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Resumo

Neste relatorio descrexse o trabalho realizado no estagio realizado no Centro de
Estudos Mg&ex para conclusdo do Mestrado &naducéo e Interpretacdo Especializada

no Instituto Superior de Contabilidade e Administragao dPor

De forma a melhor sustentar este relatorio de estagimesentada uma analisebre
algumas teorias de traducdo reg sequéncia dessa mesma andlisee$oolhido o
modelo proposto por Daniel Gouadec como metagialde trabalho. Posteriormerée
feita umabreve analisesobreo texto cientifico, a traducdo ri@ea damedicina e,
também sobre as caracteristicas de um artigo cientifico. Foram @d@sddatas as
dificuldades mais comunsantraducdo de textos meédicos juntamente coma breve
andlise sole terminologia cientifica e médicapés esta revisao teorica, segaeia

fase relativaao processo tradutivonde foram seguidas as fases propostas pelo modelo
de Gouadema elaboracéo da traducéo dos artigos cientifidssartigos insererse na

areada traducao técnicapmeadamentea medicina.

O presente trabalho revelse importante quer na aquisicdo de conhecimentos quer na
pratica do que é a traducfieelanceem ambiente empresarial. Através do mesmo foi
possivel ficar a conhecer de perto muittas especificidades e dificuldades que se

podem encontrar na traducgao técnica.

Palavraschave: traducdo técnica; metodologia de trabalho; artigos cientificos;

medicina.






Abstract

In this reportit is described the work developed during the treshgp in Centro de
Estudos Matex for the conclusion of the Masters degree in Translations and Specialized

Interpretations in thnstitute of Accounting and Administration of Porto (ISCAP)

In order to sustain better the traineeship report it is presemteanalysis of some
translations theories and in the sequence of this analysis it was chosen Daniel Gouadecs
work methodology. Then a brief analysis was made on scientific text, translation in the
medical area and also on ttiearacteristicef a scientiic article. . It wa alsodescribed

the most comma difficulties in tanslating medical texts and together wahbrief
analysis on scientific terminology and medical terminology. After this theorical revision

it followed the phase related to the trarnislatprocessandall the phases proposed by
Gouadec were followedn the translation of the scientific article3he articles

translated are from étechnical translation area, namehgdicine.

This work has revealed to be important in the acquisitioprattice knowledge of
freelance translation in the corporate world. It was also possible to know closely all the

specificities anddifficulties you can find in technicatanslatian.

Keywords: technial translationwork methodology scientific articlesmedicine.
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Introducéo






No ambito do Mestradoem Traducéo e Interpretacao Especializadano Instituto
Superior de Contabilidade e Adminstracéo do Porto,foi desenvolvidoo presente
relatorio de estagiqo quetem como objetivoenquadrar, descrever e analisar a
experiénciaadquirida enquanto tradutora estagiaria.

O estagiogue teve umaluracdode 16 semanas, decorreu no Centro de BstiHex,
umaempresasediadaem Vila Nova de Gaiague ja me acolhe na equipa desde 2009
enquanto explicadora deglés. Em 2011 a empresa decidipandir 0s seus servigos

abrangendga partir de entdm servico de traducéo especializada.

Neste ambitpfoi-me propostppor parte da dire¢cdo pedagdgica do Centro de Estudos
Matex, um estagio curriculana area daraducao cujo objetivo seria ndo s6 de
desenvolver as minhas capacidades enquanto tradutora, mas tand®dar apoio

especializado ao recéaniado departamento de traducao.

Ao longo del6 semanas fane col@wado o desafio de traduzir tré@stigos de texto
cientifico no dominio da medicinaD cliente' cujo interesse nas traducdes era o de
obter artigos para consulta ao longo da sua investigpgdendia apenas a traducao do
corpo de textpi.e, ndo pretendia ver traduzids cabecalhos, rodapés, imagens, tabelas
e suas respetivas legengasssim como outroorpo de textaue fosserrelevantepara

a compreensdao de conteudosng por exemploa seccao de agradecimentos

Os artigos traduzidos dizem respeito as vias anatoémicas da dor que estdo inseridas na
area de dominio da neurologia, e sdo abordadas mais concretamente na area da
neuroanatomfae ao tratamento farmacoldgico da dgendo impasivel inserir o artigo

que trata este assunto numa area de medicina espeddita quea dor e o0 seu
tratamentesao transversais as varias especialidadesedicina existentes.

A traducdo do texto cientificaapesar de seintelectualmentebastante estiulante,
constitui, como pude verificarum enorme desafio devido a todas as suas
especificidadesAssim sendo, senti necessidadaalgsitarestude tedrices na areaa
traducdo eda terminologia estude que sao tambérparte integrantedo presente
relario. Finalmente irei apresentar todos os obstaceld#ficuldades encontradas
traducdo destes artig@scriar umpequeno glosséarigara uso pessoal, de ternds

dominia

! A identificag&o do cliente é confidenciadio podendayor isso , ser revelada neste contexto.
2 Disciplina ministrada na faculdade de medicina






Capitulo | - A Traducao: breve anélise sobre o conceito






Sendo uma aluna licenciada em Assswia e Traducdo, vertente dessAssoria,
considereiessenciabprofundar os meus conhecimentos sobre o conceito de tradugéo.
Nesse sentidalecidireflectir sobre o que é definicdo ddraducdado ponto de vista de

alguns autores. Esta analise preteagfl@larme a refletir melhor sobre as diferégs
perspetivas e interpretacdes existenpEgmitindeme assim, optar por um ponto de

vista e uma abordagem que se adequasse e que me ajudasse na elaboracao do presente
trabalha

Quando consultamos udicionarid, séo varios os significados propostos para traducao

1. Ato de traduzir ou verter de uma lingua para outra
2. Texto ou obra traduzida; versao

3. Figurado: significacdo; explicacéo
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Figurado:

Campos (1986:7)por seu ladoaf i r ma que fAtr aduztraduceeem do v
que significa conduzir ou fazer passa de um | ado para o outroc
traducdo comagi f az er passar de uma | 2ngua para ou:
delas. Quando o texto € oral, falad@-sk& que ha interpretacdo, e quem a realiza entdo
® um i nt ®r p-seedssEnd que Ramat ce autbre a traducdo falada é uma

interpretacédo e nao uma traducao.

O autordefendetambém quenenhuma tradtfio substitui o texto de origemsta néo

passa de umintativa de recriar 0 mesmo e que, este pode ser recriado varias vezes.

N&o se traduz afinal de uma lingua para a outra, e sim de uma cultura para
outra; a traducao requer assim, do tradutor qualificado, um repositério de
conhecimentos gerais, de cultugeral, que cada profissional ira aos poucos
ampliando e aperfeicoando de acordo com os interesses do setor a que se
destine o trabalho. (Campos, 1986:27,28)

7

A traducdo € orientada ainda por dois fatores que sdo a equivaléncia textual e a
correspondénciaofr ma | ou sej a, Auma boa tradu-«o ¢
guanto a forma do original, pois a equivaléncia textual é uma questdo de conteudo, e a
correspondéncidormal, como o nome diz ® uma quest «o de for
1986:49).

% Dicionario online Porto Editoréttp://www.infopedia.pt/ linguaportuguesa/
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Em suma, a traducdoomo processo de comunicacdo perde alguma informéaao
como em qualquer processo de comunicaedste dado deve estar implicito ao longo
do processd\a traducgédo técnicpor exemploisto ndo pode acontecer, o que torna esta

teoria sobre o conceitte traducéo, até certo ponto, pouco relevante para o trabalho.

ParaFrota (1999:55), a traducdo é um processo que consiste em reescrever um texto.
Segundo a autorastedeve ser transformado ndo s6 devido as diferencas entre linguas
mas principalmente, d&lo as diferencas de cultura da lingua de chegbelado em

conta que a traducdo a ser realizada é sobre artigos médicos, e a néaditankngua

de especialidade com especificidadesto propris, estes serdo factores a ter em conta

na traducao.

No entanto,Wyler (1999:97), assume imediatamente que a traducdo ndo passa de uma
interacdoentre duas linguasujo tema e forma estédo relacados com as condicdes

sociais.

Uma das teorias que considerei bastante clara e com a qual concordadéndal que

afirmaque:

A traducdo € um caso particular de convergéncia linguistica no sentido mais
amplo, ela designa qualquer forma de mediacao interlinguistica que permita
transmitir informacéo entres locutores de linguas diferentes. A traducédo faz
passar uma mengam de uma lingua de partida (LP), ou lingoate, para

uma lingua de chegada (LC), ou lingail&o. (Ladmiral, 1979:15)

Newmark por suavez,fai r ma que fia tradu-«o I|iteral ®
uma vez que assegure a equivaléncia refereacialpr agm8ti ca em r el a- «
(198869). Contudo a traducao literal em muitos casos ndo pode ser aplmaida

algumas traducdes visam publieigo que necessitam de uma linguagem mais
simplificadg cabendo assimao tradutor adaptar o discurscamtendo no entanto a

mesma mensagem.

Na perspectiva déaViddowson (1997) por outro lado,a tradugdo conduzos a
associacdo da lingua aprendida com a lingua materna de forma a explorar e a aumentar
0 conhecimento. Isto permite também a criacéo e resotlg;amoblemas comunicativos

gue exigem um conhecimento extra ao conhecimento linguistico.



Este principio naturalmda levanosa associar a lingua a ser aprendida ao
que ja se sabe e a usar a lingua para exploracdo e extensdo do seu
conhecimento. Para usa lingua, em suma, da forma que ela é normalmente
usada. (Widdowson, 1997:158)

Humbolt (1992) defende que ANem todas as pa
noutra lingua. Assim, nem todos 0S conceitos que Sao expressos através de
determinadas palavas numa | 2 ngua, S«O0 O0OS mMesSmMOS na
ndo existe uma palavra equivalente para cada lingua e que determinadagp&lama

determinada lingua desigdeterminado conceit@gnha a ter a mesnafinicdo noutra

lingua.

Primeiranente, tera de ser entendido o significado das palavrasdea@s, ser feita a
traducéo com as transformacfes estruturais e de palavras necessarias. Assim sendo, as
palavras do texto traduzido ndo sepfiopriamente as equivalentesi@ texto original.

Como se pode comprovar através da traducao dos artigos realizada.

Da mesma form&chopenhauer (1992) defende que nédo existem palavras exatamente
equivalentes de uma lingua para outra. Este autor afirma que dependendo do conceito,
uma palavra podera exisipenas numa lingua e assim, esta ser usada noutras linguas.
Assim sendo, quando aprendemos uma lingua estrangeira, ndo aprendemos palavras
mas Ssi m, concei t osse clai Dwe ndvasdonceitos sdo criadosr n a
durante o processo de aprendizaginiingua estrangeira para dar significados a novos

signoso (Schopenhauer, 1992:34).

ParaJakobson (19764) existem trés tipos de traduc@istinguimos trés maneiras de
interpretar um signo verbal: ele pode ser traduzido em outros signogsima linguya

em outra lingu@au em outro sistema de simbolos wv&obaiso

O que significa que a traducdo de um signo da mesma lingua (traducao intralingual)
recorre ao uso de sinénimos ou expressdes equivalentes na traducdo. Na traducdo de um
signo de outra lingudtraducdo interlingual) ndo existe o recurso a equivaléncia
completa das palavras, as mensagens sao interpretacbes adequadas de mensagens
estrangeiras. E por ultimo, na traducdo de sigimgro sistema de signos Réerbais

(traducdo intersemidtica) € faiuma interpretacdo de signos verbaisvasade um

sistema de signos nderbais.Isto quer dizer qu@do existe equivaléncia total entre



linguas mas em termos de conteddo comunicativo é possivel encontrar uma

equivaléncigpara determinada palavra

Bell (1991:6,7)afirma aexidéncia de codigos na linguagem, coédigoscos, com
regras e formas proprias que permitem a traducdo em cgda.li@ autor afirma ainda

que

Toda lingua € uma estrutura formalm cdodigoi que consiste em elementos
gue podem gobinarse paraveiu | ar O6senti dod semO©ntico
um sistema de comunicacdo que emprega as formas do cédigoefeniage
a entidades (do mundeal ou imaginario)ecr i a sinai s que pPoOsSS.I
comunicativo.

O autor(19917) acrescentaian d a o itradute temopcgao, entdo, de fac quer as

equivalénciag or mai s, gue Opr es edoveatondriginal, (s)equet | d 0 s €

as equivaléncias funcionagg,ue o6 preservambé o valor comuni c.

Para Nida (199&pud Mouninop. Cit. 252fia tradu- «o consiste em |
de chegada o equivalente natural mais préximo da mensagem da lingua de partida, em
primeiro lugar no que diz respeito a significacdo e em seguida no que diz respeito ao

estilo. o

Isto tornase ver@de na tradughrealizada dos artigos médicos, uma vezajpencipal
objetivo foi encontrar primeiramentes termos e expressoes de significado equivalente
em portugués de modo a passar mensagem correta e, a segunda prioridade foi

encontrar sempre qussivel as palavras equivalentes.

Estabreve revisdo de literatuisobre as varias perspetivas de varios autores, sobre a
traducdo pemite entender melhor a sua dimensdo e cerighde.Nao existe uma
definicdo universal para este conceito, ndo exista tdrmula magica sobre o que
podera ser. Existem apenagiasperspectivas que procuram definir o ato e o processo

e apontar posturas que o tradutor deve adotar para desenvolver o seu trabalho com

gualidade

Esta andalise permitime tambémentender que #raducdoencontra a sua definicdo

naquele que traduz e na perspetiva que o0 mesmo tem sobre todo o processo de traducéo.
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Contudo, o tradutor deve seguir normas de traducéo para conseguir assim, um processo
tradutivo organizado e eficaz.

Apés considerar ttas as opinides dos varios autores ficou claro para mim que pretendia
seguir uma perspectiva mais pratica e abrangente do trabalho de traducdo. Encontrei

essa perspectiva em Daniel Gouadec.

Gouadec (2007) defende que a traducdo se divide em trés fagestraducdo, a
traducéo e a pésaducao.
Na prétraducao o autor considera que estdo reunidos todos os processos que antecedem
a traducdo. Ou seja, nesta fase é realizada a negociacdo de pormenores como 0O
orcamento ou os prazos de entrega, e, nestao@sgem todos o0s procedimentos
normais predecessores do processo tradutivo. Aqui, o texto para traducéo € entregue e é
feita a recolha de materiais necessarios para realizar a traducéo.
A prétraducao inclui todo o trabalho de base que leva a traducasieire.
entender o documento fonte, encontrar toda a informacéo relevante assim
como, a terminologia, fraseologia e memorias de traducdo para realizar a
traducdo e tornar o material da fonte pronto para traduzir. (Gouadec,
2007:20%

Apés acordar com oliente todos os detalhes do trabalho, passaa traducdo
propriamente dita. De acordo com Gouadec (2004) podemos subdividir esta fase em

trés:

- Prétransferénciai aqui estdo reunidas todas as operacdes que irdo levar a
traducdo ou seja, preparacao deamais necessarios para a traducdo como por
exemplo glossarios, dicionarios, pesquisa de textos sobre o tema na lingua de
partida e na lingua de chegada, memodrias de traducéo, etc. Concluida esta fase

podese passar entao para a seguinte.

