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LEARNING OBJECTIVES

When you have compieted this chapter you will be able to:
= recognise the significant psychological, social, physical and economic burdens
piaced on individuals, their family members and society by persistent pain

» acknowledge the central role the person with chronic pain takes in the manage-
ment of their heaith

« identify the modalities of health service provision available to people with chronic
pain

» appreciate the range of therapies available for the management of chronic pain

» discuss the dynamic role that nurses have as supporters of seif-care agency.
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INTRODUCTION

Chronic pain is suffered by a significant number of people from all age groups. Most of these
people manage the pain themselves in a range of positive and sometimes negative ways—
they take analgesics and remedies and modify their lifestyles to accommodate changes that
may accrue in elements of life such as function and affect. People who suffer from chronic
pain classically refer themselves to general practitioners who now act as agents for a broad
range of conventional and complementary specialists to manage chronic pain. The major-
ity of nurses become involved in the care of people with chronic pain when it affects func-
tion or psychological wellbeing to such an extent that independence in activities of living
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{Roper et al, 2000} or self-care needs (Orem, 2001) are adversely affected. These nurses
take a supportive and educative role to enable people with chronic pain to recognise posi-
tive strategies that ameliorate their state of pain and maximise their independence.

However, there are nurse practitioners who specifically work with people who are
referred to pain clinics and there are specialist nurses who work with people with condi-
tions that are particularly associated with enduring pain, for example people with can-
cer and specialists in oncology nursing, or people with long-term angina and specialists
in cardiac rehabilitation nursing. These nurses work in multidisciplinary teams and have
extended knowledge of the actiology of chronic pain and skills in the assessment, therapy
and evaluation of chronic pain management.

This chapter is written for nurses and other health professionals as a broad overview of
a complex topic. There is no intention to delve into the specifics of specialist diagnosis and
treatment but rather to draw a picture of the size and the nature of the problem, and the
array of therapies that are available to suit particular individuals with chronic pain. While
we refer to nursing and nursing theories of self-care, we recognise that the management
of chronic pain is essentially in the hands of individuals and that support for them comes
from a range of health professionals whose roles can overlap to a large degree in the offer-
ing and delivery of a person-centred philosophy of healthcare service.

CHRONIC PAIN DEFINED

Chronic pain has been identified as an independent entity, rather than a symptom, for
a relatively short period of time. Until the middle of the 20th century, chronic pain was
thought to be acute pain that did not resolve or was psychosomatic in origin. Over the
intervening half century, research by physicians and neuroscientists has altered this view
of chronic pain. In 1986, the International Association for the Study of Pain (IASP, 1994)
defined chronic pain as

... an unpleasant sensory and emotional experience associated with actual or potential
tissue damage or described in terms of such damage that lasts continuously or intermittently
for a period of 6 months. The cause of chronic pain is often unknown (p. 24).

This definition has since guided both the research and the treatment of people who
live with pain. Some experts believe that pain needs to be present for only three months
to be termed chronic since that period is the usual time for healing of injury to be com-
pleted. From an experiential perspective, anyone who has endured pain will know that
three months is a very long time and that this type of argument regarding time may seem
irritating and somewhat unsympathetic to the people who have chronic pain, and indeed
their families, who are waiting for long-term plans for treatment and management to
begin. Undoubtedly, as more is learned about chronic pain and the people who endure it,
other definitions and understandings of this phenomenon will evolve.

