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Common pain
syndromes and their
management

J. E. Charlton MB BS FFARCS

Anaesthetists are concerned with the management of pain
throughout their working day. Traditionally this is the
responsibility for abolishing pain associated with surgical
or medical procedures. Since the advent of pain relief
clinics and the continued growth of these facilities,
anaesthetists are now being asked to deal with acute and
chronic pain arising from other causes.

Pain is defined by the International Association for the
Study of Pain as “a sensory or emotional experience
associated with actual or potential tissue damage, or
described in terms of such damage.”! This definition
applies equally to acute and chronic pain and includes the
substantial numbers of patients who have a psychiatric or
psychological basis for their pain complaint. It is this
behavioural component, and the difficulties experienced
by the non-specialist in assessing this aspect of any pain
complaint, that may intimidate anaesthetists from manag-
ing patients with pain complaints that do not fall within
their routine practice.

It should be emphasized that the symptom of pain
should not be treated in isolation. A diagnosis must be
established before treatment is commenced, as misdiag-
nosis may lead to consequent mistreatment which, in turn,
may have acute repercussions for both the patient and the
treating physician. Establishing the correct diagnosis may
require knowledge of several different disciplines. If there
is any doubt, help should always be obtained. With regard
to behavioural and emotional factors there are several
reliable questionnaires that can be used to assess the need
for further evaluation of the patient by an appropriate
specialist.>~3

Despite this there are clinical syndromes which can be
treated with great benefit by the non-specialist anaesthe-
tist. These are all conditions that can be helped by
relatively simple interventions. It is also important to
emphasise that treatment should begin as early as possible
after the diagnosis has been established. It is likely that
acute intervention will terminate or minimise the progres-
sion from acute pain into chronic pain, and thus reduce the
devastating physical and emotional changes that charac-
terise chronic intractable pain.

Sympathetically maintained pain
A syndrome of diffuse limb pain that usually follows a
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noxious stimulus. The syndrome may spread indepen-
dently of the site or cause of the precipitating event and
may present without a recognisable pattern of dermatomal
or peripheral nerve distribution. There may be marked
features of sympathetic overactivity which include dis-
turbed blood flow, disturbances of sweating, and oedema.
The changes in autonomic activity may be associated with
sensory changes such as hypo- or hyperaesthesia and
allodynia, and motor changes such as weakness and
tremor. This syndrome includes conditions such as
causalgia, reflex sympathetic dystrophy, Sudeck’s atro-
phy and the algodystrophies.

Classically, causalgia is associated with neural dam-
age, usually following lesions of the medial cord of the
brachial plexus or median nerve in the upper extremity, or
sciatic nerve in the leg. Sympathetically maintained pain
without neural injury may follow crush or blast injuries,
strain/sprain injuries, fractures or lacerations. Not infre-
quently the precipitating event may have been so trivial
that the patient cannot recall it. Pain is continuous, severe
and is described as burning. It may be superimposed on
pain that is deep, shooting, stabbing or crushing. Pain
may be exaggerated by trivial stimuli and the patient may
go to extraordinary lengths to avoid an exacerbation of the
pain.

The mechanism of action is incompletely understood,
but there is no doubt that overactivity of the sympathetic
nervous system plays a major role in maintainng the
painful condition.®” Initial treatment is appropriate sym-
pathetic blockade carried out frequently, two to three
times per week, in conjunction with aggressive physical
therapy. Sympathetic blockade can be achieved by serial
use of conventional sympathetic blockade with local
anaesthetic drugs,® or by intravenous regional sympathet-
ic block using an adrenergic blocking agent such as
guanethidine.® Several other drugs have been given by
this method in the management of sympathetically main-
tained pain, and these include alpha and beta adrenergic
blocking agents, calcium channel blockers and serotonin
antagonists. All have been reported as offering some
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success. Other readily available methods of treatment
include the use of transcutaneous electrical nerve stimula-
tion [TENS], steroids, antidepressants and anticonvul-
sants, in addition to the oral use of those drugs mentioned
previously. Conventional analgesics such as non-
steroidal anti-inflammatory drugs [NSAID’s] and opioids
are generally ineffective in the management of this
syndrome.

Neurogenic pain

Neural blockade is frequently of help in the diagnosis of
neurogenic pain, and conditions such as acute shingles,
post-herpetic neuralgia, some entrapment syndromes and
facial pain such as trigeminal neuralgia will benefit from
neural blockade, at least in the short term.'%'! There is
some evidence that the overall incidence of post-herpetic
neuralgia is unaffected by nerve blocks no matter how
early in the course of the disease these are instituted.
However, there can be little doubt that the severity of the
pain experienced in the initial stages of this disease can be
ameliorated considerably by serial nerve blocks. Treat-
ment of neurogenic pain should be instituted as early as
possible and include the use of TENS and “centrally
acting” analgesics such as antidepressants and anticon-
vulsants, as well as nerve blocks.'?'?

