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PAIN RELIEF



• Simple terms of neurophysiology of pain 

• Reminder of pharmacological strategies for acute 
and chronic pain 

• Some common pain case studies

AIMS & OBJECTIVES



Definition:

“ an unpleasant sensory and emotional experience 

associated with actual or potential tissue damage, 

or described in terms of such damage ”

IASP

(



PAIN

 A SYMPTOM

 A SIGN

 A SYNDROME



CLASSIFICATION

 NOCICEPTIVE- localized stimulation of pain receptors

 NEUROPATHIC- an injury or dysfunction of peripheral neurons

 PSYCHOGENIC- a psychiatric disorder in the absence of injury



NEUROANATOMY

 Pain is an unpleasant sensation. 

 By a noxious stimulus that generates impulses which then 

ascend in pathways in the spinal cord to transmit information 

from the nociceptors to the brain.



NEUROPHYSIOLOGY/

Pain receptors and stimuli

 Nociceptors- are in free nerve endings

 Nociceptors- somatic and visceral

 Communication between the neurons of the pain pathways is 

via neurotransmitters and their receptors.

 Neurotransmitters (substantia gelatinosa)

-substance P

-glycine

-gamma-aminobutyric acid(GABA)

-enkephalins





Common terms:

• Analgesia Absence of pain to painful stimulus 

•  Hypoaesthesia ↓ sensitivity to stimulation

•  Hyperalgesia ↑ pain to painful stimulus

•  Allodynia Sensation of pain with non-noxious 

stimulus

•  Paraesthesia Abnormal sensation

•  Dysaesthesia Painful paraesthesia



Nociceptive pain is caused by normal activation of 

neural pathways in response to potentially tissue-

damaging stimuli. 

Neuropathic pain is pain associated with or initiated by 

a lesion or dysfunction in the peripheral or central 

nervous system 

NOCICEPTIVE AND NEUROPATHIC PAIN
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Nociceptive vs Neuropathic Pain



ACUTE PAIN

 A feeling of distress, suffering, or 

agony, caused by stimulation of 

specialized nerve endings.

 Its purpose is protective; it acts as 

warning that tissues are being damaged 

and induces the sufferer to remove or 

withdraw from the source.



• Chronic pain is the abnormal persistence of the 

normal acute pain process and is defined as 

pain that lasts longer than 3-6 months

• Chronic pain disables more people and 

contributes more to healthcare costs than 

cancer and heart disease combined

CHRONIC PAIN
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Pain History Principles

1. Seek to establish a relationship with the patient

2. Encourage the patient to do most of the talking

3. Begin with a wide angle open question before clarifying and 

focusing more specific ones

4. Watch the patient for clues regarding pain

5. Avoid jumping to conclusions



Assessment should include (SOCRATES)…

Site: Where is the pain?

Onset: When did it start? 

Character: Sharp? Burning? Shooting? 

Radiation: Does it spread?

Associations: Factors associated with the pain?

Time course: Any pattern through the day/night?

Exacerbation: What makes it better or worse?