Chronic pain is the same as persistent pain. Chronic malignant pain is chronic pain
that is progressive. It is expected to increase in intensity or duration, or both. It is usually
due to the effects of cancers, but can arise from a number of non-neoplastic diseases, for
example some types of rheumatoid arthritis, ankylosing spondylitis or multiple sclerosis.
Chronic non-malignant pain is chronic pain that is not expected to progress or to progress
very slowly over a long time frame. Low back pain, osteoarthritis and neuropathological
pains such as those encountered in spinal damage or in diabetes are examples of chronic
non-malignant pain. There are also other categories of chronic pain—neuropathic pain
is complex pain that commonly involves dysfunction of nerve fibres; nocioceptive pain is
biological, resulting from harm or disease to structures in the body; and idiopathic pain is
pain for which no pathophysiological basis can be found.
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The pathophysiology of chronic pain is still a very topical issue and ongoing biomedi-
cal research aims to clarify our understanding of the mechanisms and issues involved in
the initiation and maintenance of pain over a long period of time. Specialist physicians,
neurobiologists, psychologists, psychiatrists, physiotherapists, dentists, gerontologists and
nurses use research to expand knowledge of this complex condition. The biopsychopatho-
logical explanation of the basis of chronic pain development is complex and additional
information is added on a daily basis. One of the most salient points to emerge recently js
the neuroplasticity of the brain and how ongoing acute pain actually alters the functioning
of some parts of the brain to embed pain and foster a chronic problem. This is supported
by epidemiological studies, which demonstrate that people who suffer from chronic pain
have lower pain thresholds and higher sensitivities to pain (Smith et al, 2006). For a thor-
ough explanation of the chronic pain phenomeneon, a pathophysiology textbook should be
consulted.

CASE STUDY

is'case stiidy is used'to' s
erson with chronic pai
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CASE-STUDY 8.1—=cont’d

1 the spinal cord. -
lantation of an'”.

THE INCIDENCE AND IMPACT OF CHRONIC PAIN

The incidence of chronic pain was estimated at 17.1% (males) and 20% (females) of the
adult Australian population, rising to 27% of adults over 65 years of age (Blyth, 2001).
Chronic pain also affects significant numbers of children and adolescents, although
population statistics are harder to come by for this group than the elderly. In Australia.
with an estimated population of 2.7 million over the age of 65 years, 27% equates to 729,000
people {ABS, 2007) and in New Zealand, with an estimated population of 450,426 over 65
years, 121,615 (Statistics New Zealand, 2004). The incidence of chronic pain is of course
underestimated because a number of people manage or endure the pain in their own way
rather than seeking assistance and therefore avoid being registered as a ‘chronic pain’ sta-
tistic (Mayer et al, 2001). Moreover, Dewar (2006) makes the important point that the inci-
dence of chronic pain rises with age and therefore the percentage of over 85s with chronic
pain is higher than the 27% quoted above.
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Chronic pain was estimated to cost Australian society somewhere in the region of $10
billion annually by Aoun, writing in 1998. This is only the monetary cost and does not take
into account the social, cultural and intellectual contribution that is lost through the disen-
gagement from the mainstream of work and social intercourse that can occur when people
are stricken with disabling and chronic pain.

BEHAVIOURS AND EXPERIENCES ASSOCIATED
WITH CHRONIC PAIN

Identifying the behaviours that lead to chronic pain is a complicated matter because chronic
pain is classically associated with either no known cause, or a plethora of pathological condi-
tions that result from illness or traumna. Without the power of hindsight there is little health
advice that can be added to general messages to learn healthy habits from an early age in order
to prevent a range of illnesses that may be associated with the development of chronic pain. In
particular, healthy eating, regular exercise, good posture and avoidance of obesity, smoking and
substance abuse may ward off lliness or place a person in the best possible condition to cope with
chronic pain should it develop. Trauma is another precursor to chronic pain; it is wise to follow
heaith warnings and laws about wearing protective clothing and limiting alcohol consumption.

It is more usual to discuss behaviours that support the best possible management of
chronic pain rather than prevention. Early interventions at the onset of chronic pain cover
such things as learning how to manage pain and the effects and side-effects of analgesia,
and how to continue to move and exercise in ways that do not exacerbate pain but keep
muscles active and limbs flexible. Distraction, guided reflection and relaxation techniques
may help some people and are a matter of personal choice. Nurses and other health pro-
fessionals can reach an understanding of the psychological effects that chronic pain has
on emotional wellbeing and the secondary effects of these on relationships with others by
developing insight and self-understanding.

On a really practical note, navigating the maze of health information and choosing the best
available therapies and therapists are increasingly becoming issues for health consumers. Nurses
and other health professionals can facilitate learning and enable the person to discriminate.

