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We believe that no one should suffer from pain.

Pain Specialists Australia is a pain management clinic 

staffed by qualified pain specialist physicians. We 

manage chronic pain using a range of techniques 

including medication and advanced interventional 

procedures. We use a multidisciplinary team 

and lifestyle approach, delivered by allied-

health pain experts like physiotherapists, 

occupational therapists and psychologists. 

Pain is a unique and complex personal experience, 

like a fingerprint. We believe that patients shouldn’t 

manage pain alone and should be empowered to 

play an active role in their own pain management.

This material is general in nature and is 
presented by Pain Specialists Australia for 
educational purposes only. Pain Specialists 
Australia does not accept any liability 
for any injury, loss or damage incurred 
by use of or reliance on the information 
provided. ©Pain Specialists Australia 2018
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INTRODUCTION

It feels like the art of medicine is getting more 

complex, and with more aggressive therapies and 

surgeries, the risk of persistent pain is increasing. 

Pain disables people and needs to be managed early and 

proactively. Prevention is always the preferred option. 

This eBook is an update on chronic pain, how to 

recognise it early, and how to manage it.

If simple treatments are not managing the pain, 

patients should be referred early to pain specialists. 

The earlier the patient is seen, the easier it is to reverse 

neuroplasticity, which is the basis of chronic pain. 
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Chronic pain is commonly triggered by an acute 

injury; but chronic pain is usually perpetuated by 

factors other than the actual cause of the pain. 

We’ll discuss these perpetuating factors later. 

Pain should be considered to be chronic when 

the pain persists for more than 1 month 

after anticipated tissue healing or if the 

pain continues for more than 3 months. 

Chronic pain is pathological because it is a 

maladaptive neural response to tissue injury.

Baseline neural sensitivity changes and 

senses pain at much lower neural activation 

thresholds, i.e., nerves become sensitised.

ALLODYNIA

Allodynia is pain from a stimulus that 

does not normally provoke pain, like 

brushing or light touching. 

HYPERALGESIA

Hyperalgesia is an increased response to 

a stimulus that is normally painful.

A FEW IMPORTANT 
PAIN DEFINITIONS

ACUTE PAIN

Acute pain can be considered an adaptive 

biological response with associated behavioural 

changes that lead one to ‘protect and rest’ the 

injured body part, which is essential to avoid 

further tissue injury and to allow healing to occur. 

Acute pain has biological and protective value. 

CHRONIC PAIN

Chronic pain, however, is of no biological value. 

It offers no protective benefit. In fact, chronic 

pain has a number of long-term detrimental 

consequences: it leads to deconditioning, 

suffering, changes in cognition, and changes 

in emotional and mental health. It reduces 

quality of life and level of function.  
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INCIDENCE

Chronic pain is common: it occurs in about 

20% of the adult population. This is constant 

throughout the developed world.

Trauma, injury and surgery are common triggers 

of chronic pain. Other triggers are some 

medical conditions like zoster (shingles) and 

diabetes; chronic pain can also be idiopathic.

On close examination, some surgical 

procedures are more likely to trigger chronic 

post-surgical pain (CPSP).  Although studies 

show wide variations in the incidences of 

CPSP, it is clear that it is more common 

than previously thought (Table 1). 

Table 1 Incidence of CPSP.  

Adapted from [1], [2] and [3]

VATS = Video-Assisted Thorascopic Surgery

Type of operation Incidence of chronic pain Incidence of chronic 
severe disabling pain

Amputation pain 5 – 10%

Phantom pain 30 – 85%

Stump pain 5 – 60%

Thoracotomy 10%

Open 10 – 80%

VATS 1 – 60%

Mastectomy 5 – 10%

Chest wall, axillae, pain 10 – 60%

Arm / shoulder pain 1 – 60%

Phantom pain 10 – 25%

Inguinal hernia 0 – 60% 5%

Coronary bypass 30 – 50% 5 – 10%

Caesarean section 6 – 55% 4%

Cholecystectomy 0 – 50% Unknown

Dental surgery 10% Unknown

Vasectomy 0 – 30% Unknown
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CHRONIC PAIN AFTER SPINAL  

SURGERY (ALSO TERMED FAILED BACK 

SURGERY SYNDROME (FBSS))

‘Failure rates’ of spinal surgery are quoted in the 

literature as ranging between 10% and 40%.2,3 

Conservatively, we might assume a failure 

rate where pain persists in about 20%. [4]. 