Phantom limb pain

Phantom limb and stump pain are common problems in
amputees. =!8 The pain may be similar to that experi-
enced preoperatively and treatment is frequently ineffec-
tive.'? It is likely that only preoperative intervention can
influence the incidence and severity of postoperative
phantom and stump pain. A recent study has shown a
reduction in the incidence of postoperative phantom pain
when regional anaesthesia was used for the operation.
Where pain relief was supplied by regional techniques for
three days preoperatively, and extended to provide
anaesthesia for the procedure, there was no postoperative
phantom or stump pain for up to one year afterward. '® If
these findings can be confirmed with large-scale clinical
trials this represents a vital role for the anaesthetist in the
prevention and abolition of a major pain problem.

Mpyofascial pain
Myofascial disorders are a common cause of musculo-
skeletal pain. They are infrequently recognised and thus
this group of painful conditions remains inadequately
treated. '%-2% Myofascial pain may affect virtually every-
one and may be initiated by trauma, stress or fatigue.
Examples of myofascial pain range from the severe
unrelenting pain that follows a whiplash injury, to a more
diffuse discomfort associated with overuse or fatigue.
Myofascial pain is associated with definite trigger

CANADIAN JOURNAL OF ANAESTHESIA

points which produce predictable patterns of pain when
stimulated. Recognition of the specific referred-pain
pattern of each muscle is the key to understanding this
group of conditions. Once initiated the muscular trigger
points may become self-perpetuating, and lead to a con-
tinuing cycle of pain and muscle spasm. This may occur
despite adequate treatment of the precipitating stimulus.
Treatment is the injection of local anaesthetic or saline
into the trigger point, followed by physiotherapy.

Low back pain

The largest group of patients attending any pain clinic is
usually that presenting with low back pain. This is a
symptom of a large number of different syndromes which
are classified into several categories according to their
assumed pathogenesis. Examples include inflammatory,
degenerative, structural, traumatic, muscular and liga-
mentous. These include malignancy, visceral disease,
vascular disease and myriad conditions of bone, joint and
surrounding structures. Regrettably, the vast majority of
patients does not have a recognisable or readily treatable
cause for their low back pain, and this leads to a
disproportionate degree of suffering for the patient and
family.

Acute back pain is usually a self-limiting condition,
which disappears without medical consultation.?!-2?
However, there is a high recurrence rate and there are data
which show that each recurrence is more severe and
long-lasting.>>~2* This creates an enormous number of
people who suffer from chronic and recurrent low back
pain. These patients represent a vast burden to the
taxpayer and the health care system. There are data to
suggest that early intervention during acute episodes can
slow down the slide into chronicity.

Bedrest and medication are the first-line therapy. This
method of treatment is effective in the majority of cases,
but may lead to problems with prolonged use. Failure to
obtain pain relief within two weeks should lead to a re-
appraisal of treatment, and consideration should be given
to other forms of therapy which may include physiothera-
py, TENS, surgery and the use of epidural injections, with
or without steroids. Reviews of the use of epidural
steroids for both acute and chronic low back pain indicate
they may be helpful in rehabilitation, and this suggests a
role for the anaesthetist. However, it should be borne in
mind that the vast majority of papers upon this subject are
not scientifically valid.??

Cancer pain

The anaesthetist has a major role to play in the manage-
ment of pain arising from cancer. Often those caring for a
patient with terminal illness are intimidated by the drugs
and dosages required for the control of pain, and the
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anaesthetist’s knowledge of strong analgesics can be put
to effective use. Alternatively, it may be possible to avoid
the use of powerful and depressant analgesics such as the
opioids by the selective use of other agents and the
Jjudicious use of destructive techniques.

Neurodestructive techniques are not the complete
answer to the pain arising from malignancy, and specific
analysis of the pain must be made to identify the sort of
therapy likely to be most helpful.”® However, where the
patient has a limited life expectancy and the pain has
responded appropriately to a diagnostic nerve block, a
neurolytic block may yield prolonged analgesia for the
rest of the patient’s life. Examples include the use of
coeliac plexus or lumbar sympathetic blockade.? These
are techniques that can be performed by any anaesthetist
with the appropriate equipment, and are especially valu-
able in the minority of patients where other forms of
therapy have failed.

There are other procedures that can be of benefit in pain
arising from malignancy. Subarachnoid neurolysis may
be of use on rare occasions. The major drawback to the
use of this technique is the limited duration of pain relief,
which varies from two weeks to over a year, but with an
average of only two to four months.>®! An alternative is
the use of epidural phenol,>? or the implantation of
epidural or central venous lines for the long-term infusion
of opioids.>

Summary

Every anaesthetist can apply knowledge or skills used in
routine clinical practice to make a significant contribution
to the management and control of acute and chronic pain.
This is true whether the pain arises from malignant or
non-malignant causes.
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