Understanding the importance of psychological (cognitive and behavioural) factors in
the development of chronic pain assists the person, their associates and health profession-
als to improve the care given to people who suffer chronic pain. Each person is different
and will perceive and react individually to the insult of pain. How pain is perceived and
the individual reaction to pain will often shape the experience of that pain. For instance,
fear-avoidance (that is, the fear of injury due to movement, and avoiding movement),
catastrophising (negative thinking and worry in response to pain) and depression are more
likely to result in greater disability (Boersma & Linton, 2006). Catastrophising has been
demonstrated to diminish with educational level, indicating that lower levels of formal
education act as a risk factor for adverse pain outcomes (Edwards et al, 2006).

Negative emotions or emotional reactions to pain partially define the painful experi-
ence. Vulnerability to and the ability to regulate emotional experiences partially determine
the reactivity of the person to their pain (Hamilton et al, 2007). Anxiety and depression
are the major negative emotions that influence the pain experience. Anxiety stimulates the
autonomic nervous system, leading to symptoms such as tachycardia, tachypnoea and ele-
vated blood pressure. Over time, the autonomic arousal may result in symptoms perceived
as pathological (e.g. headache, gastric upset) as well as the severe distress that accompanies
ongoing anxiety. This results in more anxiety and avoidance of physical activity, which
will eventually de-condition the person, leading to disability. Anxiety also affects cognitive
function, such as memory and decision making {Dick & Rashiq, 2007).
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Depression is considered a co-morbidity of chronic pain because of the significant
overlap of brain regions affected by these two conditions. Many people with chronic pain
develop depression and 65% of those with depression have pain as a symptom {Williams
et al, 2006). Those people with chronic pain who do develop depression have greater asso-
ciated disability with higher levels of reported pain, less physical activity, lower levels of
psychosocial functioning, feelings of helplessness and loss of control, and poorer response
to treatment (Adams et al, 2006).

Frustration, fear and anger are also typical emotions associated with chronic pain. Suffering
is a combination of negative ernotions {anxiety, depression, frustration, fear and anger} and
negative ideation (that is, the inability to endure the pain, perception of the lifestyle interference,
inability to reduce the pain and likelihood of not finding a cure) (Wade & Hart, 2002, p. 31).

Adolescents who live with chronic pain are often not able to work through the develop-
mental tasks of their age group. Rather than striking out and establishing an independent
fifestyle, those who live with chronic pain may remain dependent on their parents and in
fact may increase their dependency. Their socialisation is also curtailed due to the inhibit-
ing influence of pain, treatment and the associated psychosocial aspects of chronic pain,
such as depression. Assessment is often difficult. The young person is often angry or embar-
rassed and may not be willing to share information with the healthcare professional.

Moral judgements may be made about the veracity of an individual’s pain that are based on
the social and cultural context of the person’s response to pain. In the past (hopefully) this has
led to labelling of individuals as fraudulent when they claim pain over time for which there
is no medical explanation. This stigma, attached to those who report pain without an iden-
tifiable pathological basis, is greatly feared, in part because illness is defined by a society that
values the medical model of healthcare. If medicine is unable to identify and treat the pain,
either the person may be seen to be exaggerating for gain or the pain is seen as psychological.
Patients with chronic pain are often very relieved if they can have a physical diagnosis of the
cause of the pain as this is seen to ‘legitimate’ their pain. Although the incidence is low (Hill &
Craig, 2004), there will always be those who ‘malinger’ (exaggerate their pain behaviour for
some sort of personal gain}. Determining the legitimacy of pain behaviour is a difficult clinical
and ethical decision {Sullivan, 2004); it may also be a medico-legal question of whether the
person is engaging in fraudulent behaviour for gain (Mendelson & Mendelson, 2004).

Case study 8.2 is a story of Paul §’s experience with chronic back pain. His was a long
story of struggle for recognition and compensation. The story deals with trust, belief, self-
stigma and emotions of fear and anger associated with chronic back pain. The style of this
case study differs from that of Case study 8.1, which was presented from the point of view
of a health professional. Case study 8.2 is taken from phenomenological study of the expe-
rience of chronic illness in rural Australia and gives the person’s view.