- Transferéncid durante a transferéncia o tradutor ira fazer uso de todo o material

previamente recolhido e fazer a tradugao propriamente dita.

- Péstransferéncid aqui é feita a revisao linguistica, estrutural e terminolégica

do texto de forma a garantir que a tra@tugeja de qualidade.

*Nossa traducéo.
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Na pos traducao, séo feitos os ultimos preparativos de correcao, edicdo e formatacao de
texto. Uma vez realizados todos estes procedimentos a traducdo pode ser entregue ao
cliente.i A jradscéo inclui todas as tarefas que sdzaa apds todo o material ser
traduzidoe a sua qualidade ter sido verificala ( Gouadée.c, 2004: 25

Esta perspectiva permite uma divisdo por fases de todo o processo tradutivo e assim,
conseguese, na minha opinido organizar e dividir melhor todo o thabassim sendo,

e por considerar o modelo de Gouadec bastante funcional e pratico segui 0s passos
propostos pelo autor ao longo da traducéo dos artigos, tal como descrito no capitulo IV

no ponto 4.3.

®Nossa traducéo.
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Capitulo Il - O Texto Cientifico: Caracteristicas
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O texto cientifico pode ser visto através de trés perspetivas que dizem respeito ao seu

conteldgao seu objetivo e as suas caracteristicas.

Podese considerar cientifico qualquer texto que, além de ter o seu conteudo ligado a
area da ciéncia no seu esigulro, obedeca a um conjunto de regras. De acordo com
Eco (1998) um trabalho cientifico e o seu valor degemdevido as seguintes

condicoes:

Y O objeto em estudo deve ser de tal 14

possa identificar.

Y A pesquisa neste tipo de trabalho dev
ainda sido descritos ou fazer uma nova analise de um angulo diferente sobre o

que ja bi dito.

Y Este tipo de trabalho deve tamb®m ter

ou conhecimentos para além do que ja se conhece.

Y Por Yal t 1 mo, esta pesquisa deve tamb

confirmar ou contrapor as hipéteses apresentadas.

Além destes quatro topicos sugeridos por Eco, o texto cientifico, normalmente
publicado sob a forma de artigo, deve ser claro quanto ao publico a que se destina, o0 que

trds algumas consequéncias ao nivel da estrutura e tipo de escrita.

Muitas vezes este tipde artigo ndo € estudado apenas por especialistas das areas em
estudo. Assim, devemos sempre pbér em hipotese a possibilidade de o trabalho ser

divulgado e chegar a ser analisado por outros especialistas de outras areas.

No caso da traducado que foi objeleste relatorio de estagio, o texto traduzido pertence

a area de dominio das vias anatomicas da dor, mais concretamente da neurologia e da
farmacobgia da dor. Estas traducfeddrservir de apoio a um especialista da area da
psicologia e poder&o ainda rser analisadas pelo publico geral. Alguns alte@s
unanimes quando definem e caracterizam as normas dos textos cientificos. Para estes

autores o texto cientifico deve ser:

® Azevedo (2006); Ceia (1995); Eco (1998); Estrela (2006); Serrano (2004).
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1. Simples:

Esta caracteristica torna o texto cientifico acessivel a todo ddifmitor. Este tipo de

texto ndo necessita recorrer aos adornos de retérica pede antes o uso de um vocabulario
mais comum e uma construcao gramatical simples com frases curtas e varios paragrafos
(Cf. Serrano 2004:57).

2. Claro:

Para um texto cientifico sefaro, a estruturacéo das ideias deve estar bem organizada
para que o leitor possa acompanhar e entender facilmente o tema desenvolvido no texto.

Para Serrano (2004:5®) um texto é claro quando:

1 O autor utiliza o pretérito perfeito (passado) quandodealsituactes observadas

ou executadas e o presente para fazer afirmacfes sobre factos.

1 No que respeito a terminologia o autor repete um determinado termo do inicio ao
fim do trabalho evitando assim o recurso a sinénimos. Assim, deve também

explicar o usao termo e o significado que este tem para o trabalho.
1 O uso de siglas e abreviaturas é feito com moderagéo.

1 O autor ndo faz juizos de valor e evita 0 uso das reticéncias e dos pontos de

exclamacgéo.
3. Preciso:

Percebese a precisdo de um texto cientifico @ percebemos a presenca ou auséncia
de equivocos e ambiguidades. O autor do documento deve verificar se todos os dados

do texto estdo a ser usados corretamente.

4. Breve:
Um texto cientifico sO pode ser considerado breve se no seu conteudo fornecer apenas
informacao essencial. Para Serrano (2004) isto sO é possivel se o autor do texto:

- Nao desenvolver ideias sem qualquer valor para o tema.

- Evitar repeti¢des de ideias ao longo do trabalho.

16



- Evitar o recurso de adjetivos e advérbios.

- Evitar 0 uso de>gressdes sem importancia que ndo acrescentam informacao

atil ao tema.
- Evitar fazer juizos de valor ou exprimir as suas emocoes.

Apesar de algunsutore$ defendeem que o texto cientifico deve ser breve, claro,
simples eprecisoé necessarigpara o teto ser apelativo e eficap autor recorrer a

solugdes linguisticas de uma forma criativa.

Relativamente a traducao do texto cientifico eswder em conta o estilo pois é uma
das principais caracteristicas a ter em conta na traducédo deste tipo d© testido
representa a forma da escrita, a selegdo dos termos a utilizar, e a forma como o autor

estrutura o texto, podendo a linguagem de um dominio especifico ser muito complexa.

2.1. Estrutura do texto cientifico

O texto cientifico funciona como quakyuoutro tipo de texto quanto a sua forma. Este
deve ter, tal como os restantes tipos de texto, um principio, um meio e um fim ou
podemos também dizer que deve ter introducdo do tema a debater, um desenvolvimento

e uma conclusdo. Relativamente a organizagdncreta do mesmo, deve seguir a

segu inte estrutura:

l.Introducéo
A Introducaotem como objetivo contextualizar o leitor sobre o tema do artigo. Aqui é
feita uma apresentacdo global do estudo realizado delimitando a abordagem tomada
sobre o assunto, adjetivos e 0s motivos que levaram o autor a fazer a investigacéo
colocando de seguida questdes as quais ira tentar encontrar respostas. Aqui também é

destacada a metodologia de trabalho seguida.

2.Desenvolvimento
No desenvolvimento, o autor tem comoailjo expor e discutir as teorias que utilizou

e/ou experimentou para esclarecer o problema. Deve apHs®®tdelaciondas com

" Azevedo (2006); Ceia (1995); Eco (1998); Estrela (2006); Serrano (2004).
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as questdes que colocou inicialmente. Aqui sdo também apresentados os argumentos

teoricos e/ou resultados sustentados palalna de dados na investigacéao.

3.Materiais e métodos
Esta seccdo da estrutura do artigo cientifico deve ser bem sintetizada mas muito precisa
de forma a conter toda a informacdo necessaria para o caso de a experiéncia vir a ser
repetida por outra pessoEsta parte da estrutura é essencial para se compreender

melhor a experiéncia a realizar.

4 Apresentacéo de resultados
Descricdo com registo e tratamento de dados de toda a experiéncia.

5. Discusséao
Interpretacdo de resultados através da comparacdo domosie€om o objetivo da
investigacdo. Aqui o autor evidencia todos os conhecimentos adquiridos através dos

resultados obtidos.

6. Conclusao
Aqui sdo expostas as conclusbes e as descobertas da investigacdo. Sao também

respondidas as questbes e objetivos ptopasa introducao.

2.2. O Artigo Cientifico

O artigo cient2fico A® um text eciakzadoe i t o p a
tem o objetivo decomunicar os dados de uma pesquisa, seja ela experimental, quase
experimental ou doene nt al 0 , 208l zpeBR) &gdedipo de artigoonsisteentéo,

num trabalhotécnicocientifico e funciona como um instrumento de difusdo de
conhecimentosientificos. E uma argumentacédo apoiada em autores conceituados com

guem sepodeconcordaou discorda

Este tipo ddrabalho normalmente, resulta de investigacdes experimentais, de estudos,
de trabalhos de revisdo bibliografica ou entdo servem para atualizar informagéo
existente a partir de novas descobeffthgitas vezes o0 que acontece é, que depois da

elaboracédo de umelatério de investigacdo bem sucedido, a sua publicacéo cdimdere
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0 estatuto de artigo cientifico. Para uma boa redacdo de um artigo segundo Azevedo

(2001)é necessério ter em mente o seguinte:
-N&o se devem fazer generalizacoes;

-N&do se devem repet palavras (devemse usarsindnimos sempre que

possive;

-N&o se devem apresentar redundancias;

-Naose devenutilizar citacdes diretade forma excessiva

-Naose deve sobrecarregar o texto com notas de rodapé desnecessarias.

Na redacdo de qualquartigo cientifico € extremamente importante ter em mente o
assunto, o destinatario do artigo e o seu objetivo. Deve também ser estruturado de forma

coerente e obedecer a uma sequéncia de ideias estruturadas.
O artigo cientifico segue por norma a seguisteueura:

1.Titulo,

2. Autor;

3. Resumo e Abstrgct

4. Palavrashave;

5. Conteudo (Introducédo, deseitvimento e concluséo);

6. Referénciabibliograficas.

Seguindo estas ideigsrnase entdo possivel alcancar a redacao de um artigo cientifico
coerentee bem estruturado quanto a sua forma e contetdo. Assim sendo, € aconselhavel
ter presente queuer ao escrever um artigguer ao traduzjr se devem seguir
determinadas normas para que este seja ndo sO um sucesso em termos de conteudo

cientifico mas tambénde facil entendimento por parte do leitor.
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A traducdo existe, de certa forma, desde que o ser humano sentiu necessidade de
comunicar com outros grupos da mesma raca. Esta tem sido essencial para a propagacao
do caohecimento cientifico pois sem esta 0s conhecimentos cientificos ndo seriam
entendidosias diferenteinguas e, consequentementa ciéncia ndo seria desenvolvida

nem difundida universalmente.

E importante mencionar que a medicina é uma das ciénciagstaiadas e mais bem
documentadas ao longo da historia e, de acordo com Fischbach (1993), esta area é a que
tem registos mais antigos desta sua histéria. Prova disto € a existéncia de vestigios da
civilizagdo grega e romana na terminologia médica. Asgamos a importancia que a
traducédo exerce sobre este tipo de texto pois sem ela a difusdo de conhecimento seria

impossivel.

A traducdo médica tem algumas caracteristicas especificas que a distinguem dos outros
tipos de traducdo, das quais os tradutore®megstar cientes. Esta é uma atividade
profissional determinada pela tarefa a realizar, tal como em qualquer outro tipo de

traducéo, que envolve a adaptacéo de diferencas culturais.

Este tipo de tradugcdo envolve a comunicagdo de conhecimento entre varias
especialidades sejam elas da éarea especifica da medicina ou de outro tipo de

conhecimentos especificos como psicologia, sociologia, economia, etc.

3.1. Tipos de textos médicos

Os textos médicos sdo no fundo um tipo de texto cientifico e, por isso, deedater

as mesmas normas de simplicidade, clareza, precisdo e brevidade. Contudo estas normas
poderdo ser seguidas com maior ou menor rigor dependendo da exigéncia do tipo de
trabalho em que se integra. Os tipos de texto médicos dependem da forma como

abodam o tema, o seu publiavo e por fim o seu objetivo.

Os tipos de textos médicos existentes podem, muito resumidamente, ser enquadrados na

seguinte tipologia:

1 Relatérios;
1 Apresentacdes orais (dependem sempre de uma preparacéo escrita prévia);

1 Artigos;
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9 Trabalhos cientificos;

9 Livros.

Estes sdo os tipos de textos médicos mais comuns e, é fundamental que o tradutor
perceba que tipo de texto se encontra a traduzir para poder respeitar as caracteristicas do

mesmoNo caso da traducao que realizei o tipo aéotéraduzido é o artigo cientifico.

3.2. Dificuldades mais comuns na traducéo de textos médicos

A capacidade de detetar e resolver problemas de traducdo € uma capacidade que é
essencial na prética da traducdo. Uma das grandes dificuldades na tradwegdosde t

médicos é exatamente detetar um problema de traducéo.

De acordo com Vincent Montalt Ressurreccio e Maria Gonzalez Davies (207058
um problema de traducdo pode ser definido como um segmento que pode ser um
segmento de texto ou um texto peloaaglie leva um tradutor a fazer uma escolha

cuidada de uma estratégia de traducao.

De acordo com Nord (2005) as dificuldades na traducéo existem independentemente de
guem traduz. Estas dificuldades surgem gracas as diferencas entre linguas provenientes
de culturas muito diferentes. Contudo de acordo com Wijdeveld (2010) existem alguns

problemas que sdo, com maior frequéncia associados, a traducdo médica. Para o autor

estas dificuldades surgem devido aos seguintes aspetos:

1 Conotacéo e registo;
1 Terminologia;

1 Convencdes culturais.

Conotacao e reqisto

Este tipo de dificuldades diz respeito as disparidades de conotacdo de termos
dependendo da situagcdo de comunicagcdo em que se usam. Isto significa que um termo
meédico pode ter uma conotacdo em textos médicos eutea em textos de outros

registos nao medicos.

ApoOs alguma pesquisa consegui perceber que nestes termos existe um exemplo simples

e que torna isto bastante 6bvio. Esta palavra, em principio, é simples de traduzir no
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entanto, em termos médicos essa tradu@pesar de ser facilmente percebida, ndo € a

correta.

A palavra Alegso num registo normal n«o esp

bY

Em medicina a tradu-«o0o correta para filegso

Obviamente que um meédico ao receber a mensageam a pal avra fndper
entender de que se tratam dos membros inferiores no entanto, na linguagem médica ndo

€ o termo correto a aplicar.

Terminologia

A terminologia é um campo de pesquisa interdisciplinar relativamente recente, com
relacdes estreitagom a linguistica e a ciéncia cognitiva, mas com raizes nas
necessidades de organizacdo de termos e de conceitos das disciplinas técnico
cientificas Para Sager (1990:20), uma teoria da terminologia € uma fearianc er ne d
with those aspects of the natusewd the functions of language wich permit the efficient
representation and transmission of items of knowledge in all their compleiity

cencepts and conceptual relationships
Este autor descreve a teoria da teotuigia como tendo trés tarefas basicas:

(é) it has to account for sets of conce
structure; it has to account for sets of interrelated linguistic entities which are
somehow associated with concepts grouped and structured according to
cognitive principles;it has, lastly, to establish a link between concepts and

terms, which is traditionally done by definitiogSager, 1990:21)

Terminologia, referese entdq ao estudee ao uso déermos, ou sejaserve paradar
especificidade a palavrasimples e compostague sdousadasnormalmenteem
contextosmuito especificos Esta referese também a uma disciplina que estuda a
designacaale conceitos a uma determinada area de atividade através de investigacao

dos termos dentro do contexto em que se insere.