PAINFUL DIABETIC PERIPHERAL 

NEUROPATHY (PDPN) [5,6,7]

1 in 11 people globally have diabetes and this 

is expected to increase to 1 in 10 by 2040. 

Neuropathy is one of the most common 

long-term complications of diabetes. The 

prevalence of PDPN is high at 26.4%. [5] 

Some studies have shown painful 

symptoms occurred in 26% of patients 

without neuropathy and 60% of 

patients with severe neuropathy [6]. 

PAIN AFTER TOTAL KNEE  

REPLACEMENT (TKR)

A systematic review found that about 

20% of patients experience chronic pain 

after total knee replacement, yet there 

is no consensus about how best to assess 

such pain [8]. The included studies were 

characterized by the heterogeneity on the 

scales used to measure pain and pre-operative 

factors related to persistent post-surgical 

pain (PPSP) and neuropathic pain (NP). 

The reported prevalence of PPSP and NP seems 

to be high, but it varies amongst studies. 

The prevalence of PPSP ranges from 13% to 

38% at 12-months post-operation in TKR. 

The prevalence of NP ranges from 5.2% to 13% 

at 6 months post-operation. Pre-operative 

factors related to the development of PPSP 

also differ, including emotional state, such 

as depression and pain catastrophising, 

number of comorbidities, pain problems 

elsewhere, and operations in knees with 

early grade of osteoarthritis [9]. 

SPINAL PAIN

Low back pain is a common condition affecting 

many individuals at some point in their lives. 

The estimation is that between 5% and 10% 

of those with back pain will develop chronic 

low back pain, which is responsible for high 

treatment costs, sick leave, and suffering [10].

COMPLEX REGIONAL  

PAIN SYNDROME (CRPS)

The incidence is unclear with population-

based studies varying between 5/100,000 

and 26/100,000 [11]. CRPS usually follows 

a minor trauma or inciting event. 

NEUROPATHIC PAIN

The estimated community prevalence of 

neuropathic pain diagnosed by clinical 

examination (gold standard) was 9.8%. [12]

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4590156/#bibr2-2049463713479096
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4590156/#bibr3-2049463713479096
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OROFACIAL PAIN

Orofacial pain is a common problem affecting 

at least 10% of the adult population and 

50% of the older population. Its inadequate 

recognition and management present an 

enormous problem to health services [13]. 

PELVIC PAIN

Chronic pelvic pain (CPP) is defined as a 

noncyclical pain lasting for more than 6 

months that can lead to lower physical 

performance and quality of life in women. CPP 

is a worldwide problem, affecting women of 

all ages. The prevalence ranged between 5.7% 

and 26.6% [14]. CPP can affect men too. 

CHRONIC ABDOMINAL PAIN

Abdominal pain was reported in 25% 

of the adult population during cross-

sectional surveys. The prevalence of chronic 

abdominal pain in community-based studies 

ranges from 0.5% to 19% [15, 16, 17].

CHRONIC MIGRAINE (CM)

Global estimates of CM prevalence 

using various definitions typically 

range from 1.4% to 2.2% [18].

It is clear from these incidence figures 
that chronic pain is a huge problem 
that affects a significant proportion of 
the population.
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Chronic pain can occur in 
anyone, but there are certain 
risk factors for chronic pain 
development, particularly 
following surgery (chronic 
post-surgical pain (CPSP)). 

RISK FACTORS AND 
PREDICTORS

PREOPERATIVE RISK FACTORS

• Pain – moderate to severe > 1 month duration, e.g., ischemic pre-amputation pain.

• Genetic predispositions may include single nucleotide genetic polymorphisms, e.g., COMT.

• Female – gender is associated with greater pain intensity/severity.

• Age – older people get less pain with hernia repair; older people with PHN get more pain.

• Psychological vulnerabilities include catastrophising, anxiety and depression.

