
44 F I S I O T E R  A P I E JUNIE 1979

Mild pain

We usually start by drugs that are not hab it forming; 
these can be very effective and often all that a patient 
may need, even in the terminal stages of their illness. 
Aspirin with or w ithout codeine, and paracetamol with 
o r w ithout codeine, may be particularly useful in old 
patients in whom the effect of aspirin on the stomach 
needs to be avoided; dextropropoxyphene, either alone 
or with aspirin may also be used.

Moderate pain

Tilidine hydrochloride (Valoron) is useful as an added 
drug at night or alternating with the abovementioned 
during the day if the pain is moderately severe. I t is 
also available in drops. D ipanone hydrochloride (Well- 
conal) is a useful oral preparation in the same context, 
but can occasionally make patients confused.

Severe pain

The opiates may be given by mouth, e.g. oral 
Omnopon tablets o r m orphine in chloroform exlixir. 
In the terminal phase of an illness, these are more 
effective when combined with the phenothiazines, which 
also prevent vomiting and act as tranquillizers.

M any of you will recently have heard Dr. Cicely 
Saunders of St. Christopher’s Hospice in London. At 
the Hospice they have found that morphine is the 
most useful drug and give it in a dose range of 5 mg 
(for terminal sedation only) to 60 mg for severe pain, 
and even up to 120 mg. I have used oral Omnopon in 
doses up to 60 mg in patients being nursed at home, 
with good control of pain.

The regular use of analgesics is most important. 
Drugs should never be prescribed p.r.n. especially for 
severe pain, but should be given regularly when the 
patient experiences minimal pain. If one waits till the 
pain is more severe, muscle spasm and tension have 
added to the problem and the patient requires larger 
doses to eliminate the pain.

I have not gone into the details of the management 
of the other distressing symptoms in terminal illness, 
since this was not required of me, but obviously the 
skilful management of these symptoms is most im
portant. I have also not discussed how, in some cir
cumstances, we seek the assistance of the Pain Clinic, 
staffed by an anaesthetist and a neurosurgeon, to helpi 
us cope with some forms of intractable pain in whom 
nerve blocks may be useful. I hope, however, that I 
have given you some practical ideas on how we, as 
radiotherapists/oncologists, are required to approach the 
problem of pain associated with malignant disease.

THE ORTHOPAEDIC SURGEON AND CHRONIC PAINr
G EORGE DALL* M.B. Ch.B. (U.C.T.), Ch.M. (U.C.T.)

A brief outline of the orthopaedic surgeon’s approach 
to the subject was given. The speaker emphasised the 
fact that most orthopaedic conditions demanded pro
longed treatment, and after-care could be necessary 
for the rest of the patient’s life. This meant that 
orthopaedic surgeons had to develop a philosophy 
which enabled them to accept the long-term nature of 
orthopaedic treatm ent and surveillance. There was often 
no quick cure and an understanding of the patient’s 
problems in its entire context was essential if the 
correct job satisfaction was to be achieved.

A brief classification of the causes of orthopaedic 
pain was given and a classification of the causes 
of low back pain followed. This included psycho
genic pain. M acnab’s approach to the question of 
psychogenic pain was considered most helpful. Psycho
genic regional pain, w ithout any organic pathology 
was rare. W hat was far more common was psycho
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genic magnification of pain due to emotionally based 
exaggeration of pain due to pathological disorders.

Reference was made to referred pain and John 
H ilton’s rem arkable concept of this aspect was re
called. H ilton attempted to explain the fact that hip 
pain was often felt in the knee on the basis that 
the obturator nerve supplied a branch to the liga- 
mentum teres and also branches to the inner aspect 
of the knee joint, hence the production of so-called 
‘sym pathetic’ pain.

Pain was often protective in nature and, if absent, 
as in neuropathic joints, the patient was liable to 
abuse the use of such a joint leading to complete dis
integration of the joint. In this context the danger/ 
of intra-articular steroid injections as well as ex-' 
cessive analgesia was stressed as this could lead to 
w hat was considered to be an analgesic arthropathy. 
Pain was, therefore, not always harmful and it was 
quite often necessary to convince the patient that this 
type of pain was protective and that its acceptance 
was desirable.

In conclusion, the question of total care and, in 
particular, caring for the patient was reiterated.

PAIN SYMPOSIUM— WORKSHOP
Nine workshop groups were set up to discuss the 

implications of pain, problems encountered and some 
solutions in various aspects. The groups were each led 
by a physiotherapist and a medical specialist and 
reported back to the plenary session after an hour.

The obstetric workshop considered pain in this in
stance as functional and temporary. For pain control 
in labour the following were advocated: early repro
ductive education; psychological anaesthesia including

physiotherapy, psychotherapy and general education; 
husband’s involvement; drugs and induction only when 
indicated, the patients having been taught to cope with 
these situations.

The pharmacology workshop discussed analgesic drugs 
and their potential addictive property on depression of 
the central nervous system (CNS). They concluded 
these should be used thoughtfully and rationally in 
treating severe pain. Ketamine (ketalor) received parti
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cular attention as it does not depress the CNS, but can 
produce hallucinations. They noted with interest that 
medical students receive an intensive education in 
pharmacology but know very little about physiotherapy 
in the management of pain.