Para a tradup, a terminologidem um papel central na correcdo técnica dos textos

traduzidos. Para os profissionais de traducéblizacdodos recursos terminolégicos é
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feita através da criacao dssarios bilingues através da utilizacdo de ferramentas de
controlo de qualidade de traducdo que ig@mitir que um determinado termo possa
ser traduzido sempre de igual forma ao longo de todo o texto.

Para Oliveira ( 2 0nasbeu, 3psenaalmentey daiuma necessidae
pratica de gestdo, harmonizacdooue/normalizacdo dos termos de éareas de
especialidade, com vista a optimizacdo do(s) processo(s) comunicativo(s),liirono

e/ ou multilingues, em contextos especializ
gerir melhor todo o vocabulario de conhecimetds varias areas de especialidatie

modo aque este esteja mais facilmente acessivel a todos os especialistas.

Encontrar termos equivalentes uéna das grande dificuldadesno desenrolar do
processo de traducdo pois, em algumas situacdes, podera ha/domae uma opcgao.
Assim, o tradutor deve ter em conta o nivel de conhecimento do leitor alvo para tomar

as suas opcdes sem esquecer que a mensagem deve, no entantsergrder

Por fim, temos ainda o problema da eponfmiaoblema este que ndo éforme pois,

um epdénimo na lingua de chegada pode ndo ter a mesma denotacdo que na lingua de
oigem.Par a Davies e Resurrecci - (2007:230) AN
mei os | ingu2sticos condi-»es histtoresi cas e
(2007:230) duas tendéncias com relevancia no desenvolvimento da termiséogia
harmonizacae a unificacdq por um ladoge a variacao e inovac¢aoor outrogue Sao 0s

dois lados da moeda ou seja, complemergara o tradutor ndo deve ignorar Imema.

Por vezes, é também requerido que alguma terminologia técnica seja evitada para que o

publico ndo especializado possa entender o contetudo do texto.

Convencoes culturais

Estas dificuldades surgem na conotacédo de termos e na forma de express&sideias.

guestao aparece principalmente relacionada com as normas de escrita de cada cultura.

Neste ponto Ressurrecci6 e Davies (2007) acrescentam que textos médicos de

ambientes culturais especificos podem refletir alguns elementos que se vao diferenciar

A eponzmia (palavra aqwe drfo oGrseeguo nsoingen i & i wma ac dGiigs a o) con
adjectivo, de um substantivo ou de um verbo a partir de um topénimo ou de um antropénimo. Ex: sebastianismo
ficren-a de que a resolu-«o0o dos probl dmasmpselai vados maci en
YD. Sebasti «o
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culturalmente. Alguns destes elementos segundo os autores (Ressureccio e Davies
2007:176) sao:

-unidades de medic&o ou peso;

- referéncias a sistemas administrativos ou de saude;

- normas sociais ao lidar com grupos étnicos, grupos com deficiéncias, etc.

-var i edade de graus de formalidade, signi
- elementos de conhecimento popular;

- grau de democratizacdo do conhecimento médico;

- diferencas na relagéo pacienteédico;

-média do conhecimento médico da populacao;

- status e prestigio de uma determinadalicao médica;

- diferengas em nocdes basicas de sensacdes tais como quente, frio, doce, etc

Neste sentido percels® a necessidade de uma-paglucdo antes de iniciar um
trabalho de traducéo. O tradutor deve estatextualizadmao s6 ebre oassunto a ser
traduzido mas também, conhecer a cultura médica de uma forma geral para poder

solucionar os problemas de cariz cultural que poderé&o surgir.

3.3. Terminologia Cientifica

O Manual de €rminologia descreveterminologiacomoum A conjtermoso de
técnice pertencentes a uma ci °ncia, uma arte,
exemplo, aterminologia da medicina ou a terminologia usada pelos especialistas em

computa-«o0. 0
A norma ISO 704:2008escreve o trabalho terminol6gico como sendo

multidisciplinar e serve de apoio a varias areas (e.g. epistemologia, filosofia
cientifica, linguistica, estudos de traducdo, ciéncia informativa e ciéncia
cognitiva) no seu estudo de conceitos e as suas representacdes na linguagem
especialzada e geral. Combinalementos de varias abordagens teoricas que

lidam com a descricdo, regulamentacao e transferéncia de conhecitfiento.

® Nossa tradugéo.
12 Nossa tradugao.
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A terminologia assumse entdo, como um elemento basm andliseda lingua de

especialidade ea sua percepco
Para Cabré (1993:103)

As linguagens de especialidade séo os instrumentos basicos de comunicacao
entre 0s especialistas. A terminologia € o elemento mais impqrtguée
diferenciando so6 as linguagens de especialidade da linguagem comum, mas

também as diferentes linguagens desegglidade entre si.

Na traducédo, a escolha de um terespecificoé mpre dificil, contudo, segundo
Wright (1997) para um tradutor ou terminologista, ao lidar com terminodagiacifica

estes devem conseguir distinguir:

- palavras de linguagem geral qumdem ser satisfatoriamente encontradas

em recursos lexicogréficos gerais

- termos cientificos mais abrangentes que se aplicam a outras areas além da

gue esta a ser abordada

- terminologia especializada especifica que deve reunir o essencial de
terminologa para o projeto em maos.(wright 1997:20)"
Esta distingdo € essencial na realizacdo de uma traducao cientifica e deve ser levada em

conta pelo tradutor.

3.4. Terminologia Médica

Segundo um estudo descrito no liicainguagem Médicade Joffre M. de Rerele

(2004) sobre os fundamentos da terminologia médica, todas as areas do saber
necessitam ter uma terminologia prépria, tendo a medicina desenvolvido também uma
linguagem propria. O autor considera que para facilitar a aprendizagem desta lingua ou

da suaerminologia é util ter conhecimento linguistico da formacao de palavras.

1 A palavra manto na area de especialidade da Histéria significa uma espécie de capa usada, por pessoas com sangue
real ou de descendéncia nobre, em eventos solEmgSeologiaa palavra manto @ma zona do globo terrestre entre

a crusta e o nucleo

2 Nossa tradugao.
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Primeiramente é importante mencionar que o autor, assim como Davies e Resurreccio
(2007:232), considera que a maioria dos termos médicos tém a sua formacao a partir de
radicais, prakos e sufixos de origem grega e latina que tém como objetivo simplificar a
linguagem, dar maior precisdo no significado das palavras e permitir um maior

entendimento cientifico entre diferentes idiomas e culturas.

Na terminologia médica o entendimento ntiico deve ser universal para que a
comunicacao seja simplificada e perceptivel em qualquer parte do mundo e algo que
facilita esta comunicacdo € a existéncia de varios termos com origem no grego e no

latim.

O uso de radicais de origem grega e latinalaja simplificar a expressao por poucas

palavras certos conceitos que de outra forma se tornariam muito extensos.

Por fim, os autores Davies e Resurrecci
traducdo mais de metade do tempo € investido a detetar e heergsmblemas

terminof.gicos. o

Concluise entaq que a familiarizacdo de termos especificos da medicina e a solucao
da problemética terminologica (neologismos, sindénimos, polissemagjster
mismatchessao aspetos fundamentais na formacéo continei@ guadutor profissional

deve tepresentes

Esta breverevisdo tedricaserviu para me fazer entemdem pouco melhopo queé a
traducao dadas as lacunas que semti pao ter tido formacdao nivel dageorias de

traducao.

Consequentementeptei porum modelo de tradu¢donodeloproposto poiGouadec)
gue considerei ser 0 mais adequpdm a realizacaga traducamo contexto de estagio

curricular no ambito do Mestrado efnaducéo e Interpretacéo Especializada.

Esta andlise tedricsolidificou, tambén, o desenvolvimentoadprocesso tradutivque

se seguiu no ambito do estagio

3 Nossa tradugao.
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Capitulo IV - Estagio no departamento de Traducéo do Centro de Estudos Matex
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Como mencionado anteriormente, o presente relatorio diz respeito aapo egtie
decorreu no centro de estudos Matero seu departamento de traducéo. Este estagio
foi realizado no ambito do Mestrado de Traducdo e Interpretacdo Especializada

ministrado no Instituto Superior de Contabilidade e Administragdo do Porto.

A oportunidade da realizacdo deste mesmo estagio surgiu com a criacdo de um novo
departamento dentro da empresa onde ja exercia as funcdes de explicadora de inglés
desde 2009. Este novo departamento oferece aos clientes do centro de estudos um novo
servico na areala traducdo. Estando eu a frequentar o mestrado de Traducdo e
Interpretagéo Especializada no ISCAP, foi conveniente tanto para a empresa como para
mim, fazer este estagio para, posteriormente, poder assumir, aliado as restantes funcdes

ja desempenhadascargo de tradutora da empresa.

14WWW.matex.no.sapo.pt
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4.1. Descricao da funcéo e objetivos do trabalho de traducao

Aliadas as funcdes que ja desempenhava, no centro de estudos Matex enquanto
explicadora, as minhas funcdes enquanto estagiaria responsavel dandeprtde

traducao consistiram em receber clientes e respetivos pedidos de orcamento.

Deveria também certificane que toda a documentacéo contratual ente cliente/tradutor
era tratada e, depois de todas as negociacdes com o cliente estarem finalizadas e
devidamente estipuladas em contrato, e com a devida aprovacao da direcdo devia entédo

iniciar o projeto de traducéo requisitado.

Durante o periodo de estagio surgiu a oportunidade de traduzir trés artigos cientificos da
area da neurologia e farmacologiadta. No entanto, é importante mencionar que o
cliente pretendia apenas a traducao do corpo de texto, excluindo assim tabelas, figuras e

respetivas legendas.

N&o sendo o cliente um especialista da area de dominio o objetivo da traducdo destes
artigos cierificos passava pela traducdo do inglés para o portugués de forma a que o
publico em geral pudesse entender um pouco mais sobre os temas tratados em cada

artigo.

Contudo, a necessidade do cliente passou por conhecer os homes dos termos ingleses
em portugué sem necessitar que substituisse os termos por uma explicacdo simples dos
mesmos. Desta forma foi necessario estar alerta para o surgimento de dificuldades de

traducéo ao longo da evolucéo do processo de traducéo.

Assim, outro objetivo deste trabalho gaspor estar alerta para o surgimento de

dificuldades de traducao e criar estratégias de solucéo para cada dificuldade.
Os artigos traduzidos foram:

-Pharmacological Management of Persistent Pain in Older P&tsons

-Visceral Paif®

- Anatomy, physiology angharmacology of pair

15 Journal of the American GeriatriSocietWolume57, Issues, pagesl331 1346 August2009
1% Maria Adele Giamberardino
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4.2.Apresentacdo breve dos artigos a traduzir

O artigpi Phar macol ogi cal Management odumPer si st
artigo publicado pela Sociedade Americana de Geriatria e veio atualizar o guia de
tratamento de dor persisterja existente. Este artigo foca a conduta e o tratamento da

dor em idosos, através de farmacologia.

Nele encontramosima descricao detalhada de como deve ser feita toda a avaliagdo do
paciente e de como deve ser feito o tratamento. Relativamente &dterapia é feita,
também, uma descricdo detalhada dos varios tipos de tratamento, com especial detalhe
para os analgésicos opibides e ndo opiodides, juntamente com 0s seus riscos e beneficios.
E feita também a descri¢cdo de medicacéo adjuvante. Por fipnegeatado um guia de

recomendag0des relativamente a todos os tratamentos farmacolégicos.

O artigo AVisceral Paino faz parte de uma ¢
estudo da dor e fala essencialmente sobre a dor visceral. Este descrevemdmgac

visceral na sociedade. E feita também uma descricdo geral do quadro clinico deste tipo

de dor e, posteriormente, a descricdo das diferentes perce¢cdes sobre a doenca para 0s
idosos e entre géneros. Por fim, é apresentado o tratamento que pguanido a

origem da dor € identificavel, diagnosticar e aliviar os sintomas da dor visceral.

O %l timo artigo, AAnat omy, physiology and
publicacGoANAESTHESIA AND INTENSIVE CARE MEDICIMElescreve a forma

como a dor é @andida pelas vias neurais. Define também, a sensibilizacdo periférica e
central na dor crénica assim como, 0s mecanismos descendantbs Estabelece

também uma definicdo sobre a dor visceral e neuropatica, apresentando, por fim, a

farmacologia para vatamento da dor.

1" Ryan Moffat Colin P. Rae
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4.3.Planificacao e descricdo do trabalho
Na sequéncia da revisdo da literatura foi necessario tomar uma deciséo relativamente a

metodologia a seguir. Tendo em conta as caracteristicas do texto, decidi aplicar o
modelo de Gouadec canmetodologia de traducao. A escolha deste modelo exmnt
por considerar qua divisédo do processo tradutivo em fases me facilita a organizacao e

estriuracdo do trabalho de traducédo e me conduz através das diferentes fases.

4.3.1. Prétraducédo

Nesta fae inicial surge o primeiro contacto com o cliente. Aqui sdo discutidos com o
cliente todos os pormenores relativos a traducao. Apds aprovacdo da administracéo, é
entregue o respetivo orcamento ao cliente € combinado o prazo de entrega do trabalho o
conteo concreto a traduzir e a forma como o cliente pretendia a apresentacdo do

trabalho.

Apobs os pedidos de orcamentacédo e discussao de pormenores de realizacdo do trabalho

com o cliente, o prazo para realizacao do trabalho foi de 12 semanas.

O cliente pediwainda que fosse traduzido apenas o corpo de texto, como explicitado
antes. O Ynico quadro que pediu para ser

physiology and phar macol ogy of paino com

algumas definicdes relevantes diguas termos.

Relativamente a apresentacao do trabalho, dado ndo necessitar dos quadros, das figuras
e respetivas legendas, estas foram ocultadas apés a traducéo a pedido do cliente.

Por fim, fiz uma leitura integral dos artigos. Através desta leiturifiquesi que estes

artigos da area de dominio tém terminologia bastante especifica e tém como- publico
alvo principalmente, profissionais da area da medicina. Contudo, e como é o caso do
cliente, tanto o publico em geral como especialistas de outras areasingam
curiosidade ou necessidade de aprofundar o seu conhecimento sobre a matéria podem

ter também acesso aos artigos.

Assim, fiz uma pesquisa, maioritariamente online, sobre as areas de dominio de forma a
conseguirconhecer melhor o dominio de espkdade e assim, conseguir proceder

numa fase seguinta traducéo tendo ja algum conheameecientifico sobre dominio.
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4.3.2. Traducéo

A fase da traducdo, como ja referenciado anteriormente, esta dividida em trés etapas: a
prétransferéncia, transfaréia e pégransferéncia. Muito resumidamente, a primeira
etapa é no fundo, a fase em que se criam todas as condi¢cbes para se poder iniciar a

transferéncia. As duas etapas seguintes dizem respeito a traducdo em bruto.