CASE STUDY 8.2
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The concept of legitimation is bound up with trust. Often general practitioners are reluc-
tant either to refer the person to specialists or to order more and more expensive diagnostic
tests because they are uncertain about the usefulness of these measures in the manage-
ment of the person’s pain (Parsons et al, 2007). Indeed, it was many years after Paul first
sought medical attention for his chronic back pain that a diagnosis was eventually made
and surgery offered as a last resort. However, to retain the person’s trust, doctors need to
be seen to be exploring all options to find a diagnosis and treatment. This eventually adds
to the financial burden of chronic pain, and erodes the person’s trust as well. If a cure or
full explanation of the pain is unavailable, people search through their own lives to come
up with some sort of explanation for the pain. Accidents, hereditary weaknesses, childhood
illnesses and normal ageing are used to give meaning to the pain within the person’s life
(Richardson et al, 2006b). People in pain need the power of information and knowledge to
challenge pain and to consider new models for viewing what happens during pain. Once
they have learned about the processes involved they can perhaps follow a more scientific
route to recovery {Butler & Mosely, 2003).

Much of the care of those who live with chronic pain falls onto the person with pain and
their family. Community nurses, general practitioners and, where available, the professional
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staff in specialised pain clinics are increasingly recognising the need for supportive and edu-
cative models of care for people with chronic pain in the community so that they do not feel
they are reliant on services that are not readily available or do not exist. People who live in
rural and remote areas of our countries often have to rely on the very limited resources of the
healthcare system in their area, as travel is often too traumatic and expensive to contemplate.
People who live with chronic pain are also occasionally admitted to hospital or will present at
community health centres or general practices for conditions other than their chronic pain.
Chronic pain will complicate their treatment and care and necessitates an understanding of
the basics of chronic pain for all nurses.

CULTURAL DETERMINANTS OF THE EXPERIENCE
OF CHRONIC PAIN

Culture is significant in shaping beliefs about pain and its meaning, in dictating the accept-
able pain behaviours and giving meaning to the pain experience, and thus affects the indi-
vidual’s perception, reporting and expression of pain. The strategies for caring for people
of diverse cultural backgrounds suggested by Davidhizar and Giger (2004) include utilising
assessment tools to assist in measuring pain; appreciating variations in affective response to
pain; being sensitive to variations in communication styles; recognising that communica-
tion of pain may not be acceptable within a culture; appreciating that the meaning of pain
varies between cultures; utilising the knowledge of biological variations and developing
a personal awareness of values and beliefs that may affect responses to pain (p. 47). This
paper by Davidhizar and Giger is certainly of interest to all nurses who care for patients of
different cultural backgrounds.

McGrath (2006) undertook a qualitative research project in Australia’s Northern Terri-
tory, which found ‘a complexity of cuitural relationship rules determine who should and
should not be directly involved in providing physical care’ {p. 1). It also found that Aborig-
inal peoples may have a higher threshold of pain and are less likely to complain—especially
the men, who do not wish to appear weak. Pain management is influenced by the cultural
concerns of ‘pay back’ and “blame’. There is a mistrust of Western medicine, which may be
exaggerated by misunderstandings that can occur around the whole notion of pain relief, a
quite natural fear of ‘... the administration, side effects and ramifications of medications’
and a fear that mainstream medicine will speed up the process of dying, preventing the
transfer of traditional knowledge and secrets that occur during the end-of-life stage (p. 1).

According to Fenwick and Stephens (2004), the absence of cultural boundaries between
health professionals and clients aids in the development of successful pain management strate-
gies. Professionals need to be culturally aware and sensitive and wherever possible defer to the
person with chronic pain or their family and friends for cultural interpretations. Wherever pos-
sible, help should be sought from professionals with inside understanding of cultural norms;
an obvious example is Indigenous health workers in Australia.

Fenwick (2004) also points out that the environment of the client in pain can influence
how they express themselves. The following two questions are pivotal in helping individu-
als to understand themselves and their preferred way of being:

I How do I want to show my pain?
2 How will others expect me to express my pain?

