


CHRONIC PAIN





			Those who think they have not time for bodily exercise 


			will sooner or later have to find time for illness.


					Edward Stanley, 15th Earl of Derby





ORIGIN OF THE TERM PAIN:  comes from the Latin, poena which means punishment.


Definition of pain;  “an unpleasant sensory and emotional experience arising from the actual or potential tissue damage or described in terms of such damage” (International Association for the Study of Pain)


	Scope of the Problem: pain is the most common symptom reproted to health care professionals.


		Billions of dollars are spent each year on pain relieving remedies and devices.


		Pain relief has been a preoccupation of humans since recorded time.


	Types of Pain:


		Nociceptive or myofascial pain=direct tissue injury or threat of injury with or without damage to 				the nervous system.  Examples are: Trigger point syndromes, fibromyalgia, spasmodic 				torticollis, muschle sprain syndromes, rotator cuff syndrome, tindinitis, piriformis 					syndrome, sacroiliac joint dysfunction, tension headache, & temperomandibular 					dysfunction syndrome.   Further broken down into somatic and visceral pain.  


		      Somatic pain is usually well localized and usually described as stabbing, aching, or throbbing.


		      Visceral pain is poorly localized and not necessarily matching the involved organ and is 			      considered as dull, crampy and poorly localized.  GIVE EXAMPLES:





		Neuropathic pain: caused by injured or dysfunctioning nervous system resulting is a sharp, 			shooting (lancinating), burning pain in paroxysms that is ususally dermatomal in distribution.  			Other names for this type of pain are neurogenic pain, deafferentation syndrome, reflex 			sympathetic dystrophy, diabetic neuropathy, central pain syndrome, trigeminal neuralgia, 			and postherpetic neuralgia.  Often originates in the nerves.  It is non-inflammatory.  Is 				particularly responsive to TCAs or anticonvulsants.  Nortriptyline (Pamelor) is particularly good 			for chronic pain, is well tolerated and helps with sleep problems and depressions.  Anticonvulsants 		appear to act by modulating sodium channels in nerves and preventing hyperalgesia. (Workman & 		Hubbard).





		Sympathetically Maintained:  (complex regional pain syndrome or reflex sympathetic dystrophy) 			sympathetic overactivity that does not involve a major nerve.  Is probably a subset of neuropathic 			pain and is often caused by injury such as microtrauma and other injuries (page 185 of Stern, 			Herman, & Slavin’s The MGH Guide to Psychiatry in Primary Care, 1998.





		Idiopathic Pain:  spectrum of poorly understood pain.  Typically there is no evidence of associated 		organic problem but there is extensive pain.  Examples are myofascial pain syndrome, 				fibromyalgia, fibrositis, muscular rheumatitis, chronic idiopathic pain syndrome





	The 8 “Ds” of Chronic Pain:  


		Duration:  6 months or longer-present on more days than not.  Opportunity for functional resotration is believed to be between 4 months after the onset of pain and 2 years thereafter. (Workman and Hubbard).  


		Dramatization:  Emotionally charged words.  Affective component or cultural display; fatigue of constant pain, possible secondary gain.


		


		Diagnostic Dilemma: Often people have already been evaluated by #s of other clinicians and undergone numerous diagnostic procedures.  This can lead to incinsistent or occasionally incorrect diagnoses which results in confusion in the clinician and hostility and hopelesness in the patient.





		Drugs (chemical dependency):  major debate about using opiates for chronic pain.  A substantial number of patients develop a dependence on narcotics and alcohol.  All chronic pain patients should be assissed for substance dependence and detoxified and treated as necessary.





		Dependence (interpersonal): where the patient becomes overly dependent upon the clinician and significant others which can result in demands for overtreatment or relinquishment of responsibility.





		Depression: 30-60% of chronic pain patients regardless of etiology develop a major depression or dysthymia.  Another 10-20% develop anxiety illness such as panic disorder.  Depression & anxiety increases the likelihood of suicide and limits functional restoration in others.





		Disuse: a subset of people with chronic pain who limit activity to the point of immobilization which leads to deconditioning and development of secondary skeletal pain.  Then a vicious cycle begins in which the patient engages in activity, hurts, reduces activities and slowly spirals down most if not all activity.  Strongly encourage aerobic activity as they can tolerate of a regular basis (3-4 times a week).  Rehabilitation services of physical therapy, occupational therapy, & kinesiotherapy can facilitate.





