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the image of a profession that hardly needs more adverse
publicity.

It may be well to point out, however, that not all cases of
cervical traction are the result of fraudulent schemes. Some are
merely a consequence of the well-intentioned rule, prevalent in
many hospitals, that all patients must have a routine chest x-ray
examination on admission. So it happened last year at St
Elsewhere's Hospital that a particularly unkempt man was
making a terrific row because little green men kept on walking
across the foot of his bed. Needless to say, no such unusual neuro-
logic syndrome had ever been observed at St Elsewhere's. The
nurses, after vainly trying to restrain the patient by applying
flimsy gauze bandages to his arms and legs, were conferring what
to do next when the patient suddenly broke loose from his
restraints and kicked a particularly fat nurse in a part where the
discomfort must have been minimal. The nurse was rushed to
the casualty department, where the houseman decided to play
safe and admit her for observation. The x-ray films of her lower
back were normal, but, alas, the routine chest x-ray examination
showed a linear fracture of a lower cervical vertebra. So the
nurse spent the weekend in traction, and the drunk was trans-
ferred to the county hospital, where they applied leather
restraints and treated the little green men with chlordiazepoxide.
The story ended happily on Monday morning, when the

radiology consultant unequivocally attributed the supposed
fracture line to a fold of soft tissue from an unusually obese neck,
thus releasing the nurse from traction and exonerating the drunk
from possible charges of assault and battery.
The final event concerns a woman brought to casualty DOA

(dead on arrival) but successfully resuscitated by the resident,
who found that the body was still warm. The blood gases, as
treatment was begun, were pH 7-31, Pco, 130 mm Hg, Po, 40
mm Hg, HCO, 58 mmol/l, improving after one hour to pH 7-46,
Pco, 38 mm Hg, and Po, 130 mm Hg. While students of acid-
base chemistry may wish to pause and ponder about these
unusual values, the others may proceed. There was a phone call
some two hours later that someone had been seen falling out of a
police squadrol (the local Black Marias), and eventually the story
was discreetly pieced together. It appears that the woman, a
known case of dementia, had been sitting in the middle of
downtown with a bag over her head, muttering imprecations in a
strange language (a case not of xenoglossy but of Polish extract-
ion). Two policemen picked her up and put her in the back of a
squadrol, but, as they were driving to the hospital at high speed,
they must have suddenly looked back and realised to their horror
that she had vanished. What happened subsequently is mere
conjecture, which is why paranormal events are so difficult to
understand.

Today's Treatment

Use of anaesthesia

The anaesthetist and the pain clinic

J W LLOYD

About 12 years ago there was an explosion in the topic of
chronic pain management. Until that time, with the exception
of opium which was first used in the third century BC, the field
had been singularly barren. It is difficult to explain this long
sterile period on the basis of pain being good for the soul, but
indeed both Aristotle and Plato believed that pain was a passion
of the soul and could be conquered by reason. The fact that
this view was held for 2000 years did much to delay progress
in the management of pain.

Pain remains today one of the most complex, irrational, and
yet fascinating subjects in medicine. Technological advances
and a greater understanding of the physiology and anatomy of
pain have done much to further progress, but much is still
empirical without scientific basis.

These gaps in our knowledge are being gradually filled in by
experience gained largely in pain clinics that are now a feature
of most large hospitals. Anaesthetists have taken the primary
role in organising and managing these clinics, perhaps by
virtue of their training, and in Britain run 98% of pain clinics.

Pain clinics are essentially outpatient clinics. If more than
simple nerve blocks or the prescription of drugs is required
lack of inpatient facilities becomes a limiting factor. Such
facilities though desirable are by no means universally available.

Oxford Regional Pain Unit, Abingdon Hospital, Abingdon, Oxon
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Clinics are broadly of three types: (1) pain clinic; (2) pain clinic
with access to beds; and (3) a pain unit with autonomous control
of beds.