Strategies developed and learned for the management of pain can all but disintegrate
should a cultural block arise between the client and the health professional. Eckerman
et al, (1992, cited in Fenwick, 2004) have identified what they call ‘cultural danger’ or
‘unsafe cultural practice’. In order to achieve ‘cultural safety’, health professionals must be
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educated within an ethos of cultural relativism—that is, people’s behaviour and langunage
should be interpreted from their own caltural perspective rather than the culture of others
{McMurray & Smith, 2001). The work of Fenwick (2001) and McMurray and Smith (2001)
encompass a holistic reflection within the context of farnily, community and the customs,
attitudes and beliefs and the preferred ways of doing things in particular cultures. Prepa-
ration for professional practice in Australian and New Zealand universities now incor-
porates subjects about the nuances of many cuitures and in particular the customs and
traditions of Aboriginal and Torres Strait Islander peoples of Australia and Miori people of
New Zealand. A

Classic expressions of pain by central Australian Aboriginal people have been listed by
Fenwick (2004, p. 222):

¢ infrequent words

= subtle body language

¢ physically lying on their side with eyes averted

» head turned away on questioning

o hiding their head and body under a blanket

= feigning sleep (a process of centring within to control the pain experience).

However, the emphasis in contemporary educational programs should be on under-
standing the principles of cultural safety and respect rather than learning 2 litany of
practices that may differ between communities within a culture. The success of these pro-
grams can only be assessed by these culturally diverse people in their dealings with health
professionals. ’

ASSESSMENT AND EVALUATION OF CHRONIC PAIN

The assessment of people with chronic pain is complex and challenging, involving medical,
psychosocial, cognitive, neuropsychological and behavioural factors. Nursing assessment of
chronic pain begins when the person is first sighted, as does any sound assessment. It is pos-
sible to observe such things as movement, gait, mood, responsiveness, any physical defor-
mity and abilities when the assessor first sees the person. Assessment then continues during
the interview, with the use of open and closed questions to determine the person’s percep-
tion of their pain (location, intensity, quality, radiation); associated symptoms; initiating or
exacerbating factors and ameliorating factors; any current treatment and its effectiveness;
their over-the-counter drug use; any complementary or alternative treatments used, and
their effectiveness and effects on the person’s ability of the person to carry out activities of
living; or to meet their self-care needs, if they are following a self-care model (Orem, 2001),
which include their social relationships and their mental wellbeing. Physical assessment—
inspection, palpation, percussion and auscultation as needed—rounds out the data
gathering,

McCaffery and Beebe (1989, p. 7) define pain as ‘... whatever the person says it is and
occurring wherever they say it does’. This definition emphasises the subjective nature of
pain, particularly chronic pain, since most of the objective signs are not evident or are so
subtle as to be invisible. The personal accounts of the nature, intensity and location of pain
are prime sets of data in the assessment process.

The presence of one or more of co-morbidities, sensory impairment, cognitive impair-
ment and frailty usually compounds assessment of chronic pain in the elderly. Information
may need to be gathered from carers and/or partners to supplement the person’s state-
ments. Assessment should be undertaken during movement as well as at rest. Simple reports
of pain are not sufficient; the functional impairment (ability to undertake both basic and
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advanced activities of living), psychosocial disruptions, cognitive functioning, beliefs and
knowledge about pain, medical status and medications being taken and the person’s expec-
tations about their pain control all need to be discovered (Hadjistavropoulos et al, 2007).
Older people may sometimes under-report pain so that they do not worry their families or
carers, ot to avoid loss of their independence (Girdhari & Smith, 2006).

Challenges regarding assessment of chronic pain are compounded in the case of babies
and young children who have yet to develop the language to express abstract concepts
such as pain or indeed to differentiate between physical and emotional pain. Pain may be
detected by careful observation of facial expressions, movements and the sound of their
cry. Self-reports of pain using pain diaries, the faces scale or a visual analogue scale are used
with school-aged children.

PAIN SCALES

Objective assessment of chronic pain is not an easy task but it must be undertaken to estab-
lish the presence of pain, assess the impact of pain and determine the success of an inter-
vention or treatment plan. Often, the physical signs of acute pain, such as tachycardia,
hypertension, diaphoresis and even facial expression, no longer give cues as to the amount
of pain or the distress caused. Individuals vary in their ability to judge facia} expressions,
making this an unreliable indicator, although with training and practice, accuracy in this
area can improve dramatically (Hill & Craig, 2004). However, despite these difficulties there
has been much research to develop pain scales for use with people in all age ranges which
are valid and reliable. The Handbook of Pain Assessment (2nd edn) gives a comprehensive
account of these measures and refers to a range of chronic conditions (Turk & Melzack,
2000). Here we will briefly describe pain diaries, visual analogue and faces pain scales.

