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Control of chronic pain

Chronic pain is now recognised as a disease state and its treat-
ment and management are receiving increasing attention.'-5
The treatment of chronic pain should not be confused with
terminal care; though connected, they are not synonymous,6 7
and in fact most pain is benign. Yet control of pain is mis-
takenly seen as a specialty. The 3rd World Congress on Pain
Relief (to be held in Edinburgh in September) is unlikely to be
attended by many general practitioners, general physicians, or
surgeons. Simple information on how to control chronic pain
needs wide dissemination, with emphasis on what can be done
by the consultant in hospital practice and by the general
practitioner in the patient's own home.
The first step is for the clinician to accept that there is a

problem. Many patients with chronic pain are not helped
because of incorrect diagnosis, incorrect drug regimens, and
a lack of readiness to use the modern techniques now available.8
All too often these patients could be helped by fairly simple
measures but are instead left alone to be given repeat
prescriptions of medications which were inadequate when first
ordered and remain so. Their case sheets or notes tend to be
weighed rather than read.
The second step is recognition that diagnosis must come

before treatment. For example, is chronic headache due to
nephritis, glaucoma, muscle tension, or a leaking aneurysm ?
Is the sedimentation rate raised, and if so why? Undiagnosed
patients can be treated symptomatically but must be kept under
review. Standard teaching reminds us that the hypochondriac
with a new abdominal pain may have appendicitis, but it is
equally true that a sudden exacerbation of pain in a patient
with inoperable cancer must be considered equally carefully-
is it perhaps another metastasis, an obstruction, a venous
thrombosis, or even toothache? Next, we should learn to
believe the patient. He or she is the only person actually
suffering, so the opinions of doctors, nurses, and relatives on
the amount of pain present should be recognised for what they
are-guesses. Patients with chronic pain often show inappro-
priate behaviour, such as the patient with postherpetic
neuralgia who smiles while complaining of pain, or the patient
with cancer who does not ask for drugs prescribed for use as
necessary. This may be due to resignation on the one hand or
an unwillingness to disturb the busy nurses on the other.
Assessment of pain is difficult in a culture which considers it
"manly" not to fuss or complain. The apathy and hopeless
misery induced by untreated intractable cancer pain is well
known, as is the high incidence of pain in patients with
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neuroses and psychoses; but doctors still seem reluctant to
accept that mood and pain are interrelated, that most pains
can be eased by relieving anxiety, and that placebos do work
for a time.
A distinction should be made between patients with a normal

expectation of life and those with a much shortened one.
Narcotic drugs are rarely required and should not be
given to patients with chronic benign pain, but if needed
should be used without regard to drug addiction in patients
with an expectation of life of, say, under two years. How often
still are patients with severe intractable pain from cancer
refused large doses of narcotics or even any narcotics at all,
because of the illusory danger of addiction? Patients with
cancer rarely do become addicted, but if they do addiction is a
social problem which is meaningless in their circumstances.

Patients need to be educated in how to take their analgesics-
not only to take them regularly but to allow sufficient time for
absorption. Thus oral analgesics must be taken regularly,
before the pain returns, and never prescribed for use "as
required." Allowance should be made for the strength and
duration of action of the medication. Prescribing a four-hourly
drug six-hourly defeats its object, as does giving too small an
injection of a narcotic or switching to a more powerful drug
given in too small a dose. The absorption and metabolism of
drugs vary from one patient to another and reasonable experi-
mentation with dosage is justifiable.

Patients with a normal expectation of life should have their
treatment confined to drugs with at the most a low potential
for abuse. In addition to short-acting and long-acting salicy-
lates the non-narcotic analgesic nefopam and buprenorphine
may be used because of their long action; they share with
pentazocine an absent or low abuse potential.

Depression is a common accompaniment of chronic pain,
and specific antidepressants may be needed, but if depression
is deep then specialist help must be obtained. Agitation and
anxiety will also need control, and if the pattern of pain is
fluctuating a drug such as carbamazepine may prove useful. If
muscle spasm is a problem then baclofen or orphenadrine may
be indicated, as may antispasmodics, antinauseants, and
laxatives. Many ofthe drugs used for these additional problems
have analgesic properties of their own and augment the effects
ofstandard analgesics.
These simple drugs are used first for patients with malignant

pain; but if it cannot be controlled then narcotics must be used.
The use of morphine by mouth has been refined in the
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hospices.7 Heroin is still used: its great solubility allows large
doses to be given in small volumes, which is of great value in
the patient who has lost much flesh. The long half life of
methadone increases the risk of accumulation, but given night
and morning it produces good background control.