		Dysfunction:  disengagement from work, social activities, hobbies & family life can result...especially if patients have been out of work 2 or more years.  Strongly encourage activity-even volunteer and as much return to ‘prepain’ activity as possible as soon as possible.





ORIGINS OF COMMON CHRONIC PAIN


	CHRONIC AND ACUTE PAIN


	Acute pain is usually related to an identifiable injury or is disease focused and self-limited, resolving over 	hours to days or with healing.  Acute pain shows on the body with fast heart, sweating, or pallor.





	Chronic pain is pain that lasts beyond the normal time of healing or lasts greater than 6 months.  Chronic pain often reflects a separate mechanisn from the original insult that began the syndrome.  There is  vagueness to its quality and typically lacks the physical signs because of the body’s chronic adaptation.  This pain begins to have emotional associations and may also become associated with affective qualities.  These are that the pain is ‘cruel’, ‘heartless’, ‘evil’ and may become associated with depression, bed rest, insomnia, hostility, or anxiety.


HOW TO PROTECT YOURSELF FROM MORE INJURY


HOW TO STRETCH AND LIVE WITH THE PAIN


PROPER POSTURE TO AVOID MUSCLE STRAIN


EXERCISING FOR TOTAL WELLNESS


MEDICATIONS FOR CHRONIC PAIN


	First line:  NSAIDS=NonSteroidal Anti-Inflammatory Drugs.  650 mg ASA=32mg of codiene=65 mg of Darvon (propoxyphene)=50 mg. of oral pentazocine (Talwin).


		Nocioceptive (Muscular or skeletal) pain can become quite intense in the presence of 				prostaglandins.  NSAIDS are extremely effective in inflammatoru conditions but their role is 			limited in situations of severe or chronic pain.  They are good but the side effect, mostly in elders, 			is the chance of bleeding and all except sulindac are contraindicated when taking lithium.


		First line is NSAIDs and antispasmodic agents in addition to tricyclic agents.  Also, there is a 			general belief in the SSRIs such as sertraline, fluoxetine, and paroxetine improving pain in the 			absence of depressive illness.  There seems to be no proof of this but TCAs seem to potentiate 			analgesia.  Trazodone and nefazodone are more widely used.  There is evidence that they improve 		sleep architecture and have anxiolytic as well as antidepressant properties.  One NSAID, 				meclofenamate (Meclomen) seems to have a degree of specific efficacy in myofascial pain.  			Misoprostol (Cytotec) may protect against the erosion of NSAIDs.


	TRAMADOL; (ultram) in a centrally acting analgesic but is contraindicated for people who are 				dependent upon psychoactive drugs and it can cause sedation in some people.


	CAPSAICIN cream (0.075%) topically qid  although takes 4 weeks for relief.  Side effects are local 			redness, burning, itching and a cough, especially in combination with an ACE inhibitor.


	ADJUVANTS: Do not have analgesic properties but relieve certain types of pain when given alone or in 				combination with other analgesics.


		Tricyclic Antidepressants  Most important group.  Are effective in chronic pain whether or not 				there is depression.  Very good for neuropathic pain.  (amitriptyline [Elavil Endep], 				clomipramine [Anafranil], doxepin [Sinequan, Adapin], imipramine [Tofranil])


		Local Anesthetics: nerve blocks and one local oral anesthetic, mexiletine (Mexitil).  0.5% 					bupivacaine HCL (Marcaine) or 50/50 of bupivacaine and serapin injected into trigger 				points.  Seems to work through the modulation of sodium gating.  Inject each trigger 				point involved q 1-2 wks x 8-12 sessions.  Must limit the totals to avoid increasing chance 			of systemic absorption of the bupivacaine or similar cardiotoxic agent.  Another 					antiarrhythmic used is lidocaine which can be given intravenously or by patch but has the 				same cardiac side effects as mexiletine.


		Anticonvulsants:  block the paroxysmal discharges that result in burning or lancinating 					pain.  Carbamazapine (Tegretol) for chronic pain such as trigeminal neuralgia and 					gabapentin (Neurontin) for neuropathic pain.


		Steroids


		Others


	OPIODS single most effective class of drugs we have today.  They work by decreasing the release of pain neurotransmitters.  This ‘short-circuits’ the information from the primary pain fiber up to the spine and to the brain.  Most clinicians fear the potential of addiction and regulatory sanctions.


		Psychologic Dependence or Addiction= “abnormal behavior pattern of drug abuse that involves thaking medications for reasons other than pain relief regardless of the possibility of self-harm.”(Clinical Highlights ReporterOctober, 1998 p.4).  Physical dependence will lead to withdrawal symptoms if there is abrupt discontinuation of opioids.  Pseudoaddiction seeking additional medication and appear to be displaying addictive behavior because of inadequate pain relief.


	It is important in opiates to not allow the cycle of lows of pain control because it may lead to classical conditioning situation of reinforcing the use of the medication.  It is most improtant for people with chronic pain to nave constant serum levels of an opioid analgesic to avoid the time-contingent pairing of relief with the tablets and to maximize the time of pain relief.  Use long-acting opioids such as sustained release morphine, controlled-release oxycodone, methadone, or fentanyl patch.


	When considering narcotic analgesics, consider these nine points.


Rule out active history of addictive illness in at least the past 4-5 years.


Documented evidence of all other alternatives  exhausted before opiates


Patient signs a written contract that states that:


has not used illicit drugs in the past 5 years


will only obtain medicine from your office


will strictly adhere to dosage amounts and intervals


will not use ETOH or illicit medications to augment the pain medication


that the patient understands that opiate therapy can and will be stopped at any time you judge that therapy is no longer appropriate


that under no circumstances will pain medicines be filled early regardless of spillage or loss


The lowest dosage of the least potentially addictive opiate will be started in conjunction with the adjunctive agents.  Use of schedule IV agents over schedule II agents with antispasmodics for myofascial pain and anticonvulsants for neuropathic pain.


Efficacy to be evaluated every 2-4 weeks on a 100 mm pain rating scale


Potential dependence should be assessed for at frequent office visits by counting the pills in the container and querying patient or others about dose escalation, obtaining from other than you, and attempting to augment the medication with ETOH or illicit drugs.


Titrate slowly


If high dosages of schedule II agents are to be used, minimize dependence by using one of two long-acting;slow onset alternatives: fentanly transdermal patch (Duragesic) start at 25 q3d and titrating very slowly while monitoring for sedation and subtle respiratory distress or oxycontin oral with a half-life that allows bid dosing.  Smooth blood level curve and less likelihood of obsessional attempts to dose frequently.


Monitor carefully for sedation, visual motor skill deficits--especially if patients are driving.


	Acetaminophen/opioid combinations should be avoided in chronic pain to minimize the risk of acetaminophen toxicity.





PAIN MANAGEMENT PROGRAMS:


	Myofascial pain


		Neuropharmacotherapy


		Trigger point injections


		Joint injections


		Work-hardening physical therapy


		Stress management


		Group psychotherapy to improve functional attitudes


		Myofascial physical therapy to improve range of motion


		Biofeedback training to improve muscle spasm control


		Detoxification from opiates or alcohol if dependent]


		Rehabilitative counseling


	


	Neuropathic Pain


		Neuropharmacotherapy


		Peripheral nerve blocks


		Epidural steriod injections


		Surgical interventions (decompression)


		Rehabilitative counseling


		Supportive group therapy to improve overall coping


		Detoxification from opiates or alcohol if dependent


		Physical therapy to improve rante of movement.





WHEN NORMAL PAIN NO LONGER IS NORMAL


	Alternative Treatments


		TENS (trans-eletrical-neuro-stimulator) works by blocking the sensation of the pain & most 				efficacious in butrning and tingling pain.


		Physical and Occupational Therapy for restoration of function and pain relief.  Stretching & 				massage may help alleviate muscle cramping and leg aches.


		Chiropractor


		Biofeedback only alternative with hypnosis to gain mainstream psychiatry


		Hypnosis only alternative with biofeedback to gain mainstream psychiatry.


		Vitamin supplementation and antioxidants: (thiamine, pyridoxine, and vit B 12 and E) work only 				in the few incidents where there is an existing vitamin deficiency.  No proof.


		Primrose and borage oils for neuropathic pain because they contain gamma-linolenic acid which 				bypasses the need for the body to manufacture the same.  No proof.


		Chronic submaximal magnetic stimulation for peripheral neuropathy-uncontrolled pilot studies.


		RICE: (rest, ice, compression and elevation) Ice=20-60 minutes as needed.  Rest=slow down 				usual activity but no bedrest greater that 48 to 72 hours.  Gentle stretches
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