Prétransferéncia

Visto se a primeiratraducdo da area diominioda medicinajue realizei, optei por ndo

usar ferramentas de traducéo pois naatupelqguer memaoria de traducao aesta

De seguida, para conseguir entender melhor os artigos, para me contextualizar melhor
sobre os concls presentes e solucionar eventuais problemas de traducéo, realizei uma
pesquisa online e consulta de bibliografia sobre as areas de dominio dos artigos e areas

paralelas que considerei relevantes.
Fiz ainda levantamento de alguns recursos terminolégidose.
Transferéncia

Nesta etapa iniciei a tradugédo, encontrando de imediato algumas dificuldades de
traducao da terminologia que irdo ser descritas com maior detalhe no capitulo seguinte.
Aqui, para solucionar os problemas de traducdo que foram sunmgicdisi a pesquisa

feita na etapa anterior.

Pdstransferéncia

Visto estar a trabalhar ha véarias semanas na traducdo, antes de iniciar esta etapa
considerei relevante ndo rever imediatamente o trabalho. Fiz um curto periodo de
descanso, cerca de um die gue aproveitei para rever alguma terminologia utilizada.
Este periodo serviu para desligae do papel de tradutora e conseguir encarnar o papel

de revisora de maneira a conseguir um olhar mais critico, sobre a tradugéo. Fiz
inicialmente uma nova leiturmtegral dos artigos ja traduzidos para detetar qualquer

falha lexical e, a medida que foram surgindo algumas falhas, fiz as correcdes

necessarias.
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Posteriormente, entreguei o trabalho para revisdo cientifica a um especialista da area da
medicina que rau todo o contetdo e terminologia dos artigos. Por fim, fiz uma ultima
revisao estrutural e gramatical para garantir que nada falhou ao longo do processo de

traducéao e revisao.

4.3.3. Pédraducao

Nesta ultima fase iniciei os ultimos preparativos antesrdeega final do trabalho a
cliente. Procedi a formatacdo do trabalho e retirei todas as tabelas e figuras acordadas

em excluir. Depois de tudo isto, temos entdo o trabalho pronto para entregar ao cliente.

4.4. Problemas de traducao e respetivas solugdes

Na traducdo da lingua inglesa para a portuguesa, € dificil evitar o aumento do niumero
de palavras pois a lingua inglesa € bastante precisa e direta o que ndo acontece na lingua

portuguesa.

Sendo os textos a traduzir artigos cientificos e, tendo estessme#tas uma estrutura

de apresentacdo especifica, necessitam grande parte das vezes que se mantenha, dentro
do possivel por motivos estruturais, um namero de palavras aproximado ao do original.
Visto estes artigos ndo terem o0 objetivo de serem publicades destinarem a um
especialista de outra area, e tendo autorizacao por parte do cliente, optei por traduzir de
forma a ndo ficar obcecada com o nimero de palavras e a conseguir um texto mais

fluido para melhor compreenséo do cliente.

Desta forma, relatamente ao niamero de palavras e apds o corte de tudo o que néo

interessava ao cliente ver traduzido:

-O artigo AVisceral Paino tinha original men

ficou com cerca de 3200 palavras.

-O artigo AAnaaoctyphphwpatcol ogy of cpraai no t i n

de 1990 palavras e apo6s a traducéo ficou com cerca de 2100 palavras.

- O ar tPhagnacoldgicaMa nage men't of Per si st gnha Pain
originalmente, cerca de 8000 palavras e apos aciiadicou com pouco mais de 8500

palavras.

-Siglas e Acrénimas
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Aqui, tentei sempre que possivel, traduzir as siglas ou acrénimos para o portugués.
AGS- American Geriatrics Society Sociedade Americana de Geriaf@A\G)

IBS - Irritable bowel syndromeY S4 Sindrome do intestino irritavelM{sceral
Pain);

CNS- Central nervous systenlY S N Sistema nervoso centrdliéceral Pair);

IASP - Internationl Association for theStudy of Pain Y Al ED
Associacao Internacional para o Estudo da DRaraiomy, physiology

and pharmacology of pajin

British Pain Society- BPSY S B-DSociedade Britdnica da Dor
(Anatomy, physiology and pharmacology of pain

Contudo, existiransituacdes em quein traduzi os acronimos ou siglas, nomeadamente,

nomes de ferramentas usadas na avaliacdo do risco de uso de opioides:

- ORT1 Opioid Risk Tool Pharmacological Management of Persistent
Pain in Older Persorns

- SOAPRR - Opioid Assessment for Patients WwitPain

(Pharmacological Management of Persistent Pain in Older Pejsons

- COMM - Current Opioid Misise Measure(Pharmacological
Management of Persistent Pain in Older Pergons

Estas siglas e acrénimos ndo foram traduzidos pois 0 nome destas ferranetéas na
traducao para portugués, sendo, na linguagem méaiteecidas e referenciadas pelo seu
nome, acréonimo ou sigla em inglés. Estas devem surgir apenas em italico e com a
respetiva sigla ou acrénimo entre parénteses. Cheguei a esta solucdo de &rpdujdo
consulta daim especialista da area médica.
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-Dificuldades de indolestminoldgica.

As maiores dificuldades de traducdo sentidas ao longo deste trabalho foram
essencialmente ao nivel da traducédo de termos especificos. As solugbes para estas
dificuldades foram resolvidas essencialmente através da investigacdo feita sobre o
tema de dominio e ainda, com a ajuda de um especialista de medicina que

posteriormente fez a correcao cientifica da traducao.

De forma a simplificar a referenciacdo do artigquee dizem respeito os exemplos

de termos traduzidos passarei a refareg aos mesmos atraves de letras:
- Pharmacological Management of Persistent Pain in Older Pdrsotigo A;
-Visceral Pairi artigo B;

- Anatomy, physiology and pharmacology of paiartigo C.
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Relativamente ao artigo Aeguermse alguns termos e as respetivas solugdes de

traducéo:
o . . Estratégia de solucéo de
Termo em inglés Solucéo de traducao .
traducao
tradugéo comumagente o
o . Consulta deespecialista da
agent termo médico apropriado ] o
] area médica
farmaco
traducdo comum: condic¢ag o _
N o _ Consulta de bibliografia
Condition termo médico apropriado: o
_ especializada
patologia
traducdo comum: prisdo d o
o o Consulta de especialista ¢
constipation ventre; termo médico ] o
_ L areameédica
apropriado:obstipacéo
_ Consulta de especialista ¢
intrathecal transmucosa ) o
area médica
traducdo comum: dor o _
_ o Consulta de bibliografia
low back pain lombar;termo médico o
. . especializada
apropriadolombalgia
_ . - Consulta de bibliografia
Neuralgia secondary Nevralgia secundaria o
especializada
. Consulta de especialista ¢
transdermal transdémica ] o
area médica
traducdo comum: dor de o
) Consulta de especialista ¢
headache cabeca; termo nuéco ] o
_ _ area médica
apropriado:cefaleia
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Relativamente ao artigo B

traducgéo

segusm alguns termos e asespetivas solucdes de

Termo em inglés

Solucéo de tradugéao

Estratégia de solucdo de

traducao

anginal pain

dor anginosa

Consulta de bibliografia

especializada

atherosclerosis

arterosclerose

Consulta de especialistg

da area médica

cardiac ischena

isquémia cardiac

Consulta de bibliografia

especializada

Coronary arterial
vasodilatation

vasodilatacdo coronaria

arterial

Consulta de bibliografia
especializada

Kidney stones

calculcs renais

Consulta de especialistg

da area médica

Consulta de bibliografia

lithotripsy litotricia o
especializada
_ Consulta de bibliografia
malaise mal-estar o
especializada
_ Consulta de bibliografia
pallor palidez

especializada

profuse sweating

hipersuderose

Consulta de especialistg

da area médica

ureteral stones

calculos ueterais

Consulta de especialistg

da area médica

urinary stone

calculcs vesicais

Consulta de especialisté

da area médica
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Relativamente ao artigo C segusmalguns termos e as respetivas solugbes de

traducéo:

Termo em inglés

Solucéo de tradugéao

Estratégia de solucéo de
traducao

Pain pathways

vias de dor

Consulta de especialista
da area médica

brainstem

tronco cerebral

Consulta de especialista
da area médica

Dysaesthesia

disestesia

Consulta de especialista
da area médica

higher cortical centres

centroscorticais superiores

Consulta de bibliografia
especializada

Hyperpathia hiperpatia Consulta dg plbllografla
especializada
low-threshold baixo limiar Consulta de bibliografia

especializada

spinal cord

espinal medula

Consulta de bibliografia
especializda

spinomesencephalic trag

trato espinomesenfélico

Consulta de bibliografia
especializada

spinothalamic tract

trato espinotalamico

Consulta de bibliografia
especializada

thalamus

talamo

Consulta de bibliografia
especializada

Transduction

transducéao

Consulta de bibliografia
especializada
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A traducao dos artigos traduzidos vissatisfazer as necessidades de investigacdo do
cliente que as requereu. Assim, o cliente podera consultar os artigos traduzidos e

entenddos com maior facilidade na sua lingua materna.

Ao longo deste trabalho, e por ser licenciada em Assessoria e Tradugdo, mas tendo
optado ao longo do curso pela vertente de assessoria, considerei relevante para o meu
melhor entendimento sobre a matéria e paraeu enriquecimento intelectual a
elaboecdo deuma revisdo breve sobre alguntdes teorias de tradugadendo analisado

em maior profundidade uma qgae veio a revelar importante para este trabalho que foi

a teoria de Daniel Gouadec.

A teoria deste autdoi entdo a escolhida como metodologia de trabalho para o processo
tradutivo sendo depois de apresentada em teoria, descrita ao longo da sua aplicacdo. O
modelo tradutivo de Gouadec é um processo dividido por fases,-teaguédo, a
traducao que se subitle ainda em préransferéncia, transferéncia e fitensferéncia

e por ultimo a pésraducao.

Este modelo foi escolhido por considerar que ao fasear o processo tradutivoidamilitar
meu trabalho ou seja, cada fase tem objetivo e até ser atingido abjetivo ndo se
deve avancar para a fase seguiBitda estruturacao permitioma melhor organizagao e
evitar trabalhar em paralelo vérias fases da traducédo que poderéo tornar tozkEssopro

tradutivo confuso

Devido aos prazos apertados que muitas vegetientes colocam leva muitas vezes 0s
tradutores a passar de imediato para o processo tradutivo, contudo, isto coloca muitas
vezes a qualidade da traducéo e a competéncia do tradutor é posta em causa pois nao foi
feita qualquer preparacdo prévia. Assando a préraducdo do modelo de Gouadec

tornase muito importante para todo o processo de traducao.

O tradutor além do conhecimento linguistico deve pregargreviamente e adquirir
conhecimentos sobre o tema do texto que vai traduzir ou seja, deare uiama
investigacdo ardua. Esta investigacdo pode ser feita online mas, o tradutor deve sempre
ter o cuidado de verificar se as suas fontes sado fidedignas pois a informagéo disponivel

na Web € muito vasta e nem sempre é precisa. Por ultimo deve tamisémtacabras
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da area de dominio. Esta investigacdo ira permitir, na traducdo em si, a resolucdo de

alguns problemas de traducéo.

Assim, finalizado todoo processo tradutivo consegui aperceber que um dos
principais obstaculos da traducéo, ao seguir daltoGouadec, se encontra na fase da
prétraducdo. Este obstaculo surge devido ao excesso de informacéo existente, alguma,
por vezes incorreta e a sele¢cdo da mesma de forma a garantir que o tradutor se esta a

guiar por informacéao relevante, correta e dada.

Ao longo da elaboracéo deste trabalho, foi possivel aprender, pesquisar e refletir ndo so
sobre os aspetos tedricos de traducdo mas também, sobre aspetos praticos da mesma.
Consegui também conhecer com mais detalhe o texto cientifico, nomeadaradige

cientifico.

Os resultados alcancados correspondem aos objefivosne propus alcangaforam

contudo sentidas algumas dificuldades de traducdo mas, penso que foram solucionadas
com sucesso. Ao longo da resolugéo destas dificuldades de tradntgicsémpre ter

conta as necessidades do clie@ensiderei no entantoimportante manter o registo da
linguagem médica caso contrario, e ndo sendo este o objetivo do cliente, o resultado da

traducao seria apenas um resumo explicativo de cada artigo.

Por ultimo foi reunido algum do vocabulario especifico e foi criada, para uma consulta

futura,um pequeno glossarde termos especificos.

Em suma, o presente relatorio, constituiu uma valis para 0 meu enriqguecimento

profissional expondmne diretamenta todas as dificuldades inerentes a traducao.
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Anexos
Vestigios do grego e do latim na terminologia médica

Termos com origem no latim

Naricae- nariz

Bucca- boca

Ficatum- figado

Musculus’ musculo

Termos com origem no grego
Pagkreas pancreas

Koloni colon

Kathetéri cateter

Stomakho$ estbmag

llustracdol Exemplosdados por Joffre M. de Rezendke termos médicos formados atkeés de
prefixos de origem grega.

llustragdo2 Exemplosdados por Joffre M. de Rezendke termos médicos formados awvés de sufixos
de origem grega.



prefixos de origem latina.

llustragdo3 Exemplos dados por Joffre M. de Rezende de termos médicos formados através de

Alguns termos presentes na base de dados

en pt

allodynia alodinia

pallor palidez

agent farmaco
anginal pain dor anginga
atherosclerosis arterosclerose
brainstem tronco cerebral

cardiac ischemia

isquémia cardiaca

central sensitization

sensibilizagéo central

Condition

patologia

constipation

obstipagéo

coronary arterial
vasodilatation

vasodilatacdo coronéria
arterid

Dysaesthesia disestesia

headache cefaleia

higher cortical centres centros corticais superiores
hyperalgesia hiperalgesia

hyperpathia hiperpatia

Hyperpathia hiperpatia

intrathecal transmucosa

Kidney stones calcules renais

lithotripsy litroticia




low back pain lombalgia
low-threshold baixo limiar
malaise mal-estar
Neuralgia secondary nevralgia secundaria
nociception nocicepc¢ao
nociceptor nociceptor

pain pathways vias de dor

pain threshold limiar da dor

peripheral sensitization

sensibiliacao periférica

profuse sweating

hipersuderose

spinal cord

eginal medula

spinomesencephalic tract

trato espinomesenfalico

spinothalamic tract

trato espinotalamico

stimulus

estimulos

thalamus talamo
transdermal transdérmica
Transduction tranglucao

ureteral stones

calculos ureterais

urinary stone

calculos vesicais

visceral pain

dor visceral

Textos originais

- Pharmacological Management of Persistent Pain in Older Pdrsotigo A;

-Visceral Pairi artigo B;

- Anatomy, physiology angharmacology of paii artigo C.




e to clinici around

In 2009, the AGS updated its guid
time, the Expert Panel determined that the sections of the 2002 Guideline dealing with Assessment and Non-Pharmacologic treatment did not need to

be updated and are still relevant to today’s practicing clinicians.

