not effective either. The nurse suggests increasing the Oramorph

SR to 300 mg. q8h. The physician explains to the nurse that due to COPD the patient is

at great risk for opioid-induced respiratory depression and that other, non-opioid,

analgesic modalities should be tried rather than increasing the Oramorph SR.

QUESTIONS:

1. What are the patient and drug risk factors for respiratory depression?
The patient's main risk factor for respiratory depression is caused by his altered respiratory function due to COPD. COPD is caused from airway and lung injury, typically resulting from pollutants such as cigarette smoke. This causes symptoms such as dyspnea on exertion, cough, and increased phlegm production. Other symptoms include pursed-lip breathing, barrel chest, cyanosis, clubbed fingernails, and use of accessory breathing muscles. Although COPD is not curable, lung function decline can be slowed by smoking cessation and the use of long-term oxygen therapy. (Ebersole, Hess, Touhy, Jett, & Luggen, 2008)  In short, COPD is a disease that makes it difficult to breathe in everyday life.

Additionally, he is an older gentleman, which causes decreased respiratory function. There are multiple changes that occur as the human body ages. First, the nose elongates downward, restricting airflow at the nasal valve junction. In addition, the larynx and tracheal cartilage stiffen as a result of calcification. The chest wall loses expansion capability as ossification of the costal cartilage occurs, and intercostal and accessory muscles lose the ability to recoil efficiently. All of these changes cause a decrease in P02. (Ebersole, Hess, Touhy, Jett, & Luggen, 2008)
This patient is also at an increased risk for respiratory depression because he is currently taking opiods (Oramorph SR). According to Lehne (2010), Oramorph SR or morphine sulfate can cause respiratory depression through its actions in the CNS and PNS. This risk is exacerbated by the fact that he has had his medication raised considerably over a short amount of time.
Because the patient has three strong risk factors for respiratory depression, the doctor must indeed be cautious regarding the amount of opioids that that the patient can safely receive. According to Gruber & Tschernko (2003), “opioids are highly effective for postoperative analgesia, although they carry a higher risk of respiratory depression, which is especially dangerous in patients with COPD. Doses must be reduced by 50% of the standard adult dose in elderly patients with COPD in order to limit adverse events while maintaining an equivalent level of analgesia (p. 356).” Therefore, it makes sense that the doctor would recommend adjunct therapy instead of increasing the patient’s dosage of morphine.
2. If the patient's respiratory rate dropped to 6-8 breaths/min while he was asleep what

would you do?
First, I would attempt to arouse the patient. If he did not arouse, I would give the patient oxygen I would administer Narcan (naloxone) in order to reverse the effects of the opioid. Narcan must be administered very slowly, over a period of several minutes. Typically, after 1-2 minutes has passed, the patient will regain consciousness and open his eyes. I would then inform the doctor of this occurrence so that he could adjust the patient's dosage of medication. During all of this, I would continue monitoring vital signs until he is stable. (Taylor, Lillis, Lemone, & Lynn, 2008, p. 1391)

3. What would be your legal liability if this patient died soon after a dose of morphine?

Would this be euthanasia?

First, it would depend on whether or not I was administering the correct dose of morphine. So long as I was administering the prescribed dose, and continued to monitor the patient after administering said dose, I would not be held accountable if the patient died. According to Emanuel & Librach (2007), euthanasia can be defined as "the physician's performing an intervention, usually a lethal injection, that will end the patient's life" (p. 239). If I was not giving the morphine with the intention to end the patient's life, it could not qualify as euthanasia. Additionally, if I were properly documenting and following the standard of care regarding giving morphine, I do not see how I could be held accountable.

CASE 4. MANAGEMENT OF SEVERE MIXED SOMATIC AND NEUROPATIC PAIN

Objectives

1. Differentiate between somatic and neuropathic pain.

2. Describe drug and non-drug treatment strategies for somatic and neuropathic pain.

3. Develop a management plan for a common cancer-related pain syndrome.

A 50 year old man with squamous cell lung cancer develops progressive right-sided pelvic pain in the region of known pelvic metastases. He describes dull-aching pain rated at 8/10 in the lateral pelvis and sharp shooting pain that radiates down the right leg. The pain limits mobility and awakens him from sleep. He has no focal motor or sensory deficits. An X-ray shows a large lytic metastasis in the lateral pelvis. He is referred to a radiation oncologist who recommends a course of palliative radiation (XRT) at 300 cGY per day for 10 days (total dose 3000 cGY).

The patient has been taking MS-immediate release, 30 mg every 4 hours, which worked until the past week. He currently takes this dose every 4 hours but his pain only decreases from 8/10 to 6/10 for 1-2 hours at best.

QUESTIONS:

1. Classify this patient's pain type.

From the description, this patient appears to have two types of pain, nociceptive somatic and neuropathic. The patient's somatic pain is the right-sided pelvic pain in the region of known  pelvic metastases as well as the dull-aching pain in his lateral pelvis. Emanuel & Librach (2007) defines nociceptive somatic pain as “from injury to skin, muscle,  soft tissue, or bone and can have a strong incident- or movement-related component. It is usually well localized, can be constant or intermittent and is often described as gnawing or aching pain that may become constant with movement” (p. 97). It is likely that the patient’s somatic pain is constant, as it limits his mobility and awakens him from sleep. 
The patient also has neuropathic pain, as evidenced by a pain that is sharp shooting, and radiates down his leg. Emanuel & Librach (2007) describe neuropathic pain as “ caused by injury to nerve tissue, including the central or peripheral nervous system and even the autonomic system. Neuropathic pain is frequently described as burning and often radiates along nerves or nerve roots” (p.97). This definition reflects what the patient is feeling.
2. How soon should analgesia begin from the XRT? 
Analgesia should begin within 1-3 days (Rutter & Weissman, 2002).
3. When would you expect the maximal benefit from the XRT?
Maximal benefit from XRT should be between 3-6 weeks (Rutter & Weissman, 2002).
4. How would you suggest changing his opioid prescription to provide better analgesia? 

List three alternative strategies: drug, dose and dosing intervals.
 Again, according to the powerpoint provided, "Titration can be done on a daily basis. The total daily dose of opioid including regular doses and breakthrough doses should be calculated. The new regular dose should incorporate this total daily dose plus a 25% increase to account for pain that is not controlled.” (Ian Anderson Continuing Education Program in End-of-Life Care, n.d.) 
1) Therefore, 1 solution would be to increase his current medication(MSIR) by 25%. He is currently receiving 30 mg every 4 hours. Therefore:
 30 x 6= 180mg total daily

0.25 * 180=45mg
45+180=225mg total daily

225/6=37.5 mg q4h
Plus, a breakthrough dose of 50%-100% of the q4h dose should also be prescribed.

This would be 18.75-37.5mg

       2)   Switch to Oxycodone.

30mg Morphine        =      20mg Oxycodone
225mg Morphine
               ? Oxycodone
=150mg Oxycodone total daily

Given q12 hrs= 75mg q12 hours

Plus, breakthrough dose of 18.75-37.5mg MSIR

       3) Switch to Hyrdomorphone.

30 mg oral morphine  =    7 mg oral hydromorphone

225 mg oral morphine        X mg oral hydromorphone

X= 52.5 mg oral hydromorphone

Given q4 hours, 8.75 mg q4h
Plus, breakthrough dose of 18.75-37.5mg MSIR

5. What other adjuvant drugs might you consider? In what dose and schedule?

For Neuropathic pain:
1) Cyclic Anti-depressants

Ex.  amitriptyline

Dosage: 75-150mg qhs

Titrate slowly over 2-3 wks

Max: 150mg/day

2) Anticonvulsants:

Ex. carbamezpine

Dosage: 200-300mg t.i.d./q.i.d

3) Local Anesthetics

Ex. mexiletine


Dosage: 200mg qid

(Ian Anderson Continuing Education Program in End-of-Life Care, n.d.)
For Somatic pain: 

1) Nonopioid Analgesics

Ex. Acetaminophen

Dosage: 325-650mg q4h

>4g/day

2) NSAIDS


Ex.  Naproxen


Dosage: 200-500mg BID

Lehne (2010)
Emanuel and Librach (2007)
7. How would you integrate behavioral treatments into the pain management strategy?
There are several non-pharmaceutical pain relieving techniques including guided imagery and therapeutic touch. According to Beck, Runeson, and Blomqvist (2009), massage can be used for patients with cancer not only to relieve pain and nausea, but also to provide inner peace and feelings of dignity. This type of therapy allowed the patients to feel cared about, as well as allowing them the ability to relinquish control and responsibility. Secondly, I could use therapeutic touch in order to aide in pain relief. In a study performed by Jackson et al. (2008), therapeutic touch helps reduce cancer patients’ pain and anxiety. Therapeutic touch has been shown to relieve both physical and psychological patients, particularly when used in conjunction with drug therapy.
8. If oral drug therapy and radiation therapy fail to control his pain, what other strategies could you recommend using? List three in order of preference.

1) Anesthetics: Lidocaine can be given transdermally, intravenously, and subcutaneously in order to numb the area in which the patient is having pain (Emanuel & Librach, 2007, p. 111).
2) Relaxation/distraction therapy can be used to relax the patient and lessen his pain. It could potentially also help with feelings of anxiety and depression (Emanuel & Librach, 2007, p. 111). See question #7.

3) Acupuncture: This can be used to accentuate the body's production of opioiods. It is most useful in muculoskeletal-related pain (Emanuel & Librach, 2007, p. 112). 
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