The orthopaedic workshop noted that 90%  ot out
patients present with pain due to traum a and sequelae 
or acquired conditions such as back and neck P&in 
which are largely undiagnosed. The problems in these 
cases are that the patho-physiology is usually unknown 
and it is difficult to assess pain scientifically. Some 
solutions that were proposed are to assess the patient s 
disability, i.e. how pain affects his life; the use of a 
team approach with one person in charge of total care; 
to spend time on questioning, listening to and examining 
the patient; and that it is essential to overcome inter
disciplinary communication problems.

The paediatric workshop concluded that the re
cognition of pain would depend on the age or level of 
development of the child. It is essential to recognise 
pain early and explain it to the child, at the same time 
Establishing rapport and trust with the child and parents. 
Tfhe cause of acute pain should be removed if possible, 
lest it becomes chronic. Chronic pain is influenced by 
sensory stimulation, environment and activity, and is 
best handled by a multidisciplinary approach. The 
psychological overtones to organic pain and the function 
of pain were discussed. The group also touched on the 
relief of pain by means of physiotherapy, drugs and 
surgery.

The respiratory workshop concentrated on practical 
management of pain in various respiratory conditions. 
In injury the value of ventilation, epidural block, intra
venous morphine, entonox, reassurance and physical 
support was discussed. The role of analgesics, anti
inflammatory agents, muscle relaxants and reassurance 
in managing obstructive lung disease was stressed. In 
pleurisy anti-inflammatory agents and reassurance were 
thought to be essential. Pain after chest surgery could 
be controlled by Continuous Positive Airways Pressure, 
intravenous morphine, reassurance and physical support, 
whilst pain in malignant disease responded best to 
morphine. In  all instances physiotherapeutic manage
ment was thought to  be beneficial in handling pain.

The neurological workshop approached the problem

from three points of view. The physiotherapists felt 
that chronic pain was a problem area as they could not 
deal adequately with it. Training in counselling tech
niques was necessary to develop an approach where 
the patient was actively involved in his management 
by accepting responsibility for himself and his need 
of his pain. The surgeon felt that acute pain should 
be treated enthusiastically, that negative aspects 
should not be highlighted in front of the patient 
and that chronic pain is better managed by teaching 
coping mechanisms such as postural control. The 
patient should be motivated to accept personal 
responsibility. A psychologist felt that the patient should 
be accepted as a whole person, his self esteem being 
respected without becoming his psychological crutch.

The rheumatology workshop felt that physical 
measures used to treat pain (such as heat and ice) 
should be more scientifically evaluated. Mobilisation 
techniques were discused. Care should be taken not to 
produce a placebo effect when evaluating drugs, physi
cal measures or other treatm ent modalities. The con
clusion was that personal contact and caring, such as in 
counselling were of prime importance.

The anaesthesia workshop concentrated on a dis- 
cusion of the pain pathways, the gate control theory of 
pain and mechanisms whereby physiotherapy modalities 
such as transcutaneous electrical nerve stimulation 
(TENS) is thought to be effective. The role of the 
body’s natural opiates, the endorphins, in blocking 
certain synapses was thought to be important. The final 
conclusion was that it is im portant to involve the patient 
in the treatm ent of his own pain.

The neurology workshop concluded th r t it is essential 
to take an adequate history, being careful how language 
is used and how the patient interprets it. Communication 
about symptoms and treatm ent has to be full. The 
patient has to be approached as a person with special 
reference to cultural and environmental aspects. 
Again the multidisciplinary approach, ensuring physi
cal contact and rapport with the patient was stressed. 
Physical treatm ent and TLC were thought to be im port
ant A ttention was drawn to the fact that pain memory 
is usually lost, but that there is easy recall of past 
pain. .

CHRONIC PAIN
Y. K. BOSMAN* M.B.

In recent years there has been renewed interest in 
the pathophysiology of chronic pain and methods of 
treating it. The problem has been spotlighted by the 
staggering figures of lost man-hours to the American 
economy and the colossal payments for tem porary and 
permanent pain disability claims. Chronic pain has even 
been described as the most common disabling disease in 
the U.S.A. This in spite of modern science and the fact 
that pain has plagued Man since his beginning.

We are not able to measure pain in any units since 
the pain experience is a subjective phenomenon, and 
for this reason assessment of treatm ent is also subjective. 
This and perhaps other reasons, are responsible for 
certain pain paradoxes; for example some pain studies 
show that narcotics are not analgesic in 10% of post-

* Anaesthetist, Tygerberg Hospital.

B.Ch. (Wits.), F.F.A. (S.A.)

operative patients, and that placebos provide relief in 
20% (Anon, 1973). It is understandable that our treat
ment of pain is often inadequate with our poor under
standing of pain physiology, for the latest research does 
not take us beyond the barrier of the theory and we 
still await proof of what happens to the pain impulse 
after it enters the central nervous system in Man.

W hat are the theories of pain? The textbooks still 
mention the specificity and pattern theories. The Speci
ficity Theory, put forward in the middle of the last 
century, stated that free nerve endings were pain recep
tors, and stimulation generated pain impulses which were 
carried by peripheral nerves via the spinothalamic tract 
to a pain centre in the thalamus.

The Pattern Theory, put forward at about the turn 
of the century, stated that stimulus intensity and central 
summation were the critical determinants in pain appre
ciation i.e. a certain spatio-temporal pattern was neces
sary.
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