• Reduced diffuse noxious inhibitory control (DNIC).

• Compensation system – e.g., no fault compensation system.

• Lifestyle – poor diet, lack of exercise, smoking and drug-use, relationship problems

INTRAOPERATIVE RISK FACTORS

• Surgical approach that risks direct nerve damage e.g. thoracotomy and intercostal nerves.

• Surgical technique – early evidence shows less risk of CPSP with nerve sparing techniques.

• Re-operation.

• Length of surgery > 3 hours.

POSTOPERATIVE RISK FACTORS

• Pain – acute, moderate to severe postoperative pain.

• Acute neuropathic pain – this may be a factor but it is not yet supported by evidence.

• Radiotherapy.

• Chemotherapy – taxels, vincas, alkaloids and monoclonal antibodies, which cause neurotoxicity.

• Psychological vulnerabilities include catastrophising, anxiety and depression.

• Pain – moderate to severe pain on discharge.

Table 2. Risk factors for CPSP.  

Adapted from [1], [2] and [3].  

COMT= Catechol-O-methyltransferase, 
PHN=post herpetic neuralgia
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WHAT IS CATASTROPHISING?

Catastrophising is a group 
of negative thoughts and 
emotions that occur during 
actual or anticipated 
painful stimulations. [19]

This means catastrophisers interpret situations 

negatively and could be considered to have a 

pessimistic outlook. They also have a poor ability 

to cope with pain, ruminate and think about pain 

excessively, and magnify the situation and worry 

that something serious will happen. They also feel 

helpless about the situation that they are in. 

RELEVANCE

It is important to detect catastrophisers because 

they may have poorer overall outcomes. Pain 

catastrophising is consistently linked with: 

• Severity of pain

• Disability

• Excessive opioid use

• Pain behaviours like fear-avoidance 

• Depression and anxiety 

TREATMENT 

Pain catastrophising can be managed effectively 

by cognitive behavioural therapy (CBT), 

which focuses on reducing the ‘fear’ of pain 

and promoting acceptance of pain. CBT for 

catastrophising, centres on verbal reassurance, 

education, graded activity, and graded exposure. 
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Effective treatment of chronic pain requires 3 things:

1. EARLY DIAGNOSIS

Think about and look for chronic pain. Be suspicious. 

2. EARLY TREATMENT

Start treating chronic pain early, as discussed below. 

3. CHRONIC PAIN SHOULD BE  

TREATED AS A CHRONIC DISEASE

Make sure the team around your patient can manage 
them with a multidisciplinary and multimodal approach.

WHAT IS THE KEY TO 
EFFECTIVE TREATMENT 
OF CHRONIC PAIN?
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EARLY TREATMENT 
ACTIONS YOU CAN TAKE

A multimodal and multidisciplinary pain-specialist 
treatment approach combines five aspects of 
pain therapy: medications and interventions, and 
physical, functional and psychological therapy.
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Table 3. Therapeutic 

options  for chronic pain
At the early stages when you suspect chronic pain is 
developing or could develop, you should treat aggressively, 
educate, consider your choice of medication, and focus 
on the patient’s emotional and physical wellbeing.

OCCUPATIONAL THERAPY

↓ Functional impairment

•  Joints

•  Contractures

↓ Stressful activities

•  Bending

•  Twisting

•  Carrying

↑ Postures

Improve home space

Improve biomechanics

↑ Ergonomics

Address vocational issues

Simulated job environment

↓ Sick days

↑ Work productivity

Return to work 

PHYSICAL THERAPY

Individualise realistic goals

↓ Deconditioning

↓ Fear-avoidance

↓ Boom-bust

↓ Kinesiophobia

Desensitisation

Reactiviation

•  Stretch, flexibility

•  ROM, Strength

•  Endurance

•  Co-ordination

•  Hydrotherapy

•  Posture, control

•  Core stability

Pacing & activity management

Resume appropriate 

exercise & activity levels

Re-engage

•  Home, social

•  Leisure activities

Self management

PSYCHOLOGICAL THERAPY

Individual / group

Enhance participation

Stress reductions

•  Relaxation (whole body)

•  Biofeedback (targeted)