Attendance at pain clinics is reserved for those suffering
from intractable pain, and this may be defined as pain that has
been present for over a month and is unremitting despite
treatment. It is often associated with cancer, but this is mis-
leading as many non-malignant conditions are equally capable
of producing pain. In the Oxford Regional Pain Unit 28% of
the patients admitted have pain of malignant origin. This
contrasts with a figure of 70% ten years ago. Unfortunately it
does not mean that cancer is on the decline, but that the range
of admissions has widened with a threefold increase in the
total number of admissions (figure). This is perhaps indicative of
the wider range of intractable pain now being tackled by pain
clinics throughout the country. Referrals may be open or
closed-that is, after specialist screening within the parent
hospital. In the Oxford Regional Pain Unit the source of
referrals is general practitioner (40%), radiotherapist (25%),
orthopaedic (15%), neurosurgical (12%), and miscellaneous
(8%).

Management

Thorough assessment is of the utmost importance. It may be
lengthy and require admission to hospital. This is often difficult
in a general hospital and is best carried out in a pain relief unit
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which may have 8-10 beds for inpatients. The measurement
of pain must still be subjective, but we find that observations
over a few days of patients in the ward, coupled with their
response to simple therapeutic tests, permit a useful degree of
objectivity to be employed. This approach is of considerable
value when dealing with patients who have a long history of a
relatively trivial lesion, which over the years has been
compounded by a large functional overlay. It may be argued
that such patients can only be effectively treated in a unit that
uses a multidisciplinary approach. Teaching is now an integral
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part of pain clinics. Research facilities, particularly for the
collection of data, are becoming more available in the larger
centres.

Unfortunately, pain relief units are not yet commonplace,
though such a unit, attached to every teaching hospital authority,
might add much to the management of these patients.

The problem

COMMON PRESENTATIONS OF INTRACTABLE PAIN

Neuralgias-Trigeminal, intercostal, atypical facial, and
myofascial syndrome.

Malignant disease-Carcinoma, myeloma, and lymphoma.
Reflex sympathetic dystrophies-Causalgia, phantom limb, and

post-traumatic neuropathy.
Nezurological disorders-Multiple sclerosis, spinal cord damage,

syringomyelia, neurofibromatosis, neuromas, and nerve entrap-
ment/damage.

Skeletal disorders-Osteoarthritis, lumbar disc syndrome,
postoperative laminectomy pain, prolapsed disc, secondary
neoplasm, and coccydynia.

Psychiatric disorders-A varying degree of functional disorder
is found in 650o of patients attending the clinic. It is most
common in the facial neuralgias and in those with chronic low
back pain.

Treatment

The cornerstones of chronic pain relief are undoubtedly the
use of drugs and the interruption of pain pathways by various
means. It is important to realise that relief of intractable pain is
not measured in terms of hours or days, but in months or years.

It follows that the use of short-acting local anaesthetic drugs
have diagnostic value alone.

NEUROLYTIC AGENTS

In Britain phenol and chiorocresol are commonlyused quantita-
tively to destroy the nerves and in successful cases this may
relieve pain for 12-14 months. It is important to preserve motor
function, and this is managed by using a concentration (500
phenol in glycerine) that selectively destroys the C fibres
subserving pain and leaves the larger fibres intact.'
The solution is introduced into the subarachnoid space at the

required dermatome level and as it is hyperbaric from the
addition of glycerine it falls as a result of gravity on to the
required nerve roots. The patient can be tilted on the table to
ensure accurate positioning. Some demyelination of the posterior
columns may occur, but the increased activity consequent on
pain relief more than compensates for the minimal weakness.
The technique may be used at any level of the spinal cord but
should be reserved, except in special conditions, for patients
with malignant disease. Injections at the lower lumbar level
carry a risk of bladder dysfunction that may not be acceptable
to many patients.

Subarachnoid injections of alcohol are not popular in Britain,
but the agent is of considerable value in destroying the sympa-
thetic chain. Coeliac plexus block2 with 50 ml of 50% alcohol
is particularly effective in pain emanating from stomach, gall
bladder, liver, and pancreas: 60o phenol in water is also used
but more commonly to block the lumbar sympathetic chain in
the reflex sympathetic dystrophies and in some cases ofperipheral
vascular insufficiency. The sympathetic dystrophy group should
be regarded as emergencies as the chances of a successful
result are inversely proportional to the time elapsing since they
first occur. Injection of alcohol into the pituitary is a method
introduced by Morrica,3 and has successfully controlled pain
from secondary bone deposits in hormone dependent tumour.
One millilitre of dehydrated alcohol is introduced into the
gland through a needle that is inserted through the nose and
sphenoidal sinuses to the pituitary fossa. Pain is relieved so
rapidly that it seems unlikely that a hormone mechanism can
be postulated. There are now reports of success in relieving
pain from non-hormone dependent tumours.