PAIN DIARIES

Pain diaries have proven to be effective tools in assessing the peaks and troughs of pain
and in determining triggers of the pain. There are some difficulties when people fail to fill
them out daily, and complete them just before an appointment ‘for the nurse’. Discussions
with the person before the diary is recorded can provide information for the person and
help them to understand the purpose of the recordings. The discussion also belps the nurse
to establish the degree to which the person is committed to collecting the information.
Palermo et al (2004) compared the compliance of children aged 8-16 years of age in two
groups. One group {(n = 30) recorded pain in a paper diary and the other {n = 30) in an
electronic diary. The electronic group recorded on more days and their entries had fewer
errors antd omissions than the paper group. Both groups rated the diaries as acceptable and
easy to use.

VISUAL ANALOGUE SCALES

Visual analogue scales require people in pain to rate pain intensity along a scale, usually
with intervals of 0 to 10, with the highest score being worst pain and the lowest score being
no pain. Rather than numbers, some scales have words, such as ‘bearable’, etc. The scales
are thought to be most accurate in terms of comparing one person’s pain from baseline
onwards rather than as an absolute score that can be used to compare the intensity of pain
of two or more people. For inter-rater comparison, Farrar et al (2001) found a two-point
reduction on an 11-point numerical pain rating scale to be clinically important in a study
(n = 2724) of people with chronic pain associated with diabetic neuropathy, post-herpetic
neuralgia, chronic low back pain, fibromyalgia and osteoarthritis (p. 149).
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FACES PAIN SCALE

The Faces Pain Scale has been used with children for many years. It involves pictures of
faces with expressions that denote increasing levels of pain, from no pain to excruciating
pain. In 2000 Hunter et al tested preschool and school-aged children from 3.5 to 6 years
old and found that all the children understood how to use the Faces Pain Scale and that it
was discriminating and valid. Hicks et al (2001) report on the revision and re-testing of this
scale (FPS-R), which now has six faces. Spagrud et al (2003) note that FPS-R faces do not
express emotion, which is preferable in terms of keeping children focused on pain rather
than emotion, which is the case with smiley or crying faces. These authors also stress the
importance of careful explanations for children before they use the scale.

MANAGEMENT OF CHRONIC PAIN

People with chronic pain and/or their families are the primary managers of chronic pain—
including that caused by cancer—as the treatment for both has shifted from the hospital
to the outpatient department or GP surgery to the home. Following the dominant trend
in the chronic illness models of care the management of chronic pain in this section of the
chapter will be structured around a theoretical framework of self-care. Self-management
programs have been tested in numerous research studies. It is hard to establish the efficacy
of these complex programs in the classic randomised clinical trial {Chodosh et al, 2005).
However, Krein et al (2007, p. 61) reported that ... higher self-efficacy negated or reduced
the association between chronic pain and reported difficulty exercising and taking medica-
tions’ in a survey of 543 older adults with chronic pain.

Following such models, nurses and health professionals are required to support the self-
care agency of the person in pain or their family members or friends in a number of ways.
Using the self-care theory of nursing described by Orem (1991), the systems of nursing—
educative/supportive, partially compensatory and totally compensatory—fit well with ser-
vice provision for people with chronic illness. Most people fit into the educative/supportive
category but others, weighed down with years of pain, uncontrolled pain or co-morbidities,
may find their ability, or that of their lay carers, to be the self-care agent compromised.
In these cases health professionals will be required to step into the partially compensatory
or wholly compensatory systems of care.

Education about the illness, its manifestations, diagnostic studies and the treatment
regimen can assist to diminish anxiety, reduce stress and assist the person to cope with
ongoing pain, self-manage the pain, enhance feelings of control and adhere to the treat-
ment plan (Richardson 20063, p. 1197). As always, it is important to evaluate the person’s
knowledge levels about the “content’ of what is being taught before starting.