Cognitive restructuring

Behavioural modification

Deal with anxiety & mood issues

Sleep hygiene

Deal with interpersonal 

relationships

↑ Self confidence

↑ Self-efficacy

↑ Locus of control

↓ Catastrophizing

↑ Gains

Pain flare ups

Provide social support 

MEDICATIONS

NSAIDS

Non opioid anti-neuropathics

•  Anti epileptics

•  SNRIs / TCAs

Lidocaine patches

Tramadol

Botox

Palmitoylethanolamide (PEA)

Tapentadol

Analgesic Creams

•  Capsaicin 0.25-8%

Compounded IV infusions

•  Ketamine

•  Lidocaine

•  Bisphosphonates

Other non-opioids

Limit/wean strong opioids

INTERVENTIONS

Epidurals

Nerve blocks

Platelet Rich Plasma (PRP)

Radiofrequency

•  RF Neurotomy

•  Pulsed RF

Spinal cord stimulation

•  Spinal cord

•  Dorsal root ganglion stimulation

•  Peripheral nerve stimulation

•  Peripheral field stimulation
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Patients with chronic pain are best approached using 
a 5-step guide to effective pain management.

1. OCCUPATIONAL THERAPY

Motivate and enable patients to return to their 

self-care, productive and leisure roles despite pain. 

This involves understanding the complexity of 

pain, and that there are multiple ways to perform 

a task. Reinforce that engagement in activity is 

important for our physical and mental health.

2. PHYSICAL THERAPY

Educate and encourage patients to safely move 

their bodies and increase their functionality. 

It’s essential patients remain active and 

address their fear avoidance of movement.

3. PSYCHOLOGICAL THERAPY

Address the unique physical, emotional 

and psychological aspects of patients’ pain 

experience. Develop effective ways to reduce 

stress, increase function and enable patients to 

do more meaningful activities in their lives.

4. MEDICATIONS

Consider pain medications. Use non-opioid pain 

medications early.  Most chronic pain is considered 

neuropathic in nature, so the medications used 

should be focused on treating neuropathic 

pain. Use an updated end evidenced-based 

neuropathic-pain treatment algorithm; such 

as The Lancet Neurology (2015) [20]. Adapt 

this to the patients that you frequently see, 

e.g., for elderly people with postoperative knee 

pain, the doses will need to be lower at first.

5. INTERVENTIONS

Pain interventional therapies can provide 

both short-term and intermediate-term 

symptom control, which allows rehabilitation 

and medication management.

Neuromodulation techniques such as spinal cord 

stimulation can provide long-term pain control 

and stability. This treatment is best delivered 

within a multimodal pain management strategy. 

Pain interventions should be performed by 

interventional pain specialists, who can both 

assess patients before the procedure(s) and 

follow patients up after the intervention(s) 

and alter therapy accordingly. 
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GUIDE TO PAIN 
MEDICATIONS
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STRONG RECOMMENDATIONS FOR USE Total daily dose and dose regimen Recommendations

Gababentin 1200-3600 mg, in three divided doses First line

Gabapentin extended release or enacarbil 1200-3600 mg, in two divided doses First line

Pregabalin 300-600 mg, in two divided doses First line

Serotonin noradrenaline reuptake 
inhibitors duloxetine or venlafaxine

60-120 mg, once a day (duloxetine); 150-225mg, 
once a day (venlafaxine extended release) First line

WEAK RECOMMENDATIONS FOR USE

Capsaicin 8% patches One to four patches to the painful area 
for 30-60 min every 3 months Second line (peripheral neuropathic pain)

Lidocaine patches One to three patches to the region of 
pain once a day for up to 12 h Second line (peripheral neuropathic pain)

Tramadol 200-400 mg, in two (tramadol extended 
release) or three divided doses Second line

Botulinum toxin A (subcutaneously) 50-200 units to the painful area every 3 months Third line; specialist use (peripheral 
neuropathic pain)

Strong opioids Individual titration Third line

Table 4. Medications to be considered for neuropathic pain [20]
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SET PATIENT EXPECTATIONS BEFORE YOU 

PRESCRIBE MEDICATIONS

Most patents fail with medications because 

they don’t know what to expect or are not 

sure how to use the medications. Make sure 

your patients know that there may be a delay 

before pain reduction, unlike with over-the 

counter pain medications, which work quickly. 