It is doubtful whether alcohol or phenol have any place in
peripheral nerve blocks as the analgesia is commonly patchy,
and there is a definite incidence of neuritis. One exception,
however, is the injection of 400/' alcohol into the muscle sheath
of patients who have painful flexor spasms in multiple sclerosis.

PHYSICAL, ELECTRICAL, AND SURGICAL METHODS OF INTERRUPTING
PAIN PATHWAYS

Physical, electrical, and surgical methods of interrupting
pain pathways include replacement of the cerebrospinal fluid
with ice cold saline,4 barbotage of the cerebrospinal fluid,5
percutaneous electrical cordotomy,6 surgical sensory root
rhizotomy, 7 surgical cordotomy, 8 cryoanalgesia, 9 transcutaneous
nerve stimulation,10 and acupuncture.

Replacement of the cerebrospinal fluid with ice cold saline
and barbotage of the cerebrospinal fluid have a success rate of
45-50°O with a duration of six to eight weeks. Both are remarkably
free from complications, but replacing cerebrospinal fluid with
ice cold saline is painful and needs an anaesthetic. Percutaneous
electrical cordotomy is a valuable procedure producing excellent
results in skilled hands. It is not generally practised in pain
clinics but tends to be reserved for larger regional centres.

Cryoanalgesia is a new technique and provides a reversible
block of transmission for 8-10 weeks. Interestingly, however,
in cases of facial pain, comprising atypical facial neuralgia,
post-traumatic neuropathies, postherpetic neuralgia, and tri-
geminal neuralgia, the duration of pain relief is considerably
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longer: 700% of these patients had pain relief for longer than
six weeks and 500/ for longer than six months. Three patients
with tic douloureux had relief for more than three years.
Clearly there is a central effect in operation as there was no
evidence of a peripheral nerve block after 12 weeks. Both
transcutaneous stimulation and acupuncture represent the
move towards non-invasive methods of pain relief. Although
attempts have been made to give scientific credence to the
techniques, they have not gained universal acceptance. At the
present state of our knowledge they must however be part of a
pain clinic's armament.

DRUGS

All patients who attend pain clinics will have been taking
analgesic drugs, many for a very long time indeed without any
improvement in their symptoms.
Although not strictly analgesic, cytotoxic drugs, anti-

inflammatory drugs, and steroids should be included in this
group. The use of tranquillisers either alone or in conjunction
with anticonvulsants or the phenothiazine group of drugs have
also been useful in managing refractory pain problems.
Drugs are simple to administer, but effective prescribing

demands considerable experience. The response to drugs is
curiously personal, and it is well known that some patients
with advanced cancer respond better to aspirin than to morphine.
It would seem unrealistic to form a hard and fast drug regimen,
and it may be more convenient to divide them into three
groups (table).

Tolerance to drugs, particularly the opiates, develops rapidly,
and not uncommonly these patients need doses such as 120 mg
of morphine every two hours after a comparatively short time.
Doses of this magnitude, although necessary, are clearly
undesirable, and it is in such cases that a nerve block, in
combination with a drug, may allow reduction in the opiate
and an improvement in the level of consciousness.
Drugs have the most important part to play in the later

treatment of cancer pain when the disease becomes generalised.
Because of the ease of administration they will, however, always
be the first line of defence in treating pain.

In the final analysis it should be emphasised that although
skill in performing nerve blocks and prescribing drugs is
valuable, it is of minor importance compared with the proper

understanding of the patient and his problems. The morale of
these patients is balanced on a knife edge, and their care may
be extremely difficult, demanding, and unrewarding. The
correct management demands a multidisciplinary approach,
inpatient facilities, and all the supportive treatment that this
provides.

References
1 Maher RM. Relief of pain in incurable cancer. Lancet 1955;i:18-20.
2 Bridenbaugh LD, Moore DC, Campbell DD. Management of upper

abdominal cancer. Y Amer Assoc 1964;190:877.
3Moricca G. Progress in anaesthesiology. Amsterdam: Excerpta Medica,

1970:266-9.
4Hitchcock E. Hypothermic subarachnoid irrigation for intractable pain.