Pharmacological Management of Persistent Pain in Older Persons

of persistent pain with a specific focus on pharmacologic treatment. At that

American Geriatrics Society Panel on the Pharmacological Management of Persistent Pain in

Older Persons

Pain is a complex phenomenon caused by noxious sen-
sory stimuli or neuropathological mechanisms. An in-
dividual’s memories, expectations, and emotions modify
the experience of pain.! Persistent pain, by definition, con-
tinues for a prolonged period of time and may or may not be
associated with a well-defined disease process. In the med-
ical literature, the terms “persistent pain” and “chronic
pain” are often used interchangeably, but the newer term,
“persistent pain,” is preferred, because it is not associated
with the negative attitudes and stereotypes that clinicians
and patients often associate with the “chronic pain” label.?
In the definition of persistent pain, authors have used var-
ious durations of painful sensation, including pain longer
than 3 months, 6 months, or more. Some reports make the
assumption that patients with certain diagnoses, such as
postherpetic neuralgia, low back pain, or cancer-related
pain, must also experience persistent pain. In the final anal-
ysis, readers must evaluate new additions to the medical
literature carefully and consider how these sometimes ar-
bitrary definitions apply to each clinical situation and in-
dividual patient.

Demographers, insurers, and employers have defined
older persons as aged 65 and older. By age 75, many persons
exhibit some frailty and chronic illness, with many having
multiple chronic illnesses. In the population aged 75 and
older, morbidity, mortality, and social problems increase
rapidly, resulting in substantial strains on the healthcare
system and social safety net.>* The American Geriatrics
Society (AGS) Panel on Pharmacological Management of
Persistent Pain in Older Persons focused its attention on this
older frail population in preparing this update.

Persistent pain commonly affects older people®~7 and is
most frequently associated with musculoskeletal disorders,
such as degenerative spine conditions and arthritis. Night-
time leg pain (stemming from muscle cramps, restless legs,
or other conditions) and pain from claudication are also

American Geriatrics Society, New York, New York.

AGS Panel on Pharmacological Management of Persistent Pain in Older
Persons.

This guideline was developed and written under the auspices of the AGS Panel
on Pharmacological Management of Persistent Pain in Older Persons and
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common. As many as 80% of older persons diagnosed with
cancer experience pain during the course of their illness,?
and pain that occurs as a consequence of cancer treatment is
increasingly recognized as a form of persistent pain.® The
distress of cancer pain creates an obligation for clinicians to
provide effective pain management, particularly near the
end of life. Persistent pain is also frequently encountered in
nursing homes. Many nursing home residents have multiple
complaints and numerous potential sources of pain.1%11
Neuralgia secondary to diseases such as diabetes mellitus,
infections such as herpes zoster, peripheral vascular disease,
and trauma, including surgery, amputation, and other nerve
injuries, is somewhat less frequent.

Persistent pain or its inadequate treatment is associated
with a number of adverse outcomes in older people, in-
cluding functional impairment, falls, slow rehabilitation,
mood changes (depression and anxiety), decreased social-
ization, sleep and appetite disturbance, and greater health-
care use and costs.’? Although appropriate treatment can
reduce these adverse events, the treatments themselves may
incur their own risks and morbidities. Persistent pain can
also be as distressing for the caregiver as for the patient.
Caregiver strain and negative caregiver attitudes can sub-
stantially affect the patient’s experience of pain and should
be evaluated and discussed during the clinical encounter, if
present.

Guideline Development Process and Methods

The American Geriatrics Society (AGS) provided the first
Clinical Practice Guideline on management of chronic pain
in older persons in 1998.'3 This landmark publication be-
came a call to arms for improving pain management, qual-
ity of life, and quality of care for older patients. In 2002, the
publication was revised to include new pharmacological
and other strategies for improving patient care, as well as
new information on the assessment of pain in patients with
cognitive impairment.'? The focus of these efforts has been
to provide education and guidance to primary care clinicians,
researchers, and other health professionals as they encounter
patients with persistent pain and its complications.

The current Guideline aims to update the evidence base
of the 2002 Guideline and provide recommendations re-
garding the use of newer pharmacological approaches to
managing persistent pain in the older population. Since the
development of the two previous AGS publications, sub-
stantial progress has been made in this area. New drugs
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have been introduced, management strategies have been
more fully evaluated, and new treatment approaches are
now available. In particular, many recent reports describing
novel pharmacological approaches to management warrant
an appropriate revision to the 2002 publication at this time.

Because the most common strategy for management of
persistent pain in older persons is the use of pharmacolog-
ical agents, and because this is also the area of greatest risk,
it was decided to focus on pharmacotherapy in this update.
This document is not an exhaustive treatise; rather, it is
offered as a synthesis of existing literature and the consen-
sus of experts familiar with clinical pain management, re-
search in older persons, and the diverse settings in which
care is often provided, including ambulatory care settings
and nursing homes. As such, it is hoped that this guideline
update proves helpful to clinicians, researchers, and policy
makers alike. Ultimately, it is hoped that the beneficiaries of
this work will be older patients who often require effective
pain management to maintain their dignity, functional ca-
pacity, and overall quality of life.

The development of this guideline update was begun by
convening a panel comprising members from the previous
panels and new members with substantial knowledge, ex-
perience, and publications in pain management and care of
older patients. Panel members included experts in geriatric
pain management, pharmacology, rheumatology, neurol-
ogy, nursing, palliative care, and geriatric clinical practice.
Beginning with a review of previous guidelines from the
AGS, American Pain Society, American College of Rheum-
atology, and others, the panel conducted a review of evi-
dence-based literature published since the preceding AGS
guidelines appeared and then drafted new recommenda-
tions. An independent researcher was commissioned to
conduct a literature search. More than 24,000 citations
were identified from sources such as computerized key
word searches for each recommendation, personal citation
libraries of the panel members, and references from texts of
some individual articles. Of these, approximately 2,400
abstracts were screened for evidence-based content. De-
tailed summaries were created along with the full-text
articles for more than 240 full-text English-language arti-
cles. Data from these articles (formal meta-analyses, ran-
domized controlled trials, other clinical trials) were
reviewed to determine the strength and quality of evidence
for the reccommendations based on a modified version of the
Grading of Recommendations Assessment, Development,
and Evaluation Working Group'®!S that the American
College of Physicians developed for their Guideline Grading
System.'¢ Through a consensus process, panel members
assigned strength and quality of evidence to each recom-
mendation. Table 1 provides a key to the designations used.

Current evidence-based literature does not serve as an
adequate guide in many decision-making situations that are
routinely encountered in clinical practice. For example,
much existing evidence is focused on disease-specific con-
ditions or on younger populations with limited generaliz-
ability. Also, the number of controlled studies involving
only patients aged 75 and older remains low. Furthermore,
high-quality studies involving elderly patients from differ-
ent ethnic groups are rare. Therefore, some of the recom-
mendations are based on the clinical experience and the
consensus of panel members, as well as the existing weak

Table 1. Key to Designations of Quality and Strength of
Evidence

Quality of evidence

High Evidence includes consistent results from well-designed,
well- studies in rep: populations that
directly assess effects on health outcomes (>2
consistent, higher-quality randomized controlled trials or
multiple, consistent observational studies with no
ignifi methc ical flaws showing large effects).
Evidence is sufficient to determine effects on health
outcomes, but the number, quality, size, or consistency of
included studies; generalizability to routine practice; or
indirect nature of the evidence on health outcomes (>1
higher quality trial with >100 subjects; >2 higher-
quality trials with some inconsistency; >2 consistent,
lower-quality trials; or multiple, consistent observational
studies with no significant methodological flaws showing
at least moderate effects) limits the strength of the
evidence.

Low Evidence is insufficient to assess effects on health
outcomes because of limited number or power of studies,
large and unexplained inconsistency between higher-
quality studies, important flaws in study design or
conduct, gaps in the chain of evidence, or lack of
information on important health outcomes.

Strength of recommendation

Strong Benefits clearly outweigh risks and burden OR risks and
burden clearly outweigh benefits.

Weak Benefits finely balanced with risks and burden.

Insufficient Insufficient evidence to determine net benefits or risks.

Moderate

scientific evidence. When appropriate, the panel drew on
studies of younger subjects that could be extrapolated to
older individuals, but extrapolation to the oldest old or to
care settings where older persons often reside was not al-
ways reasonable. Once the literature review was completed,
evidence was rated, and the document was disseminated for
external review by experts from a variety of other organi-
zations with interest in this subject. (See Acknowledgments
for listing of review organizations.)

Each expert panel member completed a disclosure form
at the beginning of the guideline process that was shared
with the entire expert panel at the start of its two expert
panel meetings. Conflicts of interest in this guideline have
been resolved by having the guideline independently peer
reviewed and then edited by the Expert Panel Chair, who
had no conflict of interest with the medications being dis-
cussed. Expert panel members who disclosed affiliations or
financial interests with commercial interests involved with
the products or services referred to in the guideline are listed
under the disclosures section of this article.

Some matters involving pharmacological management
of persistent pain in older persons were beyond the scope of
this publication. For example, the use of anesthetic agents,
chronic infusions, and neurostimulatory and implantable
pump technologies were not addressed. It is hoped that this
update will stimulate others to focus on solutions to the
significant issues not addressed here.

The update begins with a review of pain assessment
principles. The recommendations that follow have been
grouped under the following headings: nonopioids, includ-
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ing acetaminophen and nonsteroidal anti-inflammatory
drugs (NSAIDs); opioid analgesics; adjuvant drugs; and
other medications. General principles are discussed first,
followed by the panel’s specific reccommendations for use of
these medications. Readers should recognize that medical
science is constantly evolving and that clinicians have a re-
sponsibility to keep abreast of new developments. New and
emerging evidence may have important implications for the
implementation of specific recommendations contained in
this document. These recommendations are intended as a
guide. They should not substitute for critical thinking,
sound judgment, clinical experience, and an open-minded
approach to the unique individual circumstances of each
clinical encounter.

ASSESSMENT AND MANAGEMENT OF
PERSISTENT PAIN

General Principles

The approach to pain management in older persons differs
from that for younger people. Clinical manifestations of
persistent pain are often complex and multifactorial in the
older population. In addition, older people may underre-
port pain. Concurrent illnesses and multiple problems make
pain evaluation and treatment more difficult. Also, older
persons are more likely to experience medication-related
side effects and have a higher potential for complications
and adverse events related to diagnostic and invasive pro-
cedures. Despite these challenges, pain can usually be ef-
fectively managed in this age group. Moreover, clinicians
have an ethical and moral obligation to prevent needless
suffering and do their best to provide effective pain relief,
especially for those near the end of life.

An effective pharmacological approach to the treat-
ment of persistent pain requires accurate pain assessment.
Routine screening and careful assessment of all older pa-
tients is crucial, because even pain that is causing severe
impairment may not be spontaneously revealed for a variety
of personal, cultural, or psychological reasons.’? Not only
do many older persons underreport pain, but there are also
inherent difficulties in recognizing pain experienced by pa-
tients with cognitive impairment. A thorough initial assess-
ment and appropriate diagnostic evaluation are always
necessary and may reveal disease-modifying interventions
that can potentially relieve pain at the source.!” Interdis-
ciplinary assessment during the evaluation process may help
identify all such treatable contributing factors. For patients
whose underlying pain source is not remediable or only
partially treatable, an interdisciplinary assessment and
treatment strategy is the best approach.'®!? When special-
ized services or skilled procedures are indicated, referral to
an appropriate specialist is necessary. For example, patients
with debilitating psychiatric complications, problems of
substance abuse, or life-altering intractable pain require re-
ferral to specialists with relevant expertise.!?

The current best indicator of the pain experience is the
patient’s own report, which must include an assessment of
the pain intensity and an evaluation of the effect of the pain
on daily function.?® Even in the presence of mild or mod-
erate cognitive impairment, an assessment can be made us-
ing simple questions and screening tools, including a variety
of pain scales that have been developed specifically for this

purpose.*'** Approaches for recognizing and evaluating
pain in nonverbal older persons are also available.2¢
Readers are referred to a recent systematic review for
details of the current state of the art in assessment of
pain in older persons?” and to previous AGS guidelines
(http://www.americangeriatrics.org) for specific recommen-
dations for pain assessment in older persons that remain
relevant.12:13

General Principles of Pharmacological Management

Any pain complaint that affects physical function or quality
of life should be recognized as a significant problem. Older
patients with functional impairment or diminished quality
of life are candidates for pharmacological therapy, with in-
tervention decisions based on careful weighing of risks and
benefits. Positive outcomes are maximized when clinicians
are knowledgeable about the drugs they prescribe and reg-
ularly monitor patients for adverse effects, although it is
unrealistic to imply, or for patients to expect, complete ab-
sence of pain for some persistent pain conditions.'? Com-
fort goals should be mutually established for managing pain
to a level that allows the patient to engage in activities and
achieve an acceptable quality of life.

Although older patients are generally at higher risk of
adverse drug reactions, analgesic and pain-modulating
drugs can still be safe and effective when comorbidities
and other risk factors are carefully considered. It must be
assumed that there will be age-associated differences in ef-
fectiveness, sensitivity, and toxicity and that pharmacoki-
netic and pharmacodynamic drug properties will change in
this population.?®=3! Table 2 provides a summary of
changes observed with normal aging that can affect dispo-
sition, metabolism, and responses to analgesic medications.

For some classes of pain-relieving medications (e.g.,
opioids), older patients have demonstrated greater analge-
sic sensitivity, but older people constitute a heterogeneous
population, making optimum dosage and common side ef-
fects difficult to predict. Recommendations for age-adjusted
dosing are not available for most analgesics. In reality, dos-
ing for most patients requires initiation with low doses fol-
lowed by careful upward titration, including frequent
reassessment for dosage adjustments and optimum pain re-
lief and for adverse effects.

The least-invasive method of drug administration
should be used. Some opioids, for example, can be admin-
istered through a variety of routes, including oral, subcu-
taneous, intravenous, transdermal, oral sublingual,
intrathecal, and rectal. Most drugs are limited to only a
few safe routes of administration, but new delivery systems
are being developed each year. As a rule, the oral route is
preferable because of its convenience and the relatively
steady blood concentrations that result. Some drug effects
are seen in 30 minutes to 2 hours after oral administration
of analgesics; this may be inadequate for acute, rapidly
fluctuating pain. Intravenous bolus provides the most rapid
onset and shortest duration of action but requires more
labor, technical skill, and monitoring than oral administra-
tion. Although commonly used, subcutaneous and intra-
muscular injections have disadvantages such as wider
fluctuations in absorption and more rapid fall-off of action
than the oral route. Transdermal, rectal, and oral transmu-
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Table 2. Pharmacological Changes with Aging

Pharmacological Change with Common Disease
Concern Normal Aging Effects
Gastrointestinal o Slowing of « Disorders that alter
absorption or gastrointestinal transit  gastric pH may reduce
function time may prolong absorption of some
effects of continuous-  drugs.
release enteral drugs. e Surgically attered
» Opioid-related anatomy may reduce
bowel dysmotility absorption of some
may be enhanced drugs.
in older patients.