Pain reduction may take weeks or longer. 

INFORM PATIENTS OF SIDE-EFFECTS

If your patients know that the common side-

effects will reduce over time, they are more 

likely to persevere with the medications and 

more likely to gain benefits from them. 

If side-effects are severe, the patient should 

either reduce the dose or consider stopping 

the medication. Educate patients on both:

• Reducing the dose if side-effects persist and

• Escalating the dose if they are 

tolerating the medication. 

See patients often when you start medications 

so you can titrate these medications as high as 

can be tolerated. High doses are more effective 

than low doses, providing they are tolerated.

EDUCATE PATIENTS ON MAXIMUM DOSES 

The effects of antineuropathic medications are dose-

related: the effective dose needs to be found by 

titration. You may need to approach the maximum 

dose if the patient tolerates the medication. 

Education patients on high doses, as 

these may need to be attained before 

good pain-reduction is experienced. 

PREGABALIN (LYRICA)

Standard dosing of 75mg BD can sometimes 

be too strong and cause significant side 

effects, which will then preclude effective use. 

Consider starting at lower doses like 25mg 

or 50mg BD and slowly titrating upwards. 

Side-effects can occur in many patients. The 

more common of these include fatigue, dizziness, 

cognitive dysfunction and weight gain. Idiosyncratic 

or peculiar reactions can sometimes occur. When 

discontinuation of Pregabalin is planned, it’s best 

to wean, as withdrawal features can sometimes 

occur. This withdrawal syndrome can appear like 

an alcohol withdrawal syndrome, which is thought 

to be related to its effects on the GABA receptor. 

An info sheet on pregabalin can be found here.

DRUGS OR DRUG CLASSES WITH 

INCONCLUSIVE RECOMMENDATIONS 

FOR USE OR RECOMMENDATIONS 

AGAINST USE BASED ON THE GRADE 

CLASSIFICATION

Inconclusive recommendations

• Combination therapy

• Capsaicin cream

• Carbamazepine

• Clonidine topical

• Lacosamide

• Lamotrigine

• NMDA antagonists

• Oxcarbazepine

• SSRI antidepressants

• Tapentadol

• Topiramate

• Zonisamide

Weak recommendations against use

• Cannabinoids

• Valproate

Strong recommendations against use

• Levetiracetam

• Mexiletine

https://painspecialistsaustralia.com.au/s/Pain-Specialists-Australia-Pregabalin-Info.pdf
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GABAPENTIN NEURONTIN

medication. Gabapentin can also be used 

as a first-line antineuropathic agent. 

end-points are either effective pain-reduction or 

side effects. The current maximum recommended 

dose is 1200mg TDS. Gabapentin taken with 

meals can increase absorption and effectiveness 

by up to 14%. Gabapentin has a better side-

effect profile than pregabalin but needs more 

in younger patients (most patients don’t want 

to put on weight). 

An info sheet on gabapentin can be found here.

DULOXETINE CYMBALTA 

(SNRIs) are useful in chronic pain and are 

considered first-line anti-neuropathic agents. The 

dependent and high doses may be required. The 

maximum dose of duloxetine is 120mg/day. This is 

anti-neuropathic agents like amitriptyline. 

can function as a mild stimulant, and hence 

works well in combination with sedating anti-

neuropathics like pregabalin or gabapentin. 

is taken in the morning and still causes insomnia, 

it is best to switch dosing to night time). 

Patients should be warned of side 

constipation, decreased appetite, sweating, 

insomnia, sleepiness, tiredness.

An info sheet on duloxetine can be found here.

AMITRIPTYLINE ENDEP

Amitriptyline may not be as good an anti-

neuropathic agent as we had previously thought. 

sleep or your patients are not getting restful sleep. 

Warn your patients of side effects like drowsiness, 

weight gain, or trouble with urination. 

Doses as high as 120mg may be required. 

An info sheet on amitriptyline can be found here.