If analgesics are ineffective, destruction of an appropriate
neural pathway can provide quick relief of pain. The effect
lasts for a variable period-often long enough in patients with
malignant pain to cover all or most of their remaining life.
The need for the procedure to be repeated makes this approach
unsuitable for most patients with chronic benign pain.
Most pain-relief clinics start by reviewing, firstly, the

diagnosis and then the drugs used, their dose, and their
frequency. Often a psychiatric opinion follows, and, lastly,
other treatment is considered. Among the specialised tech-
niques available are destructive methods including coeliac
plexus block for upper abdominal pain9; subarachnoid phenol
for pain in limited spinal dermatome distribution or in
perineal pain3; percutaneous cervical cordotomy'0 in unilateral
pain below the C5 dermatome; and pituitary injection of
alcohol" for cancer pain in any distribution. Benign pain is
treated by drugs and non-destructive methods such as
peripheral nerve stimulation2 13; dorsal column stimulation,'4
useful in phantom limb pain or in arachnoiditis; and acu-
puncture,'5 which is another simple stimulation technique
with a low (but useful) success rate. Finally, there are biofeed-
back methods, relaxation techniques,'6 operant conditioning,'7
counselling, and other psychiatric methods.
When all these methods have been tried there will still be

failures. Such patients should not be turned away without any
explanation. Someone must be delegated to spend time talking
to the patient before he or she leaves hospital. In the large
pain-relief clinic at Walton Hospital, Liverpool, patients of
this type are asked at the very least to write in once a year to
report what has happened to them, to remind the clinic of their
existence, and to ask if there is anything new for their pain.
Getting patients to write in ensures two things. Firstly, they
will not forget to write-while the hospital might-and,
secondly, all patients who write in get an answer (and some-
times a recall). They feel that they are still connected to the
hospital and can contact it if their condition deteriorates
unexpectedly.
Many years ago, Szasz put the whole problem succinctly:

"What is the physician's task in this situation? Whose pain
should he control: The patient's? That of his relatives,
tortured by the patient's complaints ? Or his own, generated
by his inability to help the patient ?"'18
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After gastrectomy

In 1885 Billroth removed an antral tumour, closed the cut end
of the stomach and the duodenum, and performed an anterior
gastrojejunostomy.' Since then all procedures that divert bile
and pancreatic secretions across the gastric remnant tend to be
labelled "Billroth II" to distinguish them from his earlier
operation (1881) of gastroduodenostomy. If eponyms are to be
used accurately, however, the operation, still widely practised,
that dominated the surgery of duodenal ulcer from the late
1930s to the late 1960s-anastomosis of the full width of the
open end of the stomach to the jejunum-should be termed
the Kronlein procedure.2 The third name applied to the
operation, Polya, is familiar in Britain because of Polya's
persuasive writing3 more than 20 years after Kronlein's paper.
Whether termed Billroth II, Kronlein, or Polya, these

procedures are highly effective in curing duodenal ulcer. They
do so by excluding the ulcer-bearing area, by removing the
gastrin-secreting antrum (though its importance in the
pathogenesis of duodenal ulcer in man is doubtful), by
partially removing acid-secretory cells in the body of the
stomach, and by continually bathing those that remain in
alkaline secretions. The long-term price for this freedom from
recurrence is a small gastric remnant without a sphincter to
control its emptying; this may be associated with a complex of
vasomotor and other symptoms, generally called "dumping,"
whose cause is still not entirely clear. A second drawback is the
effect of bile on the stomach, which in around 2% of patients
causes bilious vomiting. If this occurs it usually appears early,
and in persistent cases can nearly always be cured either by
transposing the inflow of bile further down the small gut or by
a return to normal continuity with the stomach distanced from
the duodenum by a jejunal interposition.
Of possibly greater importance is the prolonged contact of

bile with the stomach stump, which leads in time almost
invariably either to chronic superficial gastritis or to its
successor atrophic gastritis.4 Gastritis merges into intestinal
metaplasia, which some authorities4 believe is a precancerous
lesion, though others doubt that the metaplasia is a predictor of
cancer.5 Certainly in many series there has been an increased
incidence of gastric cancer after gastrectomy (especially with
gastrojejunostomy), including such surgical horror stories6 as
the four patients with cancer and three with severe dysplasia
out of 108 who had undergone routine gastroscopy more than
20 years previously. A further 12 patients were diagnosed as
having moderate dysplasia and no fewer than 52 as having
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