Transdermal e Under most o Temperature and other

absorption circumstances, there specific patch
are few changes in technology
absorption based on characteristics may
age but may relate affect absorption.
more to different patch
technology used.

Distribution o Increased fat to lean e Aging and obesity may
body weight ratio may  result in longer
increase volume of effective drug half-life
distribution for fat-
soluble drugs.

Liver metabolism

Renal excretion

Active metabolites

Anticholinergic side
effects

Oxidation is variable
and may decrease
resulting in prolonged
drug half-life.
Conjugation usually
preserved.

First-pass effect

usually unchanged.
Genetic enzyme
polymorphisms may
affect some

cytochrome enzymes.
Glomerular filtration
rate decreases with
advancing age in many
patients, which results
in decreased

excretion,

Reduced renal .
clearance will prolong e
effects of metabolites.
Increased confusion, e
constipation, incon-
tinence, movement
disorders.

Cirrhosis, hepatitis,
tumors may disrupt
oxidation but not

usually conjugation.

Chronic kidney disease
may predispose further
to renal toxicity.

Renal disease.
Increase in half-life.

Enhanced by
neurological disease
processes.

cosal routes may be essential for people with swallowing

difficulties.

Timing of medication administration is also important.

Rapid-onset, short-acting analgesic drugs should be used
for severe episodic pain. Medications for intermittent or
episodic pain can usually be prescribed as needed, although
the as-needed approach is not a good choice for patients
with cognitive impairment who are not able to request
medication appropriately. Scheduled administration before
anticipated (or incident) pain episodes is recommended in
these patients. For continuous pain, medications should be
provided around the clock. In these situations, a steady-
state analgesic blood concentration maintains comfort

more effectively. Most patients with continuous pain who
are receiving long-acting or sustained-release preparations
should also have fast-onset short-acting drugs for break-
through pain. Breakthrough pain includes end-of-dose fail-
ure, resulting from decreased blood concentrations of
analgesic with concomitant increase in pain before the next
scheduled dose; incident pain, usually caused by activity
that can be anticipated and pretreated; and spontaneous
pain, common with neuropathic pain that is often fleeting
and difficult to predict.

The use of placebos is unethical in clinical practice and
in the management of pain. Inert oral placebo medications,
sham injections, or other fraudulent procedures are used in
some analgesic studies, but patient consent and full under-
standing must be ensured in such cases. In clinical settings,
placebo effects are common, but they are not diagnostic of
pain or indicative of a therapeutic response. Not only are
the effects of placebos often short lived, but most impor-
tantly, deceptive placebo administration may lead to loss of
patient trust in addition to needless suffering.

For many patients, combining pharmacological and
nonpharmacological strategies (including complementary
or alternative medicine) can enhance relief of persistent
pain. Although some nonpharmacological interventions
have been shown to reduce pain when used alone, their
benefit is usually enhanced when combined with drug strat-
egies. Effective nonpharmacological approaches include
physical therapy, cognitive behavioral therapy, and most
importantly, patient and caregiver education interventions.
Readers are referred to the 2002 AGS guidelines and recent
reviews for a more-detailed description.12:32:33

More than a single drug may be necessary to attain a
specific therapeutic endpoint. Moreover, a combination of
two or more drugs with complementary mechanisms of ac-
tion may work synergistically to afford greater relief with
less toxicity than would higher doses of a single agent. This
strategy, which has become known as “rational polyphar-
macy,” may be particularly important for some patients or
conditions in which no single agent can produce pain relief
without dose-limiting adverse effects.

PHARMACOTHERAPY

Nonopioid Analgesics

Table 3 summarizes the recommended drugs for treatment
of persistent pain in older adults. Acetaminophen is an ef-
fective agent for the management of symptoms of osteoar-
thritis and low back pain.**33 It is not associated with
significant gastrointestinal bleeding, adverse renal effects,
or cardiovascular toxicity, although some evidence of long-
term renal toxicity has been reported if acetaminophen is
used in high doses over many years.*37 Owing to its
greater safety than traditional NSAIDs, acetaminophen is
recommended as first-line therapy for pain.?® Clinicians
should carefully address how much or how little acetami-
nophen the patient is taking before making a decision about
a stronger pain medication. Sometimes an increase of acet-
aminophen dose to 1,000 mg provides a pain relief effect so
that stronger medications are not required. Clinicians
should also educate patients on the maximum safe dose
(<4 g/24 hours) of acetaminophen from all sources.
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Table 3. Recommended Drugs for Persistent Pain in Older Adults

Drug

Recommended Starting Dose”™

Comments

Nonopioid analgesic
Acetaminophen (Tylenol)

Choline magnesium trisalicylate
(Tricosal, Trilisate)
Salsalate (e.g., Disalcid, Mono-

Gesic, Salflex)

Celecoxib (Celebrex)

Naproxen sodium

Ibuprofen

Diclofenac sodium

Nabumetone (Relafen)
Ketorolac

Opioid
Hydrocodone™ (Lorcet, Lortab,
Norco, Vicodin, Vicoprofen)

Oxycodone®
(OxylR, Percocet, Percodan, Tylox,
Combunox)

(OxyContin)

Morphine
Immediate release
(MSIR, Roxano!)

Sustained release
(Avinza, Kadian, MSContin,
Oramorph SR)

325-500 mg every 4 h or 500~1,000 mg
every 6h
500-750 mg every 8h

500-750mg every 12h

100 mg daily

220 mg twice daily

200 mg three times a day

50 mg twice daily or 75 mg extended
release daily

1g daily

2.5-5mg every 4-6h

2.5-5mg every 4-6h

10mg every 12h

2.5-10mg every 4h

15mg every 8-24 h
(see dosing guidelines in the package
insert for each specific formulation)

Maximum dose usually 4 g daily.

Reduce maximum dose 50% to 75% in patients with hepatic
insufficiency or history of alcohol abuse.

Long half-life may allow daily or twice-daily dosing after steady state
is reached.

Minimal antiplatelet effect.

In frail patients or those with diminished hepatic or renal function, it
may be important to check salicylate levels during dose titration and
after reaching steady state.

Minimal antiplatelet effect.

Higher doses associated with higher incidence of gastrointestinal,
cardiovascular side effects.

Patients with indications for cardioprotection require aspirin
supplement; therefore, older individuals will still require concurrent
gastroprotection.

Several studies implicate this agent as possessing less
cardiovascular toxicity.

Food and Drug Administration indicates concurrent use with aspirin
inhibits aspirin’s antiplatelet effect, but the true clinical import of this
remains to be elucidated, and it remains unclear whether this is
unique to ibuprofen or true with other NSAIDs.

Owing to its relative cyclooxygenase-2 inhibitor selectivity, this agent
may be iated with higher cardi Jlar risk compared to other
traditional NSAIDs.

Relatively long half-life and minimal antiplatelet effect associated
with this agent (> 5 days).

Not recommended. High potential for adverse gastrointestinal and
renal toxicity; inappropriate for long-term use.

Useful for acute recurrent, episodic, or breakthrough pain; daily dose
limited by fixed-dose combinations with i 1 or NSAIDs.
Prescribers need to consider the amount of nonopioid agent in each of
these preparations—they are not all the same-—and other

ac inof or NSAID-c ining pr the patient is

taking, including over-the-counter medications.

Useful for acute recurrent, episodic, or breakthrough pain; daily
immediate-release dose limited by fixed-dose combinations with
inophen or NSAIDs. | diate-release oxycodone is available
without added co-analgesics. Prescribers should specify which
oxycodone preparation they want for their patient to avoid confusion
or co-analgesic toxicity.
Usually started after initial dose determined by effects of immediate-
release opioid or as an alternative to a different long-acting opioid
because of indications for opioid rotation. Although intended for 12-
hour dosing, some patients only get 8 hours of effective analgesia,
whereas some frail older patients get 12 to 24 hours of relief.

Available in tablet form and as concentrated oral solution, which is
most commonly used for episodic or breakthrough pain and for
patients unable to swallow tablets.

Usually started after initial dose determined by effects of immediate-
release opioid or as an alternative to a different long-acting opioid
due to indications for opioid rotation.

Toxic metabolites of morphine may limit usefulness in patients with
renal insufficiency or when high-dose therapy is required.
Continuous-release formulations may require more-frequent dosing if
end-of-dose failure occurs regularly. Significant interactions with
food and alcohol toxicity.

(Continued)
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Table 3. (Contd.)

Drug

=

Recommended Starting Dose

Comments

Hydromorphone (Dilaudid, Hydrostat)
Methadone (Dolophine)

Oxymorphone
Immediate release (Opana IR)

Extended release (Opana ER)

Transdermal fentanyl (Duragesic)

Adjuvant drug
Tricyclic Antidepressant™
Desipramine (Norpramine), Nortriptyline
(Aventyl, Pamelor), Amitriptyline (Elavil)

Other Antidepressant™
Duloxetine {Cymbalta)

Venlafaxine (Effexor)

Milnacipran (Savella)

Anticonvulsant
Carbamazepine (Tegretol)

Gabapentin (Neurontin)
Pregabalin (Lyrica)
Lamotrigine (Lamictal)

Antiarrhythmic
Mexiletine (Mexitil)

Other Drugs
Corticosteroids (prednisone,
methylprednisolone) (e.g., Deltasone,
Medrol dose pak Liquid Pred, Orasone)
Lidocaine (topical) (Lidoderm 5%)

1-2 mg every 3-4 h

5 mg every 6 h

5mgevery 12 h

12-25 mcg/h patch every 72 h

10 mg at bedtime

20 mg daily

37.5 mg daily

50 mg twice daily/starting dose 12.5 mg
once a day.

See package insert for titration

recommendations.
Discontinuation requires tapering.

100 mg daily

100 mg at bedtime

50 mg at bedtime
25 mg at bedtime

150 mg twice daily

Example: 5 mg prednisone daily and taper
as soon as feasible

1-3 patches for 12 hours per day

For breakthrough pain or for around-the-clock dosing.

Use recommended only by practitioners knowledgeable in its
pharmacology and experienced in its use.

Highly variable half-life and nonlinear dose equivalencies when
switching from other opioids.

Not recommended as first-line agent.

Typical opioid side effects.

Significant interactions with food and alcohol toxicity.

Usually started after initial dose determined by effects of immediate-
release opioid or as an alternative to a different long-acting opioid
because of indications for opioid rotation.

Started after initial dose determined by effects of immediate-release
opioid or as an alternative to a different long-acting opioid because of
indications for opioid rotation.

Currently available lowest-dose patch recommended for patients who
require <60 mg per 24-hour oral morphine equivalents.

Peak effects of first dose takes 18 to 24 hours.

Duration of effect is usually 3 days but may range from 48 hours to 96
hours.

May take two to three patch changes before steady-state blood levels
reached.

Significant risk of adverse effects in older patients. Anticholinergic
effects (visual, urinary, gastrointestinal); cardiovascular effects
(orthostasis, atrioventricular blockade).

Older persons rarely tolerate doses greater than 75 to 100 mg per
day.

Monitor blood pressure, dizziness, cognitive effects and memory.
Has multiple drug—drug interactions.

Venlafaxine associated with dose-related increases in blood pressure
and heart rate.

Caution in renal insufficiency with creatinine clearance less than
30 mL/min, reduce dose by 50%.

Common reactions include nausea, constipation, hot flashes,
hyperhidrosis, palpitations, dry mouth, hypertension.
Contraindicated with monoamine oxidase inhibitors and narrow-
angle glaucoma.

Monitor hepatic transaminases (aspartate transaminase, alanine
transaminase), complete blood count, creatinine, blood urea nitrogen,
electrolytes, serum carbamazepine levels.

Multiple drug-drug interactions.

Monitor sedation, ataxia, edema.

Monitor sedation, ataxia, edema.

Monitor sedation, ataxia, cognition.

Associated with rare cases of Stevens-Johnson syndrome.

Monitor electrocardiogram at baseline and after dose stabilization.
Avoid use in patients with conduction block, bradyarrhythmia.

Use lowest possible dose to prevent steroid effects.

Anticipate fluid retention and glycemic effects in short-term use and
cardiovascular and bone demineralization with long-term use.
Monitor for rash or skin irritation.

(Continued)
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Drug Recommended Starting Dose™ Comments
Muscle Relaxant
Baclofen (Lioresal) 5 mg up to three times daily Monitor muscle weakness, urinary function, cognitive effects,

sedation.
Avoid abrupt discontinuation because of central nervous system
irritability.

Tizanidine (Zanaflex) 2 mg up to three times daily

Clonazepam (Klonopin) 0.25-0.5 mg at bedtime
Cannabinoid

Nabilone (Cesamet) 1 mg daily or twice daily

Dronabinol (Marinol) 2.5 mg once or twice daily
Dual-mechanism Drug

Tramadol (Ultram/Ultram ER) 12.5-25 mg every 4-6 h

Tapentadol (Nucynta)

mouth)

50 mg every 4-6 h by mouth (equivalent
to oxycodone 10 mg every 4-6 hr by

Older persons rarely tolerate doses greater than 30 to 40 mg per day.
Monitor muscle weakness, urinary function, cognitive effects,
sedation, orthostasis.

Potential for many drug—drug interactions.

Monitor sedation, memory, complete blood count.

Monitor ataxia, cognitive effects, sedation.

High incidence of dizziness or drowsiness. Cardiovascular effects
with y inol or ¢ Older persons may be
prone to postural hypotension.

Nabilone is approved for nausea and vomiting but may help with
some pain syndromes.

Dizziness, somnolence, cognitive impairment, dysphoria,

Mixed opioid and norepinephrine or serotonin reuptake inhibitor
mechanisms of action.

Monitor for opioid side effects, including drowsiness, constipation
and nausea.

Risk of seizures if used in high doses or in predisposed patients.
May precipitate serotonin syndrome if used with selective serotonin
reuptake inhibitors.

Clinical trials of suggest lower incil of
gastrointestinal adverse events than comparator opioids.

This table is meant to highlight common agents for the purposes of illustrating potentially underappreciated features of particular drugs. This table is not an
endorsement of any therapeutic agent, nor is it intended to reflect a hierarchy of treatment. Similarly it is not meant to be an exhaustive listing. Doses listed should

be checked with facturer’s recor dation:

* Lowest starting dose should be considered in frail older persons with a history of sensitivity to central nervous system-active drugs.

bination with ac

* Only available in ¢
analgesic.

