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The pain of it all
Pain is ‘an unpleasant sensory and
emotional experience associated with
actual or potential tissue damage or
described in terms of such damage’
(IASP, 1986) and, as such, is an ex-
perience that all of us have had and
some of us will fear as we approach
the end of our lives.

Over the last thirty years, as the
modern hospice movement has
gained momentum, great strides have
been made in our understanding and
management of pain. Initiatives such
as the JCAHO Pain Management
Standards in the United States estab-
lish pain as the ‘Fifth Vital Sign’ and
there are requirements for the pro-
motion of acute pain management in
that country. Michael Cousins, speak-
ing at the meeting of the Australian
and New Zealand Pain Societies in
Christchurch last year identified the
enormous individual and social costs
of pain. Previous estimates of the fi-
nancial costs of chronic pain (in Aus-
tralia, in excess of
$A10 billion per an-
num) are thought to be
a gross underestimate.
Yet why does it seem
that so many people
have to endure poorly
managed pain?

The explosion of
understanding of how
pain is mediated, the
identification of new
pain receptors, novel pharmaco-
therapeutic approaches and a further-
ing of basic science should lead us to
believe that we are on the verge of
conquering this major health problem.
And yet daily we hear of or see peo-
ple in clinical practice whose pain is
inadequately controlled. It’s not as if
the pharmacological management of
pain is often unduly complex. As Geoff

Hanks pointed out at the same meet-
ing, most cancer pain responds to sim-
ple principles that have been promoted
by the World Health Organization
over the last 20 years. Our knowledge
of the sites and mechanisms of action
of opioid analgesics has dramatically
increased over that time and most in-
dustrialised countries at least have
access to a range of simple analgesics,
non-steroidal anti-inflammatory drugs
and opioids or opioid-like drugs. Per-
haps one of the most significant ways

in which pain is poorly
understood is the in-
ability of practitioners
to see and manage pain
as it really is, a multi-
factorial problem.
The assessment and
management of pain are
seen by many as the
cornerstones of effec-
tive palliative care. At-
tention to detail is es-

sential at every stage of the assessment.
Listening to the patient’s story

and paying attention to the language
used helps in the formulation of a
diagnosis. Medical students should
learn at an early stage a methodical
approach to pain assessment that can
be carried through their career. Ask-
ing about the sites of pain (remem-
bering that many people will have

more than one pain) is an obvious
starting point. The severity of the pain
can be gauged by the language used
but often scoring the pain with an
analogue scale assists assessment. The
nature (stabbing, aching, throbbing
etc.) and duration of the pain is of-
ten a most helpful indicator in as-
sessing the type or source of pain.
Identifying the type of pain will help
in the choice of analgesic used. Re-
lieving factors and precipitants help
to build the picture more clearly.

It is also useful to identify what
significance the pain has for each in-
dividual and how much of a nuisance
the symptom is. Following this me-
thodical approach, examination and
investigation should lead to docu-
mentation and repeated review.1 Be-
cause most clinical medicine is based
on the biomedical model it may be
hard for some to recognise all the
dimensions of pain. Dame Cicely
Saunders, over 30 years ago, identi-
fied the importance of seeing pain in
its totality – that is, a symptom hav-
ing physical, psychological, social
and spiritual components.
It is relatively easy to identify the
physical causes of pain (the actual
tissue damage of the IASP definition)
and for some it is possible to iden-
tify early, the psychological elements
of pain (the potential or real losses
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associated with a terminal illness).
But how good are we at identifying
the other elements of pain? How good
are we at recognising the social or
spiritual aspects of pain?

Frances Sheldon2 recognises that
the ‘losses experienced by people with
advanced cancer in relation to their
social world are concerned with their
engagement with the world outside
home and with the roles and rela-
tionships within the family’. Who
better to help to unravel the com-
plexity of this issue than the family
physician?

Financial hardship often accom-
panies serious illness and puts addi-
tional strain on an already challeng-
ing situation for a family. The inabil-
ity of individuals and families to
maintain their previous levels of so-
cial engagement can create additional
burdens that can be manifest as pain.
It is not hard to recognise that per-
sisting pain, especially if associated
with approaching death, can be a
wearying prospect. It is not hard to
recognise that some people will ex-
perience the pain of therapeutic fail-
ure. Imagine the pain
of loss – loss of role,
loss of independence,
loss of a future. Imag-
ine too the pain asso-
ciated with sadness and
worry – worry about
family and friends and
about the future. The
pain of fear is very real – the fear of
pain or of suffering, the fear of dy-
ing or of death itself.

Suffering is a uniquely individual
experience that is quite different from
the presence of pain. Suffering is in-
tensely personal and again can be
multidimensional. Relief of pain on
its own will not always relieve suf-
fering and, particularly in the man-

agement of people near the end of
life, attention to the relief of suffer-
ing by all members of the team will
ease this considerable burden.

Many people may also experience
a spiritual pain – a pain associated
with a lack of understanding, an in-
ability to make sense of what is hap-
pening to them at that time. And for
many the sense of hopelessness that
is associated with persisting pain is
all pervading.

For most people, the concept of
hope involves a sense of future. In
order to experience hope one must
foresee a future for oneself. Eric
Cassell3 has written that, ‘for many
people who are dying, any notion of
time stands still while it continues to
move forward for the rest of the world’.
In studies that have looked at the
maintenance or rekindling of hope in
people who are dying, patients iden-
tified as their ‘highest rated’ interven-
tions, hope enhancing strategies. These
include strategies such as providing
comfort/pain relief, assisting in the de-
velopment of goals, facilitating a
sense of connectedness with others

that have also been
identified as being use-
ful in qualitative stud-
ies with elderly, criti-
cally and chronically
ill people.

The maintenance
of hope is essential to
well-being.  Paradoxi-

cally it has also been suggested (and
this is borne out by professional ex-
perience) that hope-damaging inci-
dents remain with the individual for
a prolonged period of time, if not
until death.4

The maintenance of hope should
not just be concentrated on the pa-
tient either. Family and carers will
find themselves with similar fears,

worries and sometimes a sense of
hopelessness.

The aims of management5 then
can be seen as:
• To recognise and assess pain

promptly;
• To recognise psychosocial and

spiritual influences on pain per-
ception and management;

• To maintain maximum possible
quality of life and independence;

• To relieve current and future fears
about pain;

• To provide support and encour-
agement to carers.

The principles of management are:
• Patient and family participation;
• Collaborative multi-disciplinary

approach by health care profes-
sionals;

• Use of appropriate medications,
tailored to each patient individu-
ally, given regularly to relieve
and prevent pain, and with mini-
mum side effects;

• Continued regular follow-up;
• Access and early referral to spe-

cialist services if pain control is
not achieved.

Overlooking this last point may be
one of the reasons why so many con-
tinue to live with pain. Referral to
specialist pain services or palliative
care teams should be considered
early if the pain is not responding to
‘standard’ measures.  With meticulous
attention to detail, it is possible to
reduce pain in almost all cases.  Over
90% of cancer pain can be allevi-
ated.  Meticulous attention to detail
is the hallmark of good palliative care
and with that detail employed by a
multi-disciplinary team, pain as a ma-
jor symptom should be alleviated for
the vast majority of people with ad-
vancing disease.
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