Lancet 1967;i :1133-5.
5 Lloyd JW, Hughes JT, Davies-Jones GAB. Relief of severe intractable

pain by barbotage of cerebrospinal fluid. Lancet 1972;i:354-5.
6 Lipton S. Percutaneous electrical cordotomy in relief of intractable pain.

Br MedJ7 1968;ii:210-2.
7White JC. Posterior rhizotomy: a possible substitute for cordotomy in

otherwise intractable neuralgias of the trunk and extremities of non-
malignant origin. Clin Neurosurg 1966;13 :20-41.

8 Stookey B. The management of intractable pain by chordotomy. Res Publ
Ass Res Nerv Ment 1943;23:416-33.

Lloyd JW, Barnard JDW, Glynn CJ. Cryoanalgesia, a new approach to
pain relief. Lancet 1976;ii :932-4.

0 Wall PD, Sweet WH. Temporary abolition of pain in man. Science 1967;
155:108-9.

Drugs for ambulant and non-ambulant patients

Ambulant patients
Group 1 Group 2
Acetyl salicylic acid (Aspirin) Dextromoramide (Palfium)
Dextropropoxyphene hydrochloride + Methadone (Physeptone)

paracetamol (Distalgesic) Mefenamic acid (Ponstan)
Ethoheptazine + meprobomate (Equagesic) Levorphanol tartrate (Dromoran)
Dihydrocodeine (DF118) Pentazocine (Fortral)
Paracetamol (Panadol) with DF18 Buprenorphine (Temgesic)

(Paramol 118)
Paracetamol + Codeine (Paracodol)
Diflunisal (Dolobid)

Non-ambulant patients
Oxycodone pectinate (Proladone) suppositories
Dipipanone hydrochloride (Diconal)
Pethidine
Piritramide (Dipodolor)
Mist aspirin et nepenthe
Morphine
Diamorphine hydrochloride (heroin)
Brompton Hospital mixture (Hanstus E)

Some years ago a man was found at routine blood donor testing to have
anti-HAV antibody in his blood. Routine liver-function test results
at that time were normal. He has now become a server in church and is
administering the Communion wine. Is this safe ?

The presence in blood of anti-HAV antibodies is evidence of past
exposure to the hepatitis A virus-formerly known as infectious
hepatitis. This man now has immunity to this infection. No carrier
state has been identified to date so that there is no possibility of a
server in church transmitting this type of hepatitis infection to others.

Can a child's normal development be disturbed by an over-affectionate
parent ?

This question refers to too much affection. A parent should not try
to limit his or her love; what counts is the way the love is expressed
and whether the child is seen as a person in his own right. By definition
any parent who shows too much affection is likely to distort a child's
normal development. The way in which this is likely to occur falls into
two main categories. (1) The child is smothered rather than mothered
-that is, he is not allowed to develop in his own way but is kept
emotionally at a baby stage well past the time when he is physically
no longer a baby. This may be seen in several ways-for example, a
mother may continue to bathe a child of 10 and choose all the clothes

of a 14-year-old. At a deeper level some children fail to learn in school
because they feel the need to remain young. (2) The child feels
guilty at the affection given because he can never repay it. He then
becomes resentful and possibly aggressive towards his parent. Both
types of effect can last into adulthood and may lead to depression.

A teacher with pulmonary tuberculosis is being treated with rifampicin,
isoniazid, and ethambutol. When should he return to teaching ?

The maximum risk of the children being infected by the teacher
occurred before the diagnosis was made. Infectivity depends on the
extent of the pulmonary disease initially and is greatest in patients
with cavities and sputum that is smear-positive for tubercle bacilli.'
Presumably the exposed children have been tuberculin tested and
managed, according to the result, with BCG or chemotherapy.
Infectivity falls rapidly after starting modern chemotherapy,2 3 and
most patients may return to work quite soon. If their work includes
contact with the public, and especially with children, it is wise to err
on the side of safety and to wait until treatment has been taken for a
month, assuming any troublesome cough has ceased.
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