P

hen or nonsteroidal anti-inflammatory drug (NSAID); see guideline for dose limitations based upon co-

* Available with or without acetaminophen or NSAID: see guideline for dose limitations based upon co-analgesic.

Older individuals often suffer from persistent muscu-
loskeletal pain that is commonly treated with acetaminop-
hen or NSAIDs. Although concern about hepatic toxicity
with acetaminophen has been raised, it appears that the
transient elevations of alanine aminotransferase that have
been observed in long-term patients do not translate into
liver failure or hepatic dysfunction when maximum recom-
mended doses are avoided.?*4°

Acetaminophen is less effective for chronic inflamma-
tory pain (such as the pain associated with rheumatoid ar-
thritis) than NSAIDs.*! Another potential advantage of
NSAIDs over acetaminophen may be better short-term
(e.g., 6 weeks) effectiveness for relieving osteoarthritis
pain.*>%3 NSAIDs relieve short-term low back pain as
well.#*#5 In the general adult population, over-the-counter
dosing of selected NSAIDs has a good safety profile,¢ al-
though older adults are at higher risk for adverse NSAID
effects. Particular caution must be exercised when consid-
ering NSAID therapy for individuals with low creatinine
clearance, gastropathy, cardiovascular disease, or intravas-
cularly depleted states such as congestive heart failure. A
recent study of adverse drug reactions as a cause of hospi-
talization in older adults (>65) implicated NSAIDs in

10

23.5% of cases.”” This alone dictates particular caution
with the use of all such agents.

In older persons, NSAID-associated adverse events in-
clude significant gastrointestinal toxicity,*® which increases
in frequency and severity with age.** At least in part, the
gastrointestinal toxicity of NSAIDs may be dose related and
time dependent.’%5! Some small studies have found that
nonacetylated NSAIDs (e.g., salsalate) possess lower gas-
trointestinal toxicity than aspirin,*5% although therapy
with salsalate does not guarantee that gastrointestinal dam-
age will not occur.** The concern for gastrointestinal bleed-
ing in chronic NSAID users is heightened in the setting of
co-administration with low-dose aspirin, often employed
for cardioprotective purposes.$*5¢

Cyclooxygenase-2 (COX-2) selective inhibitor NSAIDs
were introduced in the hopes of mitigating traditional
NSAID-related adverse effects.’” For example, celecoxib
appears to have fewer significant gastrointestinal adverse
events associated with its use, whereas it maintains com-
parable clinical efficacy with traditional NSAIDs.53-60
However, the protection afforded by COX-2 selective in-
hibition against gastrointestinal bleeding is not complete,
and other NSAID-related toxicities are no different with
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COX-2 inhibitors." The COX-2 selective inhibitors
rofecoxib and valdecoxib were withdrawn from the mar-
ket because of the associated risk of adverse cardiovascular
events.®?

Topical NSAIDs such as diclofenac or salicylate deriv-
atives have been used in hopes of averting systemic NSAID-
related adverse effects.®® These agents appear to be safe and
potentially effective over the short term (e.g., <4 weeks in
many studies).®**5 Adequate long-term studies are cur-
rently not available.

A third strategy to address potential NSAID toxicity
involves co-administration of gastroprotective agents.®¢
Concomitant administration of misoprostol, high-dose H;-
receptor antagonists, or proton pump inhibitors may reduce
the risk for gastrointestinal ulceration in chronic NSAID
users.®” Whether an NSAID prescribed along with a proton
pump inhibitor or monotherapy with a COX-2 selective
inhibitor provides superior protection from incident dys-
pepsia, bleeding, or other gastrointestinal tract complica-
tions remains unclear.5®¢” In individuals at high risk for
recurrent gastrointestinal bleeding or ulceration, some ev-
idence highlights the benefits of co-administration of a pro-
ton pump inhibitor with a COX-2 inhibitor.”%”!

Finally, eradication of Helicobacter pylori reduces the
incidence of peptic ulceration in the population exposed to
NSAIDs.”2-75

Special Considerations in the Use of

Nonopioid Analgesics

Traditional and selective NSAIDs may adversely affect
blood pressure control,”®~7# renal function,”®8 and heart-
failure management.®! Some traditional NSAIDs also have
the in vitro capacity to interfere with the antiplatelet effect
of aspirin therapy.*? To this end, the Food and Drug Ad-
ministration (FDA) issued a warning in 2006 concerning
the co-administration of aspirin and ibuprofen. The car-
diovascular risks associated with NSAIDs (traditional and
selective) deserve special attention.®>%* For example, a
greater risk of myocardial infarction has been described in
COX-2 inhibitor users.®>=%7 Of the traditional NSAIDs,
diclofenac has been identified as possessing potentially
higher risk for adverse cardiovascular events.®** Although
earlier recommendations suggested a trial of NSAIDs if
acetaminophen is ineffective, newer information suggests
that this is often a risky strategy in older adults. The de-
cision to prescribe NSAIDs in the management of persistent
pain in older adults demands individualized consideration.
Comorbidities, concomitant medications, and associated
risk factors (including, possibly, genetics) all affect the de-
cision to introduce such treatment. In some individuals,
particularly those with previous positive experience with
use of NSAIDs, decision-making must weigh the potential
benefits of the improved function and health status that
NSAIDs may provide against the risk profile. Key issues in
the selection of NSAID therapy are pain amelioration, car-
diovascular risk, nephrotoxicity, drug interactions, and
gastrointestinal toxicity. In individuals in whom NSAID
therapy is considered and in whom gastrointestinal risk is
considered low, it may be reasonable to recommend or
prescribe ibuprofen or naproxen. If gastrointestinal risk is
higher, many physicians co-prescribe a proton pump inhib-
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itor. In addition, if gastrointestinal risk is higher but not
cardiovascular risk, and a COX-2 inhibitor is chosen, some
clinicians recommend co-administration of a low-dose
aspirin to provide cardioprotection. Finally, if higher gas-
trointestinal risk is present along with significant cardio-
vascular concern, low-dose aspirin with naproxen or a
COX-2 inhibitor may be a more-reasonable therapeutic
compromise than narcotics or other drugs.

Opioid Analgesics

In properly selected and monitored patients, opioid anal-
gesics constitute a potentially effective and, for some pa-
tients, indispensable treatment as part of a multimodal
strategy in the management of various types of persistent
cancer and noncancer pain.’*=3 Clinical observations and
the evidence provided by numerous published clinical trials
have led to the development of clinical guidelines regarding
the use of opioids in patients with persistent noncancer pain
by the American Pain Society, American Academy of Pain
Medicine, AGS, and others.'>%%7 Furthermore, the evi-
dence that use of NSAIDs and COX-2 inhibitors may result
in serious and life-threatening gastrointestinal and cardio-
vascular adverse events or gastrointestinal bleeding has
shifted attention to opioids, especially for older patients
who may be at particular risk for NSAID-related adverse
effects.®* Controlled trials have established the efficacy of
various opioids in the treatment of persistent pain associ-
ated with musculoskeletal conditions, including osteoar-
thritis”® and low back pain,”*'% and in the management of
several neuropathic pain conditions, such as diabetic pe-
ripheral neuropathy and postherpetic neuralgia.'°" None-
theless, evidence of long-term effectiveness for persistent
noncancer pain conditions in all age groups is lacking. Two
recent meta-analyses'°>1% and a number of systematic re-
views!%#-106 highlight the difficulties of assessing clinical
trial data in support of opioid therapy for long-term man-
agement of persistent pain. The proper positioning of
opioid therapy for older patients with persistent noncancer
pain is based on comparing the potential efficacy and risks
with those of other modalities and balancing them against
the harms of unrelieved pain and potential adverse effects of
opioid therapy.

All practitioners who care for older patients—geria-
tricians, pain specialists, and primary care providers—must
consider their own clinical experience along with published
evidence when deciding whether and how they will pre-
scribe opioids. Use of opioids in older patients with persis-
tent pain should be prescribed on a trial basis with clearly
defined therapeutic goals. The trial may involve serial at-
tempts to titrate the opioid to an efficacious dose without
intolerable adverse effects. It should be understood that
opioids will be discontinued if the trial is unsuccessful. In
most persistent pain conditions that warrant opioid ther-
apy, optimum management requires a comprehensive treat-
ment program that also involves functional restorative and
psychosocial modalities. Patients and their caregivers must
understand that opioids are not a panacea or substitute for
nonpharmacological therapies. On this basis, a trial of
opioid therapy for older patients with moderate to severe
persistent pain should be considered, guided by the follow-
ing two sets of questions.'®”
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(I) Initial Evaluation

(1) What is conventional practice for this type of pain or
patient?

(2) Is there an alternative therapy that is likely to have an
equivalent or better therapeutic index for pain control,
functional restoration, and improvement in quality of
life?

(3) Does the patient have medical problems that may in-
crease the risk of opioid-related adverse effects?

(4) Is the patient likely to manage the opioid therapy re-
sponsibly (or relevant caregiver likely to responsibly co-
manage)?

(1) Role of Consultant or Specialist

(1) Am I able to treat this patient without help?

(2) Do I need the help of a pain specialist or other consul-
tant to co-manage this patient?

(3) Are there appropriate specialists and resources avail-
able to help me co-manage this patient?

(4) Are the patient’s medical, behavioral or social circum-
stances so complex as to warrant referral to a pain
medicine specialist for treatment?

RISKS AND BENEFITS OF LONG-TERM

OPIOID THERAPY

The potential adverse effects associated with opioids can
present a barrier to long-term treatment. Although most of
the adverse effects decrease with long-term use (with the
notable exception of constipation), adverse events can be
sufficiently debilitating to cause patients to discontinue
therapy.!9%108 Respiratory depression, which affects respi-
ratory rate, minute volume, and oxygen saturation, is the
most serious adverse event and therefore deserves special
consideration, although tolerance to this effect develops
quickly. With long-term opioid therapy, respiratory depres-
sion usually results from excessively rapid dosing increases,
drug-drug interactions with other central nervous system
depressants (most notably benzodiazepines, alcohol, and
barbiturates), and drug accumulation or accidental over-
dose from opioids with variable pharmacokinetic profiles,
such as methadone.%1% Recent evidence has also shown
that long-term opioid therapy may suppress the production
of several hypothalamic, pituitary, gonadal, and adrenal
hormones, manifesting most commonly as testosterone de-
ficiency in men, with associated fatigue, depression, and
decreased libido.'!!

When used over a protracted period of time, prescrip-
tion opioid abuse may become a concern, especially in pa-
tients with a prior history of a substance use disorder
(including tobacco use).'%113 Prescription opioid diversion
and use of these agents outside specified medical indications
and directions has placed an increasingly significant burden
on the healthcare system and on society as a whole. Asso-
ciated financial costs, including medical costs, lost produc-
tivity, and the additional burden on the criminal justice
system, reached an estimated $9.5 billion in the United
States in 2005.'14

Addiction is a chronic, neurobiological disease charac-
terized by one or more of the following behaviors: impaired
control over drug use, compulsive use, continued use
despite harm, and craving.!'® The likelihood that a patient
will abuse opioid medications correlates with a number of
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Table 4. Available Resources for Published Guidelines
and Statements from State Medical Boards for Respon-
sible Opioid Treatment Regimens

Society Link to Resources

http://www.painmed.org/clinical_info/
quidelines.html
http://www.ampainsoc.org/pub/
cp_guidelines.htm
http://www.ampainsoc.org/links/
clinician1.htm

American Academy of Pain
Medicine
American Pain Society

Federation of State Medical  http://www.fsmb.org/RE/PAIN/resource.html
Boards

American Academy of Pain http://www.aapainmanage.org/literature/
Management publications.php

genetic and environmental factors,''® and for those who

are genetically predisposed, certain factors will precipitate
the addiction. Although the risks are exceedingly low in
older patients with no current or past history of substance
abuse, it is impossible to identify every patient who will
abuse or divert prescribed opioids.''” Therefore, many cli-
nicians have adopted a Universal Precautions approach to
pain management.''® This paradigm stresses that every pa-
tient should be assessed for risk factors related to the po-
tentially problematic use of pain medication. Such an
approach seeks to protect patients from the harm of sub-
stance abuse and helps primary care providers meet their
legal and regulatory responsibilities. Various sources, in-
cluding published guidelines and statements from state
medical boards, are available to help clinicians assess and
monitor patients with persistent pain for responsible opioid
use (Table 4).11%:120

For an initial risk assessment, tools such as the Opioid
Risk Tool (ORT)'?! and the revised version of the Screener
and Opioid Assessment for Patients with Pain (SOAPP-
R)'22 are available to help determine the presence of risk
factors known to be associated with problematic drug use.
The ORT is a brief, validated questionnaire that assigns a
sex-specific score to patients based on five general risk fac-
tors for future aberrant opioid-related behaviors. These risk
factors are a personal history of substance abuse, a family
history of substance abuse, relatively young age, mental
illness, and a history of preadolescent sexual abuse.'2! The
24-item SOAPP-R was empirically derived from an initial
pool of 142 conceptually predictive indicators of, or risk
factors for, future aberrant opioid use.’?? Scores on the
ORT and the SOAPP-R are used to stratify patients as low,
medium, or high risk, which in turn informs their treatment
plan. Patients who have already been prescribed opioid
medications can be assessed using the Current Opioid Mis-
use Measure, a 17-question self-assessment designed to
identify ongoing patient misuse of opioid medication.!??
These tools should be used to supplement a physical ex-
amination, patient interviews, the healthcare provider’s
clinical experience, and diligent monitoring as a component
of a comprehensive initial and ongoing risk assessment. The
patient interview may help to validate claims of pain, ex-
plore drug and alcohol use, and determine the safety of
opioids within the patient’s home while also helping to
identify potential risk factors in treatment.



1340 ICKOWICZ

AUGUST 2009-VOL. 57, NO. § JAGS

Stratification of patients is not meant to deny treatment
to those classified as being at high risk for abuse. Rather, it
allows the clinician to consider who can be treated without
consultation, who should be co-managed with the assis-
tance of a specialist, and who should be referred to medical
providers with extensive experience in pain medicine or
addiction medicine.'%”

Although clinicians should remain vigilant about the
possibility of misuse or abuse of opioid agents in all patients
irrespective of age, older age is significantly associated with
lower risk for opioid misuse and abuse.!12:113.124.125 g5 e
authors suggest that underuse of opioids in older popula-
tions constitutes a greater problem.'2® Given that older pa-
tients may not fill prescriptions or may take opioid
medications sparingly because of multiple concerns (e.g.,
fear of addiction, costs, fear of constipation, negative social
stigma), clinicians are encouraged to query patients about
their beliefs and prior experiences with this class of med-
ications before beginning an opioid medication.

Adjuvant Drugs

A number of drugs from various classes that were developed
for purposes other than pain relief have been found in tra-
ditional experimental pain models to alter or attenuate pain
perception in many pain-producing conditions without
raising the pain threshold. These agents, now convention-
ally termed adjuvant drugs, originally appeared in the can-
cer pain literature, although the term is now used regardless
of pain etiology.’>” Drug classes include antidepressants,
anticonvulsants, and other agents that alter neural mem-
brane potentials, ion channels, cell surface receptor sites,
synaptic neurotransmitter levels, and other neuronal pro-
cesses involved in pain signal processing. Adjuvant drugs
may be used alone or co-administered with nonopioid or
opioid analgesics and are used in a variety of persistent pain
conditions, especially neuropathic pain.

Tricyclic antidepressants (including amitriptyline,
desipramine, and nortriptyline) were the first drugs found
to reduce pain associated with postherpetic neuralgia and
painful peripheral diabetic neuropathy, but the adverse-
effect profile of this class of drugs often contraindicates
their use in older patients. More recent pharmacological
advances in the treatment of depression have included se-
lective serotonin-reuptake inhibitors (SSRIs) and mixed
serotonin- and norepinephrine-uptake inhibitors (SNRIs).
The SNRIs (duloxetine, venlafaxine) are particularly effec-
tive in the treatment of various neuropathic pain conditions
and fibromyalgia, with a better side-effect profile than the
tricyclic antidepressants. In contrast, SSRI drugs (sertraline,
fluvoxamine, fluoxetine, citalopram) have not proved to be
effective against pain. Gabapentin, pregabalin, and other
anticonvulsant agents with similar mechanisms of action at
voltage-gated calcium ion channels have been found to have
beneficial effects in various neuropathic pain conditions
more-benign side-effect profiles than older anticonvulsant
and antidepressant tricyclic drugs.'28-133

To minimize adverse effects, all pain-modulating
drugs must be carefully titrated and monitored frequently.
Regular phone contact and follow-up visits should be
scheduled to assess therapeutic effects and monitor for
adverse reactions.
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Other Drugs for Pain

Anecdotal evidence and a limited number of studies have
indicated that other drugs, as a group, are less reliable than
opioids and traditional analgesics in the treatment of per-
sistent pain. These observations are often based on small
patient populations in which subjects may be less respon-
sive to other drugs or have a higher likelihood for side ef-
fects or a slower onset of action (in some cases related to the
need for long titration periods to avoid side effects). In the
absence of data from well-controlled clinical trials that are
easily applicable to a given clinical situation, the use of
these nonopioid, nontraditional drugs is largely a matter of
clinical judgment.'3*

Corticosteroids

Analgesic effects have been described for a variety of sys-
temically administered corticosteroids in a broad range of
dosages for a variety of conditions. Effective use has been
documented for rheumatic and autoimmune arthropathies
and vasculidities, including rheumatoid arthritis, polymyal-
gia rheumatica, giant cell arteritis, other autoimmune dis-
orders, and acute crystal-induced arthropathies. Efficacy
has also been suggested for some neuropathic pain syn-
dromes (sympathetic dystrophies); cancer pain, including
bone pain, infiltration, or compression of nerves; headache
due to intracranial pressure; and pain related to bowel ob-
struction.'® Current evidence is unable to clearly differen-
tiate between corticosteroids in terms of acute or long-term
efficacy or dose-response relationships. The well-known
side effects and serious toxicity of short- and long-term use
of corticosteroids often limit their overall safety to low-
dose, short-term administration or use in patients near the
end of life.

Muscle Relaxants

Muscle relaxant drugs include cyclobenzaprine, car-
isoprodol, chlorzoxazone, methocarbamol, and others.
Cyclobenzaprine is essentially identical to amitriptyline,
with potential adverse effects similar to those of amitripty-
line. In addition, carisoprodol has been removed from the
European market because of concerns about drug abuse.
Although these drugs may relieve skeletal muscle pain, their
effects are nonspecific and not related to muscle relax-
ation."3* Therefore, they should not be prescribed in the
mistaken belief that they relieve muscle spasm. Muscle re-
laxants may inhibit polysynaptic myogenic reflexes in an-
imal models, but whether this is related to pain relief
remains unknown. If muscle spasm is suspected to be at the
root of the patient’s pain, it is probably justified to consider
another drug with known effects on muscle spasm (e.g.,
benzodiazepines, baclofen). Clinicians should be aware that
many of these drugs may be associated with greater risk for
falls in older persons.

Baclofen is an agonist of the gamma amino butyric acid
type B. Although its efficacy has been documented as a sec-
ond-line drug for paroxysmal neuropathic pain, it has been
used in patients with severe spasticity as a result of central
nervous system injury, demyelinating conditions, and other
neuromuscular disorders.’3¢ Starting with a low dose and
gradually increasing the prescribed amount may minimize
the common side effects of dizziness, somnolence, and gas-
trointestinal symptoms. Discontinuation after prolonged
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use requires a slow tapering period because of the potential
for delirium and seizure.

Benzodiazepines

The efficacy of benzodiazepines in the management of per-
sistent pain is limited. Current information does not sup-
port a direct analgesic effect of these drugs.!*” The high risk
profile in older adults usually obviates any potential benefit
that such agents might render in terms of pain relief, al-
though they may be justified for management of anxiety
(particularly in the setting of delivering end-of-life care) or
in a trial for relief of muscle spasm, especially in common
situations in which anxiety, muscle spasm, and pain coexist.

Calcitonin and Bisphosphonates
Calcitonin may be helpful in various cases of bone pain and
asa second-line treatment for some neuropathic conditions.
Studies have suggested that calcitonin may relieve pain re-
sulting from postosteoporotic vertebral compression frac-
tures and pelvic fractures and in cancer patients with bone
metastases.'**13 The mechanism by which calcitonin re-
lieves pain remains unknown. Apart from hypersensitivity
reactions, the main side effects of calcitonin are nausea and
altered serum levels of calcium and phosphorus. Therefore,
assessment of calcium and phosphorus may be advisable.
Bisphosphonates may also provide analgesia in patients
with cancer with metastases, particularly in those with
breast or prostate cancer or multiple myeloma. Data are
promising for pamidronate and clodronate.'® Other drugs
in this class have low potency or have not been studied. Side
effects of bisphosphonates are usually related to nausea,
esophagitis, or occasional hypocalcemia.

Topical Analgesics
Literature reviewed for this publication indicates that ran-
domized, placebo-controlled trials of the lidocaine 5%
patch have been limited to the treatment of neuropathic
pain. Evidence suggests that the lidocaine 5% patch is ef-
fective in cases of postherpetic neuralgia, but the observed
benefit does not usually compare with that of systemic
gabapentin or tricyclic antidepressants.’*! Fewer controlled
data are available for the lidocaine patch in other neuro-
pathic conditions or in nonneuropathic pain. Since receiv-
ing FDA approval for the treatment of postherpetic
neuralgia, the patch has been used widely off label for
other neuropathic conditions, diabetic neuropathies,
chronic low back pain, osteoarthritis, bone metastasis,
and even chronic wounds, despite direct warnings by the
manufacturer against its use in wound care. The rapid
adoption of this product is related to its ease of use, absence
of toxicity, and lack of drug interactions. Pharmacokinetic
studies have shown that systemic lidocaine levels remain
within a safe range with doses of up to four patches in 24
hours. Adverse reactions are rare, mild, and mostly related
to skin rash. The patch is contraindicated in advanced liver
failure because of decreased lidocaine clearance.

Eutectic mixture of lidocaine and prilocaine (EMLA) is
a mixture of the local anesthetics prilocaine and lidocaine.
EMLA is capable of penetrating the skin to form a local
cutaneous anesthesia and is often used to prevent the pain of
needle puncture or incision.'#? There is a risk of systemic
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toxicity if used repeatedly or near mucus membranes or
open wounds.

Topical capsaicin cream has been shown to provide
some benefit in the reduction of neuropathic and nonneu-
ropathic pain,'**1% although 30% of patients may not be
able to tolerate the burning sensation associated with treat-
ment initiation. This burning sensation may persist for
several months. Observations suggest that depletion of
substance P, with resulting analgesia, may require several
weeks of continuous exposure. For this reason, prolonged
trials may be needed for some patients. Newer formula-
tions that also contain aspirin, NSAIDs, local anesthetics,
or tricyclic antidepressant preparations may help amelio-
rate the burning sensation and reduce premature treatment
cessation.

Topical NSAIDs have shown some efficacy in a few
studies of persistent pain management.'#5146 Studies of
topical aspirin, indomethacin, diclofenac, piroxicam, and
ketoprofen have reported mixed results in neuropathic and
nonneuropathic pain syndromes. Currently there are two
diclofenac topical preparations that have received FDA ap-
proval for pain management. Systemic absorption appears
to be minimal when these agents are used in recommended
doses, and although the reported toxicity seems to be low,
the biology of these agents is not fully understood. Ran-
domized, placebo-controlled trials have demonstrated that
the benefit is not simply a placebo effect related to the
soothing sensation of rubbing cream onto a painful area.

Cannabinoids

Antinociceptive effects have been observed with the use of
cannabinoids in animal models and in a few controlled
clinical trials of humans with persistent pain.'47=14% In older
patients, the therapeutic window for cannabinoids appears
to be narrow because of the dysphoric response that older
patients and those using higher doses may experience.

GUIDELINE RECOMMENDATIONS
Nonopioids

(I) Acetaminophen should be considered as initial and on-
going pharmacotherapy in the treatment of persistent
pain, particularly musculoskeletal pain, owing to its
demonstrated effectiveness and good safety profile
(high quality of evidence; strong recommendation).

(A) Absolute contraindications: liver failure (high quality
of evidence, strong recommendation).

(B) Relative contraindications and cautions: hepatic
insufficiency, chronic alcohol abuse or dependence
(moderate quality of evidence, strong recommenda-
tion).

(C) Maximum daily recommended dosages of 4 g per 24
hours should not be exceeded and must include “hid-
den sources” such as from combination pills (moder-
ate quality of evidence, strong recommendation).

(I1) Nonselective NSAIDs and COX-2 selective inhibitors
may be considered rarely, and with extreme caution, in
highly selected individuals (high quality of evidence,
strong recommendation).

(A) Patient selection: other (safer) therapies have failed;
evidence of continuing therapeutic goals not met;
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(C

(1)

(Iv)

(V

(V1)

(v

Opioi
(VIII)

(IX

E:

(XD)

(XII)

ongoing assessment of risks and complications
outweighed by therapeutic benefits (low quality of
evidence, strong recommendation).

Absolute contraindications: current active peptic
ulcer disease (low quality of evidence, strong rec-
ommendation), chronic kidney disease (moderate
level of evidence, strong recommendation), heart
failure (moderate level of evidence, weak recom-
mendation).

Relative contraindications and cautions: hyperten-
sion, Helicobacter pylori, history of peptic ulcer
disease, concomitant use of corticosteroids or SSRIs
(moderate quality of evidence, strong recommen-
dation).

Older persons taking nonselective NSAIDs should use
a proton pump inhibitor or misoprostol for gastroin-
testinal protection (high quality of evidence, strong
recommendation).

Patients taking a COX-2 selective inhibitor with as-
pirin should use a proton pump inhibitor or mi-
soprostol for gastrointestinal protection (high quality
of evidence, strong recommendation).

Patients should not take more than one nonselective
NSAID or COX-2 selective inhibitor for pain control
(low quality of evidence, strong recommendation).
Patients taking aspirin for cardioprophylaxis should
not use ibuprofen (moderate quality of evidence,
weak recommendation).

All patients taking nonselective NSAIDs and COX-2
selective inhibitors should be routinely assessed for
gastrointestinal and renal toxicity, hypertension,
heart failure, and other drug—drug and drug—disease
interactions (weak quality of evidence, strong recom-
mendation).

ds

All patients with moderate to severe pain, pain-re-
lated functional impairment, or diminished quality
of life due to pain should be considered for opioid
therapy (low quality of evidence, strong recommen-
dation).

Patients with frequent or continuous pain on a daily
basis may be treated with around-the-clock time-
contingent dosing aimed at achieving steady-state
opioid therapy (low quality of evidence, weak rec-
ommendation).

Clinicians should anticipate, assess for, and identify
potential opioid-associated adverse effects (moder-
ate quality of evidence, strong recommendation).
Maximal safe doses of acetaminophen or NSAIDs
should not be exceeded when using fixed-dose opioid
combination agents as part of an analgesic regimen
(moderate quality of evidence, strong recommenda-
tion).

When long-acting opioid preparations are pre-
scribed, breakthrough pain should be anticipated,
assessed, and prevented or treated using short-acting
immediate-release opioid medications (moderate
quality of evidence, strong recommendation).
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(XIII)

Only clinicians well versed in the use and risks of meth-
adone should initiate it and titrate it cautiously (mod-
erate quality of evidence, strong recommendation).

(XIV) Patients taking opioid analgesics should be reas-

sessed for ongoing attainment of therapeutic goals,
adverse effects, and safe and responsible medica-
tion use (moderate quality of evidence, strong rec-
ommendation).

Adjuvant Analgesic Drugs

(XV) All patients with neuropathic pain are candidates

(XVI

(XVII)

(XVIII

(XIX)

(XX)

(XXI

Other

for adjuvant analgesics (strong quality of evidence,
strong recommendation).

) Patients with fibromyalgia are candidates for a trial

of approved adjuvant analgesics (moderate quality

of evidence, strong recommendation).

Patients with other types of refractory persistent

pain may be candidates for certain adjuvant anal-

gesics (e.g., back pain, headache, diffuse bone
pain, temporomandibular disorder) (low quality
of evidence, weak recommendation).

Tertiary tricyclic antidepressants (amitriptyline,

imipramine, doxepin) should be avoided because

of higher risk for adverse effects (e.g., anti-
cholinergic effects, cognitive impairment) (moder-
ate quality of evidence, strong recommendation).

Agents may be used alone, but often the effects are

enhanced when used in combination with other

pain analgesics and nondrug strategies (moderate
quality of evidence, strong recommendation).

Therapy should begin with the lowest possible

dose and increase slowly based on response and

side effects, with the caveat that some agents have

a delayed onset of action and therapeutic benefits

are slow to develop. For example, gabapentin may

require 2 to 3 weeks for onset of efficacy (moderate
quality of evidence, strong recommendation).

) An adequate therapeutic trial should be conducted
before discontinuation of a seemingly ineffective
treatment (weak quality of evidence, strong rec-
ommendation).

Drugs

(XXII) Long-term systemic corticosteroids should be

(XXIII)

(XXIV)

(XXV)

reserved for patients with pain-associated inflam-
matory disorders or metastatic bone pain. Osteo-
arthritis should not be considered an inflammatory
disorder (moderate quality of evidence, strong rec-
ommendation).

All patients with localized neuropathic pain are
candidates for topical lidocaine (moderate quality
of evidence, strong recommendation).

Patients with localized nonneuropathic pain may
be candidates for topical lidocaine (low quality of
evidence, weak recommendation).

All patients with other localized nonneuropathic
persistent pain may be candidates for topical
NSAIDs (moderate quality of evidence, weak rec-
ommendation).
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