NORTRIPTYLINE ALLEGRON

effect profile than amitriptyline. Side effects 

is useful but producing side effects. Use 

at the same dosing as amitriptyline. 

https://painspecialistsaustralia.com.au/s/Pain-Specialists-Australia-Gabapentin-Info.pdf
https://painspecialistsaustralia.com.au/s/Pain-Specialists-Australia-Duloxetine-Info.pdf
https://painspecialistsaustralia.squarespace.com/s/Pain-Specialists-Australia-Amitriptyline-Info.pdf
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TRAMADOL (TRAMAL)

Tramadol is considered a second-line anti-

neuropathic agent. When using it, warn your 

patients of nausea and drowsiness, which 

can happen around 10% of the time. 

The maximum dose is 400mg/day, e.g., 

50-100mg TDS or QID as required. 

SHOULD I BE CONCERNED ABOUT SEROTONIN 

SYNDROME WITH PAIN MEDICATIONS? 

Serotonin syndrome should be considered 

when medicating patients with multiple 

medications that have serotonergic properties. 

These include tramadol, tricyclics, SNRIs and 

now tapentadol. High doses and combinations 

of these medications should be managed with 

caution and each case should be considered on 

a case-by-case basis. It is probably reasonable 

to use two of these medications in combination 

provided patients have been educated on the 

risks and what to look out for and  that they 

know to seek help if there are any issues. 

Taking serotonergic pain medications is 

usually safe: serotonin syndrome is more 

likely to occur where one of the drugs is an 

SSRI or a monoamine oxidase inhibitor (e.g., 

phenelzine, slegiline, tranylcypromine), and less 

likely with serotonergic pain medications. 

When in doubt, use caution. 

TAPENTADOL (PALEXIA)  

Tapentadol is a centrally acting analgesic with 

a dual mechanism of action of mu-receptor 

agonism and norepinephrine reuptake inhibition. 

Tapentadol can be prescribed in a slow-release 

preparation that has been shown to be effective 

in inflammatory, somatic, and neuropathic 

pain conditions like low back pain, chronic 

osteoarthritis and diabetic neuropathy. It is useful 

as a medication for chronic-pain treatment, 

but it is still considered a strong opioid, despite 

appearing safer than strong opioids like 

morphine, oxycodone or fentanyl. Dosing is 

50mg – 250mg BD to a maximum of 500mg/day. 

An info sheet on tapentadol can be found here.

OPIOIDS: PRINCIPLES OF SAFE OPIOID 

PRESCRIBING AND OPIOID RISK 

STRATIFICATION. 

Aim to avoid using opioids in chronic pain. Opioids 

are generally not effective in chronic pain. They 

have significant risks and should be used with 

caution. If you must use opioids for chronic pain, 

practise safe opioid prescribing and always do 

so following adequate opioid risk stratification. 

The Faculty of Pain Medicine of the Australian and 

New Zealand College of Anaesthetists (FFPMANZCA) 

have made it clear that opioid pharmacotherapy 

cannot be considered to be a core component 

of the management of chronic non-cancer 

pain.  Read their full recommendations here. 

https://painspecialistsaustralia.com.au/s/Pain-Specialists-Australia-Palexia-Info.pdf
http://fpm.anzca.edu.au/documents/pm1-2010
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Oral to Oral Conversion ratio Example

Morphine to codeine 1:6 Oral morphine 10mg = oral codeine 60mg

Morphine to tramadol 1:5 Oral morphine 10mg = oral tramadol 50mg

Morphine to oxycodone 1.5:1 Oral morphine 15mg = oral oxycodone 10mg

Morphine to hydromorphone 5:1 Oral morphine 10mg = oral hydromorphone 2mg

Patch strength Oral morphine equivalent/24hrs (estimate)

Buprenorphine 5mcg/hr 10mg/24hrs

Buprenorphine 10mcg/hr 20mg/24hrs

Buprenorphine 20mcg/hr 40mg/24hrs

Fentanyl 12mcg/hr 45mg/24hrs

Fentanyl 25mcg/hr 90mg/24hrs

Fentanyl 50mcg/hr 180mg/24hrs

Fentanyl 75mcg/hr 270mg/24hrs

Fentanyl 100mcg/hr 360mg/24hrs

Table 5. Oral morphine to other oral analgesics

OPIOID DOSE CONVERSIONS

Table 6. Transdermal patches to oral morphine equivalents / 24hours
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A FEW POINTERS 
ON SPECIFIC PAIN 
PROBLEMS
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• One of the key issues in managing chronic 

back pain is physical activity. Patients 

need to be motivated, supported and 

guided into reactivating and getting 

their bodies moving again. 