Good communication and a trusting reationship are fundamental to helping the person
in pain to live to their fullest potential. Good communication with the multidisciplinary
tearn and mutual respect for their specialist contributions is also essential. Developing
a trusting, therapeutic relationship with the person involves believing the person’s pain
reports, listening actively, displaying empathy and using effective verbal and non-verbat
skills and touch.

Partners, friends and lay carers are important players in the management of chronic
pain and can assist the person with chronic pain by supporting their coping strate-
gies and not undermining their skills. This support is encouraged when the partners are
included in the pain management education and they are supported to learn the prin-
ciples of self-management. Close communication about the pain experience between
partners is supportive (Newton-fohn & Williams, 2006). Negative impacts on the
relationship include friction between the partners, resentment, decrease in intimacy
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and ultimately erosion of the relationship, which can end in separation and divorce
(Sofaer-Bennett et al, 2007a). Sofaer-Bennett et al (2007b) also found that personal
friendships wane as pain interferes with visiting, social outings and movement. Holidays
become a pleasure of the past, and planned activities are frequently cancelled due to pain.

Addressing the basic needs of the person is important for those who live with chronic
pain. Sleeplessness is often a great difficulty, contributing to irritability and difficulty with
relationships. Sleep promotion may well assist. Interventions such as teaching the indi-
vidual and partner about the need for stimulus control, progressive muscle relaxation and
sleep hygiene measures are the first-line management strategies. Sleep hygiene measures
include establishing a sleep routine, environmental control, limiting caffeine and alcohol
{and for some, fluids) during the evening, establishing the bedroom as a sleep room (not
for reading, working or hobbies}, physical comfort (temperature, perhaps a warm bath just
prior to bedtime, planning analgesia so the effects are peaking at the time of falling asleep)
and promoting retaxation. If these are ineffective, the assistance of the multidisciplinary
team must be sought for such additional measures as hypnotic medication, biofeedback
and cognitive-behavioural therapy (Zelman et al, 2006).

The spiritual assistance and the comfort of prayer is often not discussed with or under-
stood by the healthcare professionals. McCaffery et al (2004) surveyed 2055 people with
chronic pain conditions and found that prayer is used frequently for coping with pain, and
users reported high levels of perceived helpfulness (p. 858). This indicates that spiritual
comfort is effective in dealing with chronic pain and should be included in the repertoire
of the healthcare professional.

TREATMENT OPTIONS
COMPLEMENTARY THERAPIES

People who suffer from chronic pain are increasingly turning to complementary and
alternative therapies. The philosophical orientation of these therapists is opposite to the
reductive stance taken by conventional Western medicine. They take a holistic perspec-
tive and treat, according to their particular tradition, the person rather than the caus-
ative pathology. The emphasis is on total wellbeing rather than the control or, some
would say, masking, of symptoms, in this particular case pain. Of course as the sciences
of complementary therapy and Western medicine advance, their boundaries overlap.
One borrows technologies to identify pathologies and the other accepts the complexity
of the spiritual, cultural, social, physical and psychological make-up of human beings.
Indeed, in many general practices medical practitioners and complementary therapists
work from the same centre. Nurse practitioners working with people with chronic pain
typically work within the health service and to some extent are bound to conventional
Western medicine, but some are experts in complementary therapies. Nurses working
with patients with chronic pain may have skills such as therapeutic touch or naturopathy
as well as their nursing degree.

ANALGESICS

There are three classes of analgesic: non-opioids (paracetamol, non-steroidal anti-
inflammatories), opioids and adjuvant drugs. The World Health Organization has a well-
publicised evidence-based pain ladder for the treatment of people with cancer pain. In a
three-step process they suggest beginning with oral analgesic such as paracetamol or aspirin,
then adding mild opioids such as codeine and eventually strong opioids such as morphine.
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Administration of the drugs should be regular rather than as needed. Additional medicines
may be required to calm anxiety and fear (WHO, 2007).

Control of chronic pain with analgesics is a specialist area and beyond the remit of this
chapter. Nurses are required to understand the effects and side-effects of all medicines in
a medication regimen and to help the recipient and carers obtain and use this information
in the safe and efficient administration and storage of the medicine. Contemporary tech-
nology is moving at a fast pace and it is now possible, as illustrated in Case study 8.1, to
have ‘state of the art’ administration technology at home and beyond to ensure consistent
intravenous administration of opioids.

Adjuvant drugs are medications that are not analgesics but may be used alone or as a
complement to analgesics for chronic pain. They are usually sedatives, anxiolytics or mus-
cle relaxants. Older peeple taking these adjuvants, even in small doses, should be carefully
monitored for their effect and side-effects.

Breakthrough pain is a transient flare of pain of moderate-to-severe intensity that is
rapid in onset and refatively short-lived, experienced in addition to a controlled baseline of
pain that is of no more than mild-to-moderate intensity (Taylor et al, 2007, p. 281). Taylor
et al have demonstrated its negative effect on the person’s quality of life and suggest the use
of a rapid-acting transmucosal analgesic (oral transmucosal fentanyl citrate) to negate the
effects of the pain, and return control to the individual with chronic pain.

The greatest barriers to adequate and timely pain management for people with chronic
pain remain those beliefs that have been reported for decades. They are the side-effects of opi-
oid drugs, fear of addiction and the belief that pain indicates disease progression. Family care-
givers who have good pain management knowledge are less influenced by these beliefs and are
better able to manage pain levels (Vallerand et al, 2007). Discussing each aspect of their pain
management with the person and their significant others, and ensuring a good understanding
of the basics of self-care, prepares the person to better manage their chronic pain.

OTHER INTERVENTIONS

Non-pharmaceutical interventions can bring relief from chronic pain and give people a
sense of control. Relaxation therapy, cutaneous stimulation such as heat and cold, massage,
guided imagery, music therapy, self-hypnosis and bio-feedback are just some examples.

Cognitive-behavioural therapy is an effective approach for assisting people to manage
their pain. The primary aims of cognitive-behavioural therapy are to help patients to alter
beliefs that are detrimental to their own management of the pain; monitor their thoughts,
emotions and behaviours and link these to environmental events, pain, emotional distress
and psychosocial difficulties; develop and maintain effective and adaptive ways of thinking,
feeling and responding; and perform behaviours that assist them to cope with pain, emo-
tional distress and psychosocial difficulties (Adams et al, 2006, p. 296). Interventions that
influence the person’s cognition, such as ‘education, reassurance, coping strategy training,
stress management, cognitive restructuring distraction, problem solving, changing pain
behaviours, increasing physical activity, goal setting and pacing’ are all part of cognitive-
behavioural therapy (Richardson et al, 2006, p. 1197).

Reassurance assists the person to reduce their anxiety and is a fundamental aspect of
nursing. People living with chronic pain often fear that they will increase the pain and
cause further damage by movement and exercise; or that there is an underlying pathal-
ogy that has not yet been discovered. Reassurance and education can assist the person to
understand the fallacy of these beliefs and develop more realistic strategies, such as exercise
and pacing to prevent further deterioration in their physical capabilities. Acceptance that
chronic pain is not curable or not even explainable is difficult and the individual with
chronic pain needs professional as well as personal support to come to this acceptance.
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CONCLUSION

This has been a broad overview on a large topic. The care and self-management of people
with chronic pain is now a recognised specialty deserving of intensive study and research.
Alarge number of people who have recourse to health services will suffer chronic pain as a co-
morbidity. All health professionals should be aware that they can do much to alleviate these
people’s sense of isolation and despair by being aware of chronic pain as a common symptom
that needs to be assessed and integrated into chronic illness management plans. Timely refer-
ral to and collaboration with specialist services will enhance the care of people with chronic
pain and ensure that people with chronic pain receive the best available therapies.

REFLECTIVE QUESTIONS

1 How do you feel about providing health services to people who are unlikely to
recover?

2 How do you currently acknowledge the experience and expertise of people who live
with ¢hronic pain when you meet them in your professional practice?

3 What areas of knowledge do you need to extend your skills in order to provide
a better service to people who have chronic pain and their family supporters?
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