Severity: How bad is it? Use a pain assessment tool



• Visual Analogue

• Verbal/Numerical rating scales

• Multidimensional tools

PAIN ASSESSMENT TOOLS



Choice of drug

 Selecting a drug appropriate for the type of pain

 Selecting a drug appropriate for the severity of pain

 Using combinations of drugs, not combined preparations

 Following the analgesic ladder

 Using adjuvant analgesics

 Never using pacebo



WHO Analgesic Ladder

Step 1 – Non opioid analgesics for mild to moderate pain

Step 2 – Weak opioids +/- adjuvant analgesics for moderate pain

Step 3 – Strong opioids for moderate to severe pain

Step 1

Step 2

Step 3



+ Audit Commission (1997) standard <5% by 2002

*Michel MZ, Sanders MK. BJA 2003; 91: 448

1. Simple Analgesics 

Paracetamol

NSAIDs: Ibuprofen, Naproxen, Diclofenac 

DRUGS USED TO TREAT PAIN



+ Audit Commission (1997) standard <5% by 2002

*Michel MZ, Sanders MK. BJA 2003; 91: 448

1. Simple Analgesics

2. ‘Weak’ opioids 

Codeine, Dihydrocodeine, Tramadol

Combination analgesics: Co-dydramol, 

Co-codamol

DRUGS USED TO TREAT PAIN



+ Audit Commission (1997) standard <5% by 2002

*Michel MZ, Sanders MK. BJA 2003; 91: 448

1. Simple Analgesics : Paracetamol, NSAIDs 

2. ‘Weak’ opioids

3. ‘Strong’ opioids 

Buprenorphine, Diamorphine & Morphine, 

Fentanyl, Methadone, Oxycodone

DRUGS USED TO TREAT PAIN



+ Audit Commission (1997) standard <5% by 2002

*Michel MZ, Sanders MK. BJA 2003; 91: 448

1. Simple Analgesics … Paracetamol, NSAIDs 

2. ‘Weak’ opioids 

3. ‘Strong’ opioids 

4. Local Anaesthetics

Bupivacaine, Lidocaine, Ropivacaine

DRUGS USED TO TREAT PAIN



+ Audit Commission (1997) standard <5% by 2002

*Michel MZ, Sanders MK. BJA 2003; 91: 448

1. Simple Analgesics ex. Paracetamol, NSAIDs 

2. ‘Weak’ opioids 

3. ‘Strong’ opioids 

4. Local Anaesthetics

5. Antidepressants

Amitriptyline

6. Anticonvulsants 

Gabapentin, Pregabalin

DRUGS USED TO TREAT PAIN



+ Audit Commission (1997) standard <5% by 2002

*Michel MZ, Sanders MK. BJA 2003; 91: 448

NSAIDs 48%

Other non-opioid analgesics 32%

Opioids 9%

Myorelaxant drugs 8%

Anti Migraine drugs 2%

WORLDWIDE SALES OF ANALGESIC DRUGS



Enteral Oral

Rectal

Parenteral 

(by injection)

Intramuscular

Subcutaneous

Intravenous

Parenteral *

(other)

Transdermal 

Transmucosal (buccal, sublingual, intranasal)

Inhalational

Neuraxial * Perineural

Epidural

Intrathecal

Other Intra-articular

Intra-wound

ROUTES OF SYSTEMIC DRUG ADMINISTRATION



+ Audit Commission (1997) standard <5% by 2002

*Michel MZ, Sanders MK. BJA 2003; 91: 448

• Aim is to improve function rather than to 

‘cure’ pain 

• Emphasis is on living with pain and getting 

on with life despite pain 

CHRONIC PAIN



Principles of analgesic 

administration for chronic pain

 Give in adequate dosage

 Titrate the dose for each individual patient

 Schedule administration according to drug pharmacology

 Administer on a strict schedule to prevent pain, not PRN

 Give written instructions for patients on multiple drugs

 Give instructions for treatment of breakthrough pain

 Warn of, and give treatment to prevent adverse effects

 Keep the analgesic program as simple as possible

 Use the oral route wherever possible

 Review and reassess



• CRPS

• Fibromyalgia

• Post-herpetic neuralgia 

• Trigeminal neuralgia 

• Myofascial pain syndrome 

• Phantom limb pain 

• Rheumatoid arthritis 

• Diabetic neuropathy 

• Central pain 

• Cancer pain 

COMMON CHRONIC PAIN SYNDROMES



• Education about medication 

• Addressing abnormal beliefs/catastrophic thinking 

• Stretching 

• Relaxation techniques 

• Graduated exercise 

• Pacing + acceptance 

• Goal setting

• Cognitive behavioural therapy

NON PHARMACOLOGICAL PAIN 

MANAGEMENT/EDUCATION



CASE STUDIES



Mrs B

 79 yrs old

 Frail

 Bilateral vascular leg ulcers

 Continuous pain, severe on dressing change

Then…

 Acute admission - exacerbation with 

cellulitis



Mrs B

 79 yrs old

 Frail

 Bilateral vascular leg ulcers

 Continuous pain, severe on dressing change

Then…

 Acute admission - exacerbation with cellulitis

Comment: step 1√ (?dose); step 2√ (?dose);

step 3?; ?entonox



Mr C

 43 yrs old 

 Acute exacerbation chronic pancreatitis 

(alcohol induced)

 Already escalated to 240mg MST BD

 Mr C would like increased dose and 

frequency



Mr C

 43 yrs old 

 Acute exacerbation chronic pancreatitis 
(alcohol induced)

 Already escalated to 240mg MST BD

 Mr Wright would like increased dose and 
frequency

Comment: step 1? ; step 2x ; 

step 3 (high dose – ?drug seeking); ?tricyclic



Miss D

 45 yrs old 

 2 weeks post radical neck dissection

 Unable to take orals – NG feed

 Current:

 Paracetamol 1g QDS

 MST granules 30mg BD

 PRN Oramorph 10mg (Not used for 4 days)



Miss D

 45 yrs old 

 2 weeks post radical neck dissection

 Unable to take orals – NG feed

 Current:
 Paracetamol 1g QDS

 MST granules 30mg BD

 PRN Oramorph 10mg (Not used for 4 days)

Comment: step 1√ ; step 2x ; 

step 3 (? route/formulation)



Mrs E

 39 yrs old 

 Worsening sciatica

 Pain in back and legs, worse at night

 Abdominal pain

 Paracetamol 1g QDS

 Codeine 60mg QDS



Mrs E

 39 yrs old 

 Worsening sciatica

 Pain in back and legs, worse at night

 Abdominal pain

 Paracetamol 1g QDS

 Codeine 60mg QDS

Comment: step 1√ ; step 2?(dose/side effects); 

step 3?; ?myorelaxant/anticonvulsant/

tricyclic



 Assessment of pain is fundamental to achieve 
successful treatment

 Administration of analgesic drugs according to WHO 
ladder, reliefs the pain ( in all types of pain)

 Give analgesic drugs regularly and by the clock

 Use the oral route whenever possible

SUMMARY
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