• Physical and emotional well-being 

needs to be assessed and addressed

• The myofascial system needs to be closely 

examined to diagnose muscle issues like 

trigger-point syndromes and psoas syndrome.  

• Other causes to be considered include the 

facet joints, sacroiliac joints, radicular pain, 

nerve-entrapment syndromes of the cluneal 

nerves in the back or buttock muscles, 

and discogenic pain. Even interspinous 

bursitis can cause chronic back pain. 

• Refractory back pain generally has a 

neuropathic component, which is why some 

cases can be difficult to manage. The key 

here is to diagnose neuropathic back pain. 

• An interventional approach to back pain 

might include the facet or sacroiliac joints, 

the cluneal nerves, or muscles like the 

psoas muscles. Procedures might be:

• Bursae steroid injections for 

midline interspinous bursitis.

• Facet or sacroiliac blocks or radiofrequency 

ablation for paraspinal pain.

• Nerve blocks or pulsed radiofrequency for 

cluneal neuralgia or gluteal neuralgia. 

• Intradiscal procedures like pulsed 

radiofrequency for midline discogenic pain.

• Neurostimulation could be considered for 

refractory back pain. Techniques might 

include spinal cord stimulation with 

high frequency or other waveforms.

CHRONIC  
BACK PAIN
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It is often challenging to wean pain medications 

in the early post-operative period. 

One of the biggest risk factors for the 

development of persistent post-operative 

chronic pain is poorly controlled acute pain. 

The key to good post-operative pain control 

is early use of multi-modal medications.

The following is an example of a 

multimodal analgesic regime: 

• An NSAID taken regularly

• An opioid

• A mixed opioid like tapantadol would 

probably be better than a pure opioid.

• There should be a clear opioid 

weaning strategy in place. 

• A gabapentinoid, particularly if the surgery 

is a high-risk surgery like thoracotomy, 

amputation, where the risk of neuropathic pain 

is significant, e.g., gabapentin 300mg TDS.

• Ask the patient about persistent pain when 

reassessed in clinic. Don’t forget to understand 

if there are any neuropathic pain descriptors 

– numbness, burning, pins and needles, 

electric shocks, and spontaneous pain. 

• Ask the patient about nerve pain

• If the pain persists, continue or 

re-start a gabapentinoid. 

• Monitor the patient closely, and if you 

are concerned and it is not settling after 

a few weeks, refer to a pain specialist.

• If the patient has a history of depression/

anxiety or is catastrophising,  consider 

a pain specialist’s opinion.

• Educate your patient on persistent pain 

and what to do if the pain continues 

after expected tissue healing. 

• If the pain persists and there is no clinical, 

structural reason for the pain, or if you 

suspect a neuropathic component to the 

pain, refer to a pain specialist early. 

EARLY PERSISTENT 
POSTOPERATIVE PAIN
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The key is a good multimodal approach in the 

perioperative setting along with good surgical 

techniques. Most large-joint arthroplasty 

teams use Enhanced Recovery After Surgery 

(ERAS) protocols, which will improve early 

outcomes from arthroplasty and hence would 

likely improve long-term outcomes, which may 

include chronic pain frequency and severity. 

A pain-specialist approach to chronic 

pain after knee replacement might 

include some of the following:

• Physical and emotional well-being 

should be assessed and addressed.

• If there are neuropathic pain descriptors in 

the history or clinical examination reveals 

signs suggestive of neuropathic pain, then 

start single, then combination antineuropathic 

agents like gabapentin and duloxetine.

• Treat the musculoskeletal aspects of pain 

with physical therapy and Norflex.

• If the knee pain is experienced over a wide 

area, e.g., up and down the leg, consider 

whether the autonomic nervous system 

is contributing to the pain. