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1.0 INTRODUCTION

1.1 COURSE DESIGN

This one day program provides an opportunity to practice new concepts of helping patients to control of pain. This broadening of knowledge, skills and attitudes creates new opportunities for continuous improvement in the quality of patient care.

Exercises stimulate, strengthen and relax those parts of the mind and body that allow pain to improve naturally.  New research is beginning to show that the mind/body exercise plays a critical role in coping with pain. So stimulate the mind for better pain control.  

1.2 LEARNING ObjectiveS 

a.
To enhance patient confidence in an active (not passive) role in the health    

      care.

b.
To apply proven autogenic techniques for patient pain management and      

       control.

c.    To communicate in the patient's own sensory modality (auditory, visual or      

      kinesthetic).

d.
To use the IRT (Instant Relaxation Technique) for relaxation and pain 

       control.

e.
To motivate further practice and study in the future.

The syllabus of the program includes: concepts of patient comfort, conscious and sub-conscious mind, communication in audio, visual and kinesthetic modes; IRT for relaxation and sleeping, patient assessment, pain assessment, pain control strategies (Relaxation, Sensory change, Imagery. Distraction, Transformation, Dissociation and Thermal change). Promotion of positive attitudes towards active patient healing and comfort. 

1.3 METHOD:

The course involves lecture/discussions and very active SG (small group) work with flip charts to record key issues on practical case studies and exercises. The Exercises are designed to stimulate, strengthen and relax those parts of the mind and body that allow pain to improve naturally.  New research is beginning to show that the mind/body exercise plays a critical role in coping with pain. So stimulate the mind for better pain control. 

1.4   BASIC CONCEPTS OF PATIENT COMFORT

a.
Patient comfort is an interactive challenge for the nurse/patient relationship which need take only 15 minutes of nursing time and is a very good investment.

b.
When successful the patient is positive, relaxed and confident. Nurses and other health care staff (radiography, blood testing, physiotherapy etc.) are delighted to have relaxed co-operative patients to work with.

c.
Healing is accelerated, as treatment becomes more efficient and effective. Thus patient comfort is priority for every health care unit. Patient comfort needs to be physical, social and psychological.

d.
The patient seeks not only to be relaxed and in control of pain, but also to have an active, not merely a passive role, in the healing process. Development of such feelings involves both the conscious and the unconscious mind of the patient.  

1.5  BASIC CONCEPTS OF PAIN CONTROL 

a. Pain is only 33% physical, 33% memory of past suffering and 33% fear of future pain and death. Acute pain usually has less emotional overtone than chronic pain.

b.  Pain is a useful messengers that damage has been done and needs repair. Pain is also an unpleasant sensory and emotional experience, associated with actual or potential or even imagined tissue damage. 

c.  With the PATIENT, we must always talk of  "DISCOMFORT" or “sensations” which can be relieved in various ways, and NEVER as "PAIN", which is NEGATIVE! Need for a brief patient and a pain assessment. 

d.  The pain experienced depends upon the patient's developmental status, anxiety, coping strategies, expected consequences, meaning of pain, religious beliefs, family  attitudes, cultural norms and health care belief

e.  The history of the pain is important in terms of: it's beginning, circumstances, what makes it worse or better, treatment effects, impact on relationships, work, leisure, sex, family, mental health, medication effectiveness. 
f.  Pain should be measured on a scale 0-10 with data on what causes it to get worse and better.  It is useful to visualize the pain in terms of color, shape, texture, and other sense modalities, so that, as those characteristics change, so will the subjective experience of the pain

g.   Set up a pain control strategy using IRT with one or more of RSI  DTDT:

Relaxation, Sensory Change, Imagery, Distraction, Transformation, Dissociation    and Thermal change …which have all been used successfully in practice, to reduce pain and restore patient confidence and control.

h.   Key factor  - THE PATIENT FEELS THAT HE/SHE DID IT - HIMSELF/HERSELF - NOT THE HEALTH WORKER ... THUS ... FOR THE FUTURE THE PATIENT BEGINS TO FEEL THE CAPACITY TO COPE! 

1.6 INSTRUCTION

a.
Assemble in Small Group (SG). Complete the Registration Form, introduce yourself, indicate your past experience in health care for patient comfort and pain control, and what you hope to contribute to and gain from the course.

b.
List on the flip chart, five key problems on pain control, that you need to resolve.

c. Re-assemble in the main group when the bell rings, for a general explanation of the    

program.

ASSIGNMENT 2a – LECTURE/DISCUSSION – PATIENT COMFORT

2.1 INTRODUCTION

a.    Patient comfort is an interactive challenge for the nurse/patient relationship which need take only 15 minutes of nursing time and is a very good investment.

b.   The patient seeks not only to be relaxed and in control of pain, but also  to have an active, not merely a passive role, in the healing process. Development of such feelings involves both the conscious and the unconscious mind of the patient. 

c.  Study Exhibit C – Brief Patient Assessment 


2.2
Conscious and Un-conscious PARTS OF THE mind

a.
We conceptualize the mind as having two functional parts, conscious and unconscious (or sub-conscious), which function simultaneously.

b.
The conscious mind is the active part of the individual, which acts directly on the external world “taking care of business”.


c.   The unconscious mind is that part that controls all automatic behaviors, that the individual has little or no active control over e.g. heart, respiration, healing etc. Contrary to common psychoanalytic thought, it is a set of resources and capacities waiting to be utilized. It is a very powerful, positive and yet gentle resource for you. 

d.
When both parts communicate well, they can work well together, and the patient can achieve increased comfort. Discomfort (pain) is thus a signal of poor communication. Some pain may be inevitable and necessary, but suffering is optional!

2.3   communication in audio, visual and kinesthetic modes

  a.   Rapport - A feeling of trust and empathy is essential for
 effective pt./nurse communication.
 

 b.  Rapport is easily gained and easily lost; and just as easily
 regained. It is significantly affected by the first 30 seconds of     

 contact, and is a function for "Matching".
 

 c.  Matching or "pacing" refers to being a "mirror" of the patient's.
 experience. This can be accomplished many ways, verbal and non- 

      verbal.
 

