
PAIN MANAGEMENT.

The Burden of Pain.
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10 POINTS T0 KNOW.

1. Pain pathways / ñplasticityò CNS:

- Transition Acute Ÿ Chronic?

- Risk factors / prevention?

2. Pain is a Bio-psycho-social experience

3. Difference acute / cancer / chronic pain

- Does this matter??



10 POINTS T0 KNOW.
4. Chronic pain  - is it a disease in own right?

5. How assess pain / Pain History.

- Difficulties extremes age.

- Difficulties language / ethnic groups.

- Belief systems

6. Different drugs?

Acute: short acting drugs, high doses, taper quickly 

Chronic: long acting oral drugs, small doses, limited role

Cancer: both.



10 POINTS 
TO KNOW!

7. Pharmacology of medication.

Simple analgesics / NSAIDôs/ opioids /adjuvants /LAôs

Recognition drug interactions ïSerotonin Syndrome.

Dosing effect / side effects.

8. Appropriate use medication ïacute vôs chronic.

9. Different Interventions ïacute vôs chronic.

10. Management difficult patient

opioid tolerant / dependency issues / co-morbities





Chronic pain Í Acute pain!!



OPIOID RULES.

Acute Pain!

ÅNot all opioids are the same.

ÅVariation pharmacology (bioavailability) 
ïdifferent routes.

ÅInitial doses age based.

ÅMoniter sedation scores ïnot RR.

ÅDo controlled release opioids have role?

ÅPethidine no advantage.

ÅDurogesic (fentanyl) patch no place.



OPIOID RULES

Chronic Pain!
ÅSelect appropriate patient.

ÅControlled release only.

ÅBreakthrough medication limited role 

ïPatients require re-education to pace.

ÅEducation pts ïresponsibility / expectations.

ÅEducn long term effects:

ïhormonal,endocrine, immune.

ÅEqui-analgesic dose tables:

ïMorphine: methadone varies 3:1 to 20:1



OPIOID RULES

Cancer Pain!

ÅSelect appropriate patient.

ÅControlled / immediate release.

ÅBreakthrough medication as necessary

ÅEducation pts ïresponsibility / expectations.

ÅAs cancer patients live longer, awareness 

long term effects becomes important.

ÅHigh dose requirements consider adjuvants 

and alternate routes.



PAIN HISTORY.

ÅWhere is the pain?

ÅWhen did it start?

ÅWhat does it feel like? 

ÅWhat makes it better / worse?

ÅDoes it go anywhere else?

ÅWho else has pain?





PAIN HISTORY.

ÅPattern of the pain?

ÅQuality?

ïSharp well / localized? 

ïBurning / shooting?

ïDull / diffuse / poorly localized?

ÅAssociated symptoms?

ÅEffect pain on activities / sleep?







WHAT IS PAIN?





PAIN IS :

Sensory  and emotional experience.

ÅDifficult to measure.

ÅWhat the patient says hurts.





PAIN INVOLVES:

¶sensory discrimination.

¶emotional response.

¶cognitive components.





BIO-PSYCHO-SOCIAL 

EXPERIENCE.



ALL PAIN IS BIOLOGICAL!



ALL PAIN IS BIOLOGICAL!

ALL PAIN IS PSYCHOLOGICAL!







How common is it?



3.2 million Australians.



How common is it?

1. BLYTH: PAIN 2001; 89: 127ï34.

2. AIHW. AUSTRALIAôS HEALTH 2006.
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Burden pain* - Australia.
(Blyth et al, Pain 2001)

*daily pain for at least 3 months in a 6 month period

chronic pain other (no pain, acute pain, recurrent pain

~20%



HOW COMMON IS IT?

20% population - pain.

25% ð report pain 

- moderate ­ severe

- interfering QOL.

5% all patients! 
ACCESS ECONOMIC REPORT 2007



DISEASE BURDEN PAIN.

Å51% in 65 ï74 age group.

Å55% in those aged over 85

HELME & GIBSON 1999.





ANNUAL COST

@$34.3bn.

MBF Foundation- Access Economics -2007





Message - population studies.

ÅPain is common.

ÅRecurrent pain is more common.

ÅPersistent pain is a disease entity.



Message - population studies.

ÅPain one site - predisposes individuals other 

pain problems.

ÅPersistent pain interferes daily activities -

affects all areas of life





HOW DO PEOPLE FEEL 

PAIN?



DESCARTES  1665.



HOW  PEOPLE  FEEL  PAIN?

Cortex
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tract
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AREAS FOR PAIN.
Somato sensory cortex
Insular cortex
Limbic forebrain

Spinothalmic
tract

CNS ¬or ®
pain transmission 

at dorsal horn

Stimulus

Nerve

Dorsal horn

Thalamus
Reticular formation



ñNO BRAIN 

NO PAIN ! ! ò



ñNO PAIN,  NO BRAIN!ò





WHY DO PEOPLE 

GET PAIN?



ñNORMALò  PAIN?

Physiological.

(Most Acute Pain.)



PNS

CNS

TOUCH PAIN

Low Threshold

A beta fibre 

High Threshold

A delta & C fibres. 

Weak

Stimulus

Strong

Stimulus

PHYSIOLOGICAL PAIN:



Inflammation, nerve injury, surgery.

Pain pathways   ú sensitised.





CHRONIC  PAIN

ñPathological??ò



Low Threshold

Mechanoreceptor

A beta

Sensitized Nociceptor

A delta & C

Hyperexcitable

Dorsal Horn Neuron

PAIN

Low Intensity Stimulus

PNS

CNS

Pathological Pain.



Evidence 

ñsensitizationò

shows chronic pain 

not 

psychological problem.





CHRONIC PAIN 

IS

A DISEASE ENTITY!







TYPES OF PAIN.



ACUTE.

CANCER. 

CHRONIC (Persistent).



ACUTE PAIN.



ACUTE PAIN.

ÅñHelpful!!ò

ÅUsually self limiting.

ÅUsually responds to simple analgesics 
or opioids.



ACUTE PAIN.

ÅTrauma / #

ÅAcute medical conditions.

ïMI, Shingles, infections, sciatica etc. 

ÅPost surgical pains.

ÅHeadaches.

ÅAbdominal / Pelvic pains.



ACUTE PAIN.

Responses:

ÅSeek medical help.

ÅFear / anxiety ïñwhatôs wrong?ò

ÅWhat about my job, kids, dog etc.



Painful stimulus ­ Acute pain ­ Gets better

Ą

multiple therapists

multiple investigations

multiple medications / operations

legal / workcover involvement

Ą

ANXIETY, DEPRESSION, FINANCIAL HARDSHIP,

DRUG DEPENDENCE, FAMILY DISHARMONY

Ą

CHRONIC PAIN