2.4    VERBAL PACING

a.  Saying things that are true in the patient's. Current
experience. e.g. "You are sitting/laying there listening to me    

and you have a great deal of discomfort", or "As you wait for 

your treatment/medication, you are thinking it's going to hurt or  

make you sick, or isn't going to make any difference".
 

b.  Verbalize the patient's. emotional experience, e.g. "You are
really angry (scared, etc) right now". The word for this is empathy
 

c.   Matching the patient's sensory -based language. Our
experiential world is comprised of information we receive via our 

senses: visual, auditory, kinesthetic, gustatory, olfactory. Generally, 

only one  of these is prominent at any particular time, usually    

visual or kinesthetic. This sense modality is represented in our 

language. The pt. will use sensory verbs and adjectives to 

describe his experience. 

e.g. "I  don't ever SEE this changing. I LOOK back at how long 

it's been, and all I SEE is DARK pain. I don't even want to 

PICTURE the future."  

Matching is using the same sense mode in responding to the pt. In  

the example above, one might say, "It's been so UGLY in the past 

you just can't IMAGINE this will ever change". By responding in 

this way you are, in effect, "speaking their language".
 

d.  Some sensory sub-modalities:
  

    Visual - see, imagine, pretty, ugly, bright, look, dark etc.

    Auditory - hear, sound, tone, click, resonate, ring, harmony etc.

    Kinesthetic - feel, sense, rough, smooth, cold, hot, throbbing etc.

    Gustatory - taste, snack, sweet, sour, tasty, delicious etc.

    Olfactory - smell, stinks, odor, fragrance etc.


2,5  NON VERBAL PACING - MATCHING
 
a. Matching is designed to achieve rapport by: 

           Mirroring the patient's posture, if possible.
      Moving in the same way as the pt.
      Breathing at the same rate as the pt.

           Matching the patient tone and tempo.(as opposed to
       verbal content or dialogue)
   . Any other non-spoken behavior such as facial
       expression, etc.
 

b. Why is rapport so important? It is absolutely necessary when
trying to affect the patient's behavior or cooperation. Arguing does 

not produce rapport. 

c. Trying to talk someone into something does not create rapport. Talking about feelings when the pt. is focusing on visual imagery does not bring rapport. 

d. It is a function of pacing. And when you have rapport, you can gradually lead the pt. into an appropriate experience. Loss of rapport is indicated by arguing, "yes-butting", disagreeing, inattention, etc. You can regain rapport simply by matching.


2.6
mis-communication with negative language

a.
Words have both conscious and unconscious meanings e.g. stem cell

may be interpreted as: “blood cell”, “hard sell", “soft sell”, “cell 

phone”, and sell a product or a prison cell.

b. Some negative words are perceived to be threatening and can significantly affect the patient's anxiety level: e.g. “pain”, “suffering”, “stress”, “failure”, “paralyzed”, “permanent”, “have to live with” etc.

c. Alternative positive words can be used to communicate the same meaning      

In a non-threatening way e.g. discomfort, problem, mistake (which can be corrected), careful etc.

d. Labels are dysfunctional for patient comfort and should be gently       

reframed e.g. alcoholic - drinking problem,  depression - discouraged - anxiety problem - worried, stroke - brief disability problem etc.

2.7  RELAXATION & Sleeping

a.   Relaxation can be achieved in so many ways. simple breathing, dissociation to a "fun place", such as a beach or mountain retreat, or favourite ‘safe place” etc. or IRT. This Instant Relaxation Exercise (Exhibit A) is a proven technique for achieving (with practice) a deep state of relaxation and sleeping. 

b.
Relaxation is therapeutic as it enables the patient to avoid wasting energy on stress, and use the energy for healing and active co-operation in health care routines. 

c.
The IRT technique is given in the Exercise Exhibit A. many creative variations are possible and are effective.

2.8  QUALITY OF COMFORT

a.
Choose your words carefully:



"That must hurt you a lot"     ... "I know that must bother you a lot"



"It is not that bad"              ... "How bad is it now?"



"What is the matter with you? ... "Looks like you could use some help

b.
Be flexible and confident:


   Expect the unexpected reactions


   Hold your agenda loosely


   Have plenty of alternatives in reserve ... 


   Be positive ... with the attitude that ... everything can work ... 

       We just have to find the right strategy ...


   Remember, "resistance" is just a message to try something else


c.
Relaxation with IRT is the beginning of positive change in the patient. It opens the door to the unconscious mind. It reduces emotional overlay and helps to build new positive memory of physical and emotional comfort. 

d.
These new memories are a great relief from the thoughts and feelings of suffering that brought the patient for treatment, and they can be accessed and strengthened again and again (imprinted)  until they become the unconscious automatic memories of choice.

2.9
  GENTLE REFRaming OF ATTITUDES TOWARDS PAIN AND HEALING 

a.
Reframing is a "spring cleaning of the mind".  We all need it from time to time. It is not insight!  It is a new perception of reality which for the patient, is positive rather than negative. Example:  Patient says, “I can't stand it any more.”  becomes - ”You can hardly stand it”.  Or patient says, “People come to hospitals to die” – becomes "It's true some do die, but most of them are more like you; they come to hospital to get better”. 

b.
It seeks to replace negative "patient" memories and habits of thinking, with positive useful memories, that reinforce the patient's ability to heal more efficiently and effectively.

c.
Rapport, sensory perception, communication, language, label control and relaxation   become the unconscious automatic memory of choice, and all contribute to a patient environment in which reframing becomes possible.

d.
 Reframing in small steps with clear feelings of success in the patient, allow the movement from negative to neutral and then finally to positive, so that patient comfort can be achieved with: Rapport, Reframing & Self control of pain

ASSIGNMENT 2b – EXERCISES – PATIENT COMFORT

A. Communication

B. Reframing

C. Relaxation

D. Summary

EXERCISE   A  -  COMMUNICATION

1.   Patient comfort needs communication.  Practice it now.  Read the Study 3.0 Patient Comfort around the group. Discuss and resolve outstanding questions.

2.   Identify and list on the flip chart the key AVK (audio/visual/kinesthetic) mode in the following patient stories:

     a.  "I am not really sick and yet no-one seems to listen to me, and the even the doctors don't really seem to see what's wrong with my legs which feel like lead every morning when I wake up.  I can’t handle it any more.  It’s really rough”


    b. "A far as I can see this pain in my back will go on for ever, so that I cannot do anything and cannot go anywhere. so life is just a blank for me."

   c. "I feel this pain all the time and nothing I do seems to make any difference, I have had so many medications and the side effect make me feel like death warmed up.  How can I feel well when this is hanging over me all the time."

3.  Now relate AVK communication to your SG members. Diagnose yourself and other members.  Then discuss and see how right you were.

4.  When the SG is calm and comfortable ... then you are ready for the next exercise.

EXERCISE  B - REFRAMING

1.  Patient comfort needs reframing. Practice it now.

2.  Role-play - take turns as patient (with your own personality and hang-ups), nurse or objective observer, for reframing with these three patients:

a. "Nurse I can't stand it any more. My wife has just died. My feelings are broken. I loved my wife; she was my life. Now she is dead. I find nothing to live for.  No one care to for.  Nothing to do.  Life has no meaning for me now!"

a. "The suffering of the pain in my left leg is terrible. I don't know what to do about it!"


       c. "I feel such a failure with this pain all night when I sleep.  and no relief 

           at all. Nothing seems to work on me. I am a failure!" 

3. Discuss and list key learning points on the flip chart.

4. Now apply the "reframing concept" to your usual health care environment. In    

 practice what problems arise? How to deal with them?

5.  When the SG is calm and comfortable ... then you are ready for the next   

    exercise.

EXERCISE   C  -   RELAXATION

1.  Patient comfort needs relaxation with IRT.  Practice it now.

2.  Study IRT (Exhibit A) and then practice it once.

3.  Role-play - each take a turn at helping a patient to learn to do IRT. 

4.  Then discuss and record on the flip chart your reactions to the following questions: 

           1.  How will you help patients to learn IRT on arrival at the health unit?

           2.  How long will it take?  How to accelerate it?

           3. How useful will IRT be for patients before and after surgical or    

               other? Therapeutic procedures? For sleeping?
5.  When the SG is calm and comfortable ... then you are ready for the next exercise.

EXERCISE D -   SUMMARY

1.   Individually list and then discuss in SG with YOUR seven key learning points on patient comfort:





1.






2.






3.






4.







5.






6.





7.

2. Then join with another SG to discuss and record key issues on the flip 

    chart.

3.  Check with our list in the Exhibit and add issues that are of particular concern 

    to the practical realities of your health care unit. 

4.  Take a short break for tea or coffee etc.. Then in new SG (change 

     around) you are ready for the next exercise on Pain Control. 

ASSIGNMENT 3.0 – SUMMARY LECTURE    

3.1   BASIC CONCEPTS OF PATIENT COMFORT

a. The patient seeks not only to be relaxed and in control of pain, but also to have an active, not merely a passive role, in the healing process. Development of such feelings involves both the conscious and the unconscious mind of the patient.  

b.
Patient comfort is an interactive challenge for the nurse/patient relationship which need take only 15 minutes of nursing time and is a very good investment.

c.
When successful the patient is positive, relaxed and confident. Nurses and other health care staff (radiography, blood testing, physiotherapy etc.) are delighted to have relaxed co-operative patients to work with.

d
Healing is accelerated, as treatment becomes more efficient and effective. Thus patient comfort is priority for every health care unit. Patient comfort needs to be physical, social and psychological

3.2  Discussion arising.

ASSIGNMENT 4.0a – LECTURE/DISCUSSION -  PAIN CONTROL

4.1 INTRODUCTION
a.
Pain is a useful messenger that damage has been done and needs repair.

Pain is also an unpleasant sensory and emotional experience, associated with actual or potential or even imagined tissue damage. 

b. The pain experience depends upon the patient's developmental status, anxiety, coping strategies, expected consequences, meaning of pain, religious beliefs, family attitudes, cultural norms and health care beliefs.

c. With the PATIENT, we must always talk of  "discomfort", or “sensations” or “feelings” which can be relieved in various ways, and NEVER as "PAIN" which is NEGATIVE.

d. Pain is a complex, which is only 33% physical, 33% memory of past suffering and 33% fear of future pain and death.   Acute pain usually has less emotional overtone than chronic pain. Pain can be experienced or described internally in terms of: sharp, dull ache, burning, throbbing etc., which is useful for imagery and metaphor.


f. The history of the pain is important in terms of: beginning, circumstances, what makes it worse or better, treatment effects, impact on relationships, work, leisure, sex, family, mental health, medication effectiveness.   

4.2
PAIN ASSESSMENT

a.
 Study Exhibit B which is a Brief Pain Assessment Worksheet.

b.
 Mark seven points, which you feel, are most relevant to your normal      patient contact.

4.3
PATIENT ASSESSMENT

a. Review again Exhibit B which is a Brief Patient Assessment Worksheet which should help to establish a suitable pain control strategy for a each patient.

b. Practice this assessment once on yourself, before using it with patients. Learn to do it almost instinctively, as you think about what initial pain control strategy would be appropriate for a particular patient.


4.4 PAIN CONTROL 

a. Pain can be measured on a scale 0-10 with data on what causes it to get worse and better.

b. It is useful to visualize the pain in terms of: color, shape, textures and scale so that improvements can be measured. 



 DIALOGUE A 

  Nurse:
What color is the discomfort?  



 Patient.
Red, bright red. 

  (Response: “The same shade all over? Opaque? Transparent?   

  Translucent?”, etc)

   DIALOGUE B:

   Nurse:
OK;  what’s the temperature of that color?

   Patient. 
It’s very hot. 

   (Response: How hot?  What’s the temperature in    

   degrees? The same temp inside as outside?” etc)

   DIALOGUE C:

   Nurse:
Good. Now I wonder if you can imagine that bright red is becoming ever       

              so slightly orange, so it’s more of an orange red?


*(pause).  Have you got that?

   Patient:
Yes

   Nurse:
OK, now imagine orange red is becoming a soft pink.(pause). Got it?
   Patient.
Yes.

   Nurse:
OK, now imagine that orange red is becoming a soft pink.  (pause). Got     

              that? “And that soft pink slowly becomes a kind of lavender.  OK?  And   

              now that lavender becomes a soft shade of blue.  GOT that?  And 

              imagine that blue becomes a kind of cool blue. OK?” etc


  Patient.
Yes.


  Nurse:
Now I want you to notice, what is the temperature of that 

              Discomfort now?  

   (This implies a change without specificity and allows the patient. to discover it.)

   Patient.
Actually, yes. It seems cooler. I didn’t even notice.

   Nurse:
How does the discomfort feel now?

   Patient
It feels a little better.


  Nurse:
Imagine that!  Well done!    

.4 PAIN STRATEGY

a. Recognising that pain is only 33% physical and 66% psychological, a variety of approaches are available, all designed to give he patient a sense of CONTROL which brings emotional relief in VERY SMALL stage.


b.  From the patient and pain assessments, decide upon an initial strategy for pain reduction selecting techniques from R S I D T D T:



1. RELAXATION with IRT - whereby relaxation and a BASIC PHRASE     

can relieve emotional stress and alone will often give a measure of relief (e.g.  tension headache).

2. SENSORY CHANGE - using imagery and suggestion to imagine numbness in the right hand, which can be transferred to relieve the painful area (this is an advanced level skill)  

3. IMAGERY - to change the shape, texture, color of the pain, from the current numerical score for that mode, to a slightly higher score, and back again, and then to a lower score.  It could be by numbers or by other quality e.g. smaller, smoother, less red, etc. or, you could start the intervention by asking for the numeral rating, then, at the conclusion, ask for the rating again. . With small adjustments and success, pain level can be gradually reduced as the imagery changes. (Seek an example from your SG).

4. DISTRACTION – to have the patient notice something other than what he/she is feeling. Ex. “Is that dressing the right size?” or, “Is that the right number of stitches?”

5.Transformation or manipulation - to move the pain to a different, more convenient place in the body, reduce the painful area, or alter the quality of the pain sensation with imagery.








       
6.Dissociation -  to mentally remove that painful part of the body and float away in relaxation, to disconnect mentally from the current situation, place, painful organ, limb, etc.

7. Thermal change - to convert the pain to hot or cold dimensions.   

d.  All of these have been used successfully in practice, to reduce pain and restore patient confidence and comfort, in small stages from negative to neutral and then from neutral to positive.   After the program study Exhibit D for more experienced Autogenic Strategies for Pain Control. 

4.5
AGAIN - reframing  FOR HEALING 

a.
Reframing is not insight. With relaxation to "open the door to the unconscious mind", reframing  can give new perceptions of reality, which for the patient, are positive rather than negative.  New perceptions lead to new responses.  Cognitive distortions (Exhibit C) can be reframed.

b.
It seeks to replace negative "patient" memories and habits of thought and action, with positive useful memories that reinforce the patient's ability to heal more effectively.

c.
Rapport, sensory percepatiention, communication, language, label control and relaxation all contribute to a patient environment in which reframing becomes possible.

d.
Reframing in small steps with clear success for the patient, allow the movement from negative to neutral and then finally to positive, so that patient comfort can be achieved.

Note:   In one case a patient loved his wife who had just died.  When Dr. Milton Erickson was faced with this patient, his creative reframing was: "Did you love your wife? Did she love you? What would have happened if you had died first?  Have you saved her from that suffering?  What would she want you to do now? etc. ... was it successful?  Absolutely! 
4.6
 FINALLY - PATHWAYS TO PATIENT COMFORT

a. Patient comfort needs for healing, are physical, social and psychological. Not just pharmaceuticals!   Two litres of water each day is also becoming recognized as remarkably therapeutic for pain control, with no side effects!  Do it.

b. The patient needs feelings of being: positive, relaxed, in control with an active  (not just a passive receptor role) in the therapeutic care.

c.  Professional therapeutic care with a real priority for seeking new pathways to patient comfort, becomes more efficient and effective.

ASSIGNMENT 4.0b - EXERCISES - PAIN CONTROL

A. Rapport

B. Assessment

C. Practice

D. Practice 

E. Practice

F. Summary

EXERCISE E  - RAPPORT

1.   Pain control needs RSI  DT DT (Relaxation, Sensory change, Imagery, Distraction, Transformation, Dissociation, Thermal change). Practice it now in NEW SG. Read the Study 4.0 Pain Control around the group. Discuss and resolve outstanding questions.
2.
Discuss how pain control requires you to: Establish rapport. Determine history. Use the right positive language. Try to recognize and gently reframe any cognitive distortions.  Replace negative emotional words (pain - discomfort, suffering - problems, failure - mistake).  Provide positive memories. Be gentle and patient.  Reinforce with IRT .

3
Role-play (twice) to establish RAPPORT, with one member as the patient (with your personality and hang ups!), one as the nurse and one as a helpful observer who makes notes on key points on the flip chart. exhibit b

Patient: male 65 years old, pain in left shoulder since the death of his much beloved wife three months before. Severely depressed and guilty about wife's suffering from HIV before she died.

4.   In SG discuss and record key point answers on the flip chart.

5  When the SG is calm and comfortable ... then you are ready for the next exercise.

EXERCISE   F  -  ASSESSMENT

1.   Pain control needs RSI  DTDT (Relaxation, Sensory change, Imagery, Distraction, Transformation, Disssociation, Thermal change). Practice it now.

2.
Recognize how pain control requires you to: Establish rapport. Determine history. Use the right positive language. Try to recognize and gently reframe any cognitive distortions.  Replace negative emotional words (pain - discomfort, suffering - problems, failure - mistake).  Provide positive memories. Be gentle and patient.  Reinforce with IRT 

3
Role-play (twice) to establish PAIN ASSESSMENT (using Exhibit B), with one member as the patient (as before), one as the nurse and one as a helpful observer who makes notes on key points on the flip chart. .

      Patient: female 44 years, five young children, breast cancer awaiting surgery;     

      complains of pain all the time and the fear of dying.

4.
In SG discuss the case and record key points on the flip chart.

5 When the SG is calm and comfortable ... then you are ready for the next exercise.

EXERCISE  G  - PRACTICE  

1.   Pain control needs RSI  DTDT. (Relaxation, Sensory change, Imagery, Distraction, Transformation, Dissociation, Thermal change). Practice now with: - Relaxation, Sensory Change and Imagery.

2.
Recognize how pain control requires you to:  Establish rapport. Determine history. Use the right positive language. Try to recognize and gently reframe any cognitive distortions.  Replace negative emotional words (pain - discomfort, suffering - problems, failure - mistake).  Provide positive memories. Be gentle and patient.  Reinforce with IRT 

3.
In SG role-play PATIENT ASSESSMENT (using Exhibit C) (twice) with one member as the patient (as before), one as the nurse and one as a helpful observer who makes notes on key points on the flip chart. 

            Patient: male 25 years; pain in left knee due to football accident; fears      

            of never playing again. Father was famous sportsman now deceased.

4.
In SG discuss the case and record key points on the flip chart.

5.  When the SG is calm and comfortable ... then you are ready for the next exercise.

EXERCISE   H  -  PRACTICE 

1.   Pain control needs RSI  DTDT.  (Relaxation, Sensory change, Imagery, Distraction, Transformation, Dissociation, Thermal change). Practice now with: Distraction, Transformation, Dissociation and Thermal Change

2.
In SG role-play PAIN CONTROL with DTDT (twice) with one member as the patient, one as the nurse and one as a helpful observer who makes notes on key points on the flip chart. 

Patient:  SG members themselves - each member becomes the patient and presents her/his own pain problem (everyone has one) ... for analysis and treatment in the role-play.

4.
In SG discuss the cases and record key points on the flip chart.

5.   When the SG is calm and comfortable ... then you are ready for the next 
.

EXERCISE   I  -  PRACTICE  

1.   Pain control needs RSI  DTDT. (Relaxation, Sensory change, Imagery, Distraction, Transformation, Dissociation, Thermal change). Practice now.

2.
Recognize how pain control requires you to:  Establish rapport. Determine history. Use the right positive language. Try to recognize and gently reframe any cognitive distortions.  Replace negative emotional words (pain - discomfort, suffering - problems, failure - mistake).  Provide positive memories. Be gentle and patient.  Reinforce with IRT 

3.
In SG role-play PAIN CONTROL with selected RSI DTDT (twice) with one member as the patient, one as the nurse and one as a helpful observer who makes notes on key points on the flip chart. 

Patient:  Each SG member in turn role-plays a patient that she/he has known well, to the other SG members, for diagnosis and patient comfort and pain control.
4.
In SG discuss the case and record key points on the flip chart.

5.  When the SG is calm and comfortable ... then you are ready for the next exercise.

EXERCISE   J -   SUMMARY 

1.  Individually list and then discuss in SG YOUR seven key learning points on pain control:





1.






2.






3.






4.







5.






6.





7.

3.
Male a FIVE POINT plan of action to use these concepts of Patient Comfort and Pain Control. and plan to share the practice in co-operation with other SG members.

4.  Then join with another SG  (to make CSG - combined small group) to discuss 

     and record key issues on the flip chart. Then check with our Exhibit and add 

     issues that are of particular concern to the practical realities of your health 

     care unit. 
6. 
Complete the feedback summary.

7.  This ends the program for the day- see next page.

ASSIGNMENT 5.0 SUMMARY LECTURE & FEEDBACK

5.1  BASIC CONCEPTS OF PAIN CONTROL 

a  Pain is only 33% physical, 33% memory of past suffering and 33% fear of future pain and death.   Acute pain usually has less emotional overtone than chronic pain.

b    Pain is a useful messengers that damage has been done and needs repair.

Pain is also an unpleasant sensory and emotional experience, associated with actual or potential or even imagined tissue damage. 

c   With the PATIENT, we must always talk of  "DISCOMFORT" or “sensations” which can be relieved in various ways, and NEVER as "PAIN", which is NEGATIVE! Need for a brief patient and a pain assessment. 

d  The pain experienced depends upon the patient's developmental status, anxiety, coping strategies, expected consequences, meaning of pain, religious beliefs, family  attitudes, cultural norms and health care belief

e.  The history of the pain is important in terms of: it's beginning, circumstances, what makes it worse or better, treatment effects, impact on relationships, work, leisure, sex, family, mental health, medication effectiveness. 
f.  Pain should be measured on a scale 0-10 with data on what causes it to get worse and better.  It is useful to visualize the pain in terms of color, shape, texture, and other sense modalities, so that, as those characteristics change, so will the subjective experience of the pain

g.  Set up a pain control strategy using IRT with one or more of RSI  DTDT:

Relaxation, Sensory Change, Imagery, Distraction, Transformation, Dissociation    and Thermal change …which have all been used successfully in practice, to reduce pain and restore patient confidence and control.

h.   Key factor  - THE PATIENT FEELS THAT HE/SHE DID IT - HIMSELF/HERSELF - NOT THE HEALTH WORKER ... THUS ... FOR THE FUTURE THE PATIENT BEGINS TO FEEL THE CAPACITY TO COPE! 

5.2  BASIC CONCEPTS OF PATIENT COMFORT

a. The patient seeks not only to be relaxed and in control of pain, but also to have an active, not merely a passive role, in the healing process. Development of such feelings involves both the conscious and the unconscious mind of the patient.  

b.
Patient comfort is an interactive challenge for the nurse/patient relationship which need take only 15 minutes of nursing time and is a very good investment.

c.
When successful the patient is positive, relaxed and confident. Nurses and other health care staff (radiography, blood testing, physiotherapy etc.) are delighted to have relaxed co-operative patients to work with.

d
Healing is accelerated, as treatment becomes more efficient and effective. Thus patient comfort is priority for every health care unit. Patient comfort needs to be physical, social and psychological

5.3 QUESTIONS ARISING

5.4 FEEDBACK SUMMARY

5.5   PLAN FOR FURTHER STUDY (EXHIBIT E) AND PRACTICE  

.          



NOTE OF APPRECIATION

Thank you for working so well today.  We hope the CRE experience was rewarding for you and has stimulated you to find new creative pathways for patient comfort and pain control for patients (and colleagues) in the future. Tomorrow review the course materials again and begin to study 

Exhibit E.

Be sure to email us for any further help you may need and with YOUR practical experience and new ideas for making this program more efficient (doing things right) and effective (doing the right things) – www.crelearning.com

For patients without renal problems, you can use the input of a litter of GOOD water each day as part of the pain control strategy without fear of any side effects. Current research is beginning to measure the value of this simple treatment, both for mind and body.

Thank you indeed!  Good luck to you and your patients in the future! May you expect ... to have some good news every day ... 

                                                                                                                                        EXHIBIT A
IRT- INSTANT RELAXATION TECHNIQUE

When using this technique, emphasize the anchor words “COMFORT ALERT” by saying them slightly louder than the other words surrounding them ….

1. This is a simple useful technique to give you the confidence to relax naturally. When you don't believe you can relax ... you’ll find it difficult...you won't relax! ...  You see, you can’t MAKE yourself relax, but … you certainly can ALLOW yourself to relax.  When you are tense, anxious and stressed ... it’s hard to relax!   When you have no confidence ... it’s hard to relax!   But with IRT - Instant Relaxation Technique, your mind and body become clear, confident and ready to relax.  

So do the exercise now ... and again in the morning or evening and before any health procedure. It takes only three minutes, and with practice, it becomes a powerful tool for you. The only "equipment" you need is an "open mind" and a marble (or similar small object) in your "right" (or major left) hand,  

2.  (The following instructions should be spoken quietly with a “gentle tone". mostly while the patient is exhaling.  Pay attention to the phrasing, and remember to emphasize the words which "enhance" what your doing i.e.  “comfortable”, “warm”, “relaxed”, etc)  

So, get into that comfortable position, in which you know ... you really can relax. Be aware that marble gets warm as it absorbs heat from contact with your right hand. Open you hand and allow the warmth to evaporate. Close the hand again, and recognize the marble ... as a physical external symbol ... of the internal function of your mind and body. Allow it to receive and evaporate not just heat ... but emotion, anxiety and stress ... leaving you free, relaxed, confident and ready to learn. 

3.  (Spoken as above)  Now, relax with the hands on the lap, and fix your eyes on the marble as you repeat aloud ... the following BASIC WORDING ... four times, feeling free to change the wording a little ... to fit your style ... four times ... aloud ... in all:

"I AM, I CAN, I WILL, I BELIEVE ... I will NOW RELAX  COMPLETELY

IN  MIND AND BODY ...  and THE discomfort IN MY BODY (SPECFIFY THE body area) ... will fade ... wIth GENTLE WARMTH ... naturally ...  rapidly ... easily ... WITHOUT effort …  AND THE KEY ANCHOR WORDS … “COMFORT ALERT”  … WILL LEAD ME TO FIND RELAXATION ALMOST IMMEDIATELY …"

(Repeat three times TO HELP TO memorize the phrase).

4. With the eyes fixed on the marble ... or closed if you wish ...  start to take three slow and very deep breaths ... and be sure to pause ... on each inhalation ... and imagine ... each exhalation ... as evaporating all the anxiety and stress from your mind and body ... through the marble in your hand.

5. After the third breath, let your whole mind and body relax completely for two minutes  ... thinking ONLY of your breathing ... nothing else ... no self talk at all ... just concentrate on the BREATHING ... very important.   That’s right”  

(Wait 2 minutes, counting down slowly from 10 to 0 if necessary))

6. (Don’t rush them here.  Everyone has a different pace)   

And when YOU feel ready, bring yourself back at your own pace, by simply counting up slowly from 1 to 5, feeling well, relaxed and confident. The marble is now your very personal symbol ... of your confidence to relax and be always positive about healing naturally without effort. 

This simple IRT can be used anywhere (eyes open or closed) to achieve a calm mind ... without anger, anxiety or stress ... ready and relaxed ... to deal confidently with any new problem ... you have to face. Change the basic wording accordingly.

SPECIAL NoteS for the Nurse:   

For each pain strategy employed, change the simple cognitive statement at the beginning of the IRT. Use the "Anchor Words"  COMFORT ALERT to accelerate IRT to 1- 2 minutes.  

IRT is a simple personal exercise, to give you confidence to learn and remember naturally. When you don't believe you can learn ...  learning can be difficult! When you are tense, anxious and stressed ...  learning can be difficult!  When you have no confidence ... learning can be difficult. 

But with relaxation, your mind and body become clear, confident and ready to learn and remember. 

So do this IRT exercise before every CRE session. Initially it takes only five minus. With practice it can take only 1-2 minutes, using the "Anchor words"  COMFORT ALERT. 

This can become a powerful tool for your mind. The only "equipment" you need is an "open mind" and a marble (or similar small object) in your "right" (or major left) hand. 

Do it now from Exhibit A and repeat as needed. Learn the Anchor Word – COMFORT ALERT! 

                                                                 EXHIBIT B
      BRIEF PATIENT ASSESSMENT 



         (Source: Dr. Thomas J. Barr - drtbarr@aol.com)

Practice this assessment once on yourself, before using it with patients. Learn to do it almost instinctively, as you think about what initial pain control strategy would be appropriate for a particular patient.


1.   COMMUNICATION  - need to establish empathy rapidly, and thus to understand and copy the patient's communication sensory modality (visual, audio, kinesthetic, olfactory, gustatory) to achieve rapid empathy.  Initially patient presents kinesthetic communication, when *feeling" the pain. Identify pre-pain communication modality.

2.   EMOTION:  chronic pain indicates significant depression. How to open outlets other than the suffering associated with pain. In acute pain may indicate anxiety.

3.   BEHAVIOR: evaluate before, during, and after pain occurrence. What does the pain keep us from doing? Is there a secondary gain?

4.   IMAGERY:
imagery and thoughts will help assess spontaneous coping versus catastrophizing

5.   RELATIONSHIPS:  how does pain affect relationships. Look at motivation and the need for interventions.

6.   THOUGHTS: self-talk spontaneous coping & catastrophizing. When it is better? What is the self-talk? Can you intervene on both a cognitive and 'imagery level"

7.   HEALTH: get a view and history of the pain, in relation to the general medical history.

8.   SPIRITUAL: Look for resources. If highly religious and this is a 'problem, frame as God does it, but gives us the tools.  We owe it to God and ourselves. Sometimes guilt & self-punishment are part of the problem.

9.   UNCONSCIOUS DETERMINANTS: Use careful exploration if patient is not responsive to more direct approaches.

                                                                EXHIBIT C
                    BRIEF PAIN ASSESSMENT  

              (Source: Dr. Thomas J. Barr - drtbarr@aol.com)
1. Describe the pain (e.g. sharp, dull ache, burning, drumming, etc.) for later imaging.

2. When you close your eyes and visualize the pain, what is the:


a.
Shape?


b.     Texture?


c.
Color?

3.  History of pain:


a.  When did it begin?


b.
What circumstances or injury?

4. What prior treatment? Success?

5. What surgeries or medication effects?

.

6. What impact of pain on:


   a.
relationships?

     b.
work?

     c.
leisure?

     d.
sexual activities?

7. What pre-illness quality of life?

8. What potential benefits of pain (conscious)?.

9. On a scale of 0 -10  (0 = no pain and 10 most severe pain), where are you now?

10. Since the pain began, what was the lowest and highest numbers that you experienced?

11. What changes (environment, emotion, understanding, activity etc.) bring improvement?

12. What level of depression 0-10 - especially with chronic pain)?

13. What level of anxiety 0-10 especially with acute pain).

14. What coping strategies, before the current pain:


a, How did you cope? 


b. What did you tell yourself? 


c.
 What did you imagine to assist you?


d.
Any "catastrophizing" (Exhibit D)

13.  
What obvious impediments to treatment such as litigation, or secondary gain.  Any statements from others that the pain is only imaginary and in your head?  Can they draw pain? What benefits come from having this injury or illness?)

                                                        EXHIBIT D           

               COGNITIVE DISTORTIONS

Recognize and gently reframe any of the following cognitive distortions.

1.     All or Nothing:   Will I be a "Black or white" thinker today, whereby anything that is less than perfect is a total failure?

2.
Generalization:   Will I see a single result as a pattern of inevitable never-ending defeat?

3.
Negative Filter: Will I allow only negatives to darken my reality today, as I (very carefully) filter out almost all of the positive things? 

4.
Positive disqualification: Will I reject positive experiences today, by telling myself that they "don't really count"?  

5.
Conclusion jumping: Will I jump to negative assumptions about the future, of a project, without any definite supporting facts, by simply "fortune telling" on the situation and the people?

6.
Catastrophizing:  Will I perceive disaster in everything today, by exaggerating the bad things and minimizing the good ones?

7.
Emotional reasoning:  Will I convince myself that if, for just a moment, I feel something, then it is almost certainly true?

8.
Obligations/shoulds:   Will I allow myself to feel frustration, anger or even guilt today, by adopting some of those false personal motivators like:  "I really must" or "I ought to"  etc.? 

9.
Labeling:  Will I indulge myself  in extreme over-generalization, by attaching negative labels like "A real pain!" to things, to others or even to myself?  I’m a hopeless mess”

10. 
Responsibility:   Will I perceive myself as responsible for everything that may go wrong today?                                              

EXHIBIT E

POST COURSE STUDY - BRIEF REVIEW OF

AUTOGENIC STRATEGIES FOR PAIN CONTROL

              SOME OF WHICH MERIT FURTHER TRAINING

(Source: Dr. Thomas J. Barr - drtbarr@aol.com and others)

1. Relaxation

There are many ways to teach relaxation. The IRT method is
excellent: rapid, efficient, and effective.



2. Sensory Alteration

With an effective relaxation experience, "Glove Anesthesia" is an
excellent technique for helping patients reduce their discomfort. It takes some time, and not all patients are able to accomplish it, but it can bring great relief when successful. It works the best with patients. who have a vivid imagination. The protocol is briefly as follows:

      a. Develop good rapport
      b. Provide patient with a good relaxation experience
      c. When patient. is relaxed, ask him/her to imagine they are 

         sitting at the edge of a high mountain lake, or on the bank of a 

         cold mountain stream.


In a general way, describe some of the sensory elements of the scene. 

for example: 

"The air is cool, perhaps with a slight breeze. See the trees and water. Notice how peaceful the surroundings are ... as you listen to all those sounds in this very special place ...notice how comfortable and relaxed you feel.

Now just imagine that you are putting your hand in that cold water ... which at first may seem a little shocking ... but very quickly you can notice how that hand begins to feel numb and insensitive. Perhaps in a strangely curious way, even little warm.  Maybe it reminds you of times when you felt this feeling before ... like when your arm or leg has gone asleep ... and is completely numb ... can you noticed that numbness? Yes. That's right!"

When the patient reports being able to feel the numbness in the hand, reach over and pinch the back of that hand ... hard. If the patient. reports an analgesia or even better, an anathema, ask him to move that hand to the area of discomfort and get him/her to place the hand on the area of your discomfort and leave it there resting lightly ... 

And just imagine ... that the numbness is transferring from the hand to that area it's resting on ... and ever so slowly ... ever so easily ... feeling that area becoming ... just as numb as that hand.  Reinforce any comment he/she may make about feeling an increase in comfort, ... and make several suggestions about how that feeling can spread and increase. 

When the experience is over, tell the patient he/she can do that by themselves, and each time he does it, it will be more effective and lasting.


3. Distraction


Our awareness tends to be specific, in that we focus on one sensation at a time as other sensations go into the background. Distraction, then, can move our attention from one sensation to another. For example, you have a headache and suddenly stop your toe, you "forget" the headache and you notice the toe. In patient. care, re-directing the patient's attention to something other than their pain can be very effective. 

Other examples would be, listening to music while in the dental chair, the "slap and jab" injection technique, or telling a child to notice if their blood is a good healthy red as you clean their wound.



4. Transformation of Pain Sensation


All experiences are a combination of the senses. With pain, the attention is given to the kinesthetic aspect of the experience, but others are there, just out of awareness.  

By eliciting all of the sense modalities of the pain, i.e., visual, auditory, kinesthetic, olfactory, and gustatory (the latter two are often absent in pain), you obtain the "structure" of the experience. 

The more detail you can acquire on all the "sub-modalities" of each modality, the more likely a change in comfort level can be accomplished. (See Section 4.4 "Pain Control" for a brief example of this technique). 

Keep in mind that as you bring out the sense sub-modalities, you can notice which of them seems to be causing the most of the pain. Those are the ones to have the patient alter ... for greatest relief.

Note: Most of the time, visual and kinesthetic senses are the active
ingredients. What you are trying to do is change the structure by having the sensations move toward the opposite end of whatever spectrum they report. E.g. red ... blue, hot ... cold, sharp ... dull, etc.


5. BRIEF Cognitive Analysis of The Pain


Assist the patient in analyzing the pain sensations into specific, more benign sensations, such as pressure, heat, tingling, throbbing. This  requires a bit of "dissociation" to work well (as explained below).



6. Dissociation

This is a technique often used with chronic pain sufferers, and
does take some time and a good imagination on the part of the patient. 

You are asking the patient to "disconnect" from their body and go to some other place in their conscious awareness. It is best done after she has put herself into a deeply relaxed state. A simple instruction might be to ask her to just imagine she is floating out of her body and sitting comfortably in the chair beside herself, looking at herself or laying there quietly. 

Perhaps as she watches herself sitting or laying there, she can notice what "that " person can do to make herself feel more comfortable. 

Another possibility would be to ask her to imagine she is out shopping or sunning herself ... while that other part of herself remains in the bed/chair.



7. Easy Age Regression-Progression.


These are simple suggestions designed to retrieve personal pain-free or reduced-pain resources.  After obtaining information about the pre-morbid time of their life, ask the patient. to recall the period before the injury or illness. Help him to make that a very vivid memory by asking for sensory and emotional detail. Also, ask him to go into the future and see himself feeling better.  This positive expectation of freedom from pain is very effective with a patient with acute pain.



8. Pain Acknowledgement and Time-line Reduction


This technique is particularly useful with acute pain. You can speak openly and directly about the discomfort, asking the patient to really
focus on it for a moment, and to notice what he is experiencing now. Then ask him to imagine what will be different WHEN this is BEHIND him. Remind him of how quickly the present becomes the past.



9. Thermal Imagery


Often used with migraine patients, with suggestions for peripheral (hand/foot) warming and central (head) cooling. The rational for this strategy is that suggestions for warming or cooling produce alterations in the patterns of peripheral and cerebral blood flow. That in turn, is thought to be critical for controlling the neuro-vascular instability, that is believed to be the basis for the underlying patho-physiology of migraine headaches (Diamond & Friedman, 1983).

10. Altering Catastrophic Thinking

This speaks specifically to the issue of experiencing gains from other techniques and determining if they are being integrated into the patients. cognitive scheme, to facilitate greater future success.


Catastrophic thinking is usually a result of unbalanced thoughts about the future. The patient. focuses only on the negative (greatly exaggerated), and blocks out any other evidence. The patient. needs to see there are exceptions to their dismal expectations. It is important in this process to fully acknowledge the negatives  (realistically), so that the balanced thoughts are believable. This is not just "positive thinking".

11. Other Techniques

With professional training many other more advanced techniques, can be used by staff to help patients, to achieve comfort and effective pain control. 

Key concept:  ALWAYS  ... Feel free ... to CHANGE ... TO ADAPT ... AND THUS ... TO develop ... THESE techniques ... TO fiT the culture ... THE beliefs ... AND THE VALUES ... of EACH patient ... and ... TO FIT your ... VERY SPECIAL personality and skills!

EXHIBIT F

SOME KEY POINTS

 PATIENT COMFORT:

1.
Patient comfort can be achieved in 15 minutes, to enhance health    

     care and healing.  

2.
Conscious mind is less powerful than the subconscious

3.
Communication - audio, visual, and kinesthetic  - follow the 

     patient's modes

4.
Negative language - replace "pain" with "discomfort"

5.
Relaxation with IRT can be achieved in 1 -  5  minutes

6.
Reframing is immensely powerful for healing

7.
Rapport  is essential for pain control - it is strongly influenced by        

     body language, the first 30 seconds of patient contact

 PAIN CONTROL:
1.  
Pain analysis - 33% physical, 33% memory, 33% fear.

2.
Pain assessment to define limits of discomfort - 13 points

3.
Patient assessment to define opportunities for change

4.
Pain control strategy using:  relaxation, sensory alteration,    

      imagery, distraction, transformation, dissociation, thermal change     

      etc.

5.
Reframe negative cognitive distortions to positive practical 

      expectations.

6.
Find pathways to patient comfort.

7.
Do not use the word pain - refer to "discomfort" to be corrected.

EXHIBIT G  - BROCHURE

CRE - CREATIVE RELAXATION EXERCISE

     CRE 21 - PAIN ALERT - A  ONE DAY TRAINING PROGRAM FOR NURSES & OTHER HEALTH STAFF IN PATIENT COMFORT & PAIN MANAGEMENT 

1.   COURSE DESIGN

This one day program provides members with the opportunity to practice new concepts for helping patients to achieve comfort and control pain. This broadening of knowledge, skills and attitudes creates new opportunities for continuing improvement in the quality of patient care.

2.  Learning ObjectiveS

a. To enhance patient confidence in an active (not passive) role in the health care.

b. To apply proven autogenic techniques for patient pain management and control.

c. To communicate in the patient's own sensory modality (AVK).

d. To use the IRT (Instant Relaxation Technique) for relaxation and pain control.

e. To motivate further practice and study in the future.

3.   COURSE Time:

One day to learn CRE and complete the with ten brief exercises, at the convenience of the learners. Then after practice, customize and repeat some exercises with IRT in 15-30 minutes daily, anytime and anywhere. Further study materials provided,

4.   METHOD:

Lecture/discussion with small group work (with a flip chart) on cases and exercises of practical application. The overall course is designed to provide active learning by doing, which is both efficient and effective. Exercises stimulate, strengthen and relax those parts of the mind and body that allow pain to improve naturally. New research is beginning to show that the mind/body exercise plays a critical role in coping with pain. So stimulate the mind for better pain control.

5. SYLLABUS 

The syllabus of the program includes: concepts of patient comfort, conscious and sub-conscious mind, communication in audio, visual and kinesthetic modes; IRT for relaxation and sleeping, patient assessment, pain assessment, pain control strategies (Relaxation, Sensory change, Imagery. Distraction, Transformation, Dissociation and Thermal change). promotion of positive attitudes for active patient healing/comfort. 

5. SOURCE

Dr Carol Erickson, Dr Dick Hatten and Dr. Bob Boland MD, MPH, ITP (Harvard) and the Team, which includes Dr. Giles Boland (Harvard) and Dr Catherine d'Arcangues (WHO). 33 450 40 8982 robertboland@wanadoo.fr Ch.Garenne,Prevessin 01280 France. Site: www.crelearning.com                                                                                                        



EXHIBIT H -  REGISTRATION AND FEEDBACK



                                    PART A - REGISTRATION 

1.
Basic data:

  CRE 21 – Pain Alert – Patient Comfort and Pain Management
      Date and location:

      Course member:

         Name

         Address

         Telephone

         Email

      Organisation:

2.  Briefly describe your experience in the subject area of the course.

3.   List three personal learning objectives to be achieved from the program.

a.

b.

c.

  
4. Briefly describe a situation you faced in the last six months which involved  the subject area.  How did it arise?  What did you do?  What was the result?  What did you feel?


5. Can you list (below) 10 technical words or concepts, relevant to the subject area,  that you need to use frequently?

     Signed 

EXHIBIT H -  REGISTRATION AND FEEDBACK (continued)

PART B -  FEEDBACK SUMMARY

1.
To what extent did you achieve your personal objectives? Did anything              

surprise you? 

2.
 Do you have any suggestions for improving the program?

3.
 What other programs might be useful to your organization?

4. At this time , what is your overall evaluation of the program. in terms of             

content, presentation, administration and usefulness? 

 

Score  each item below,  from 1 (poor) to  5 (excellent) :

 



Content

 



Presentation 

     


Administration 

    


Usefulness

8.  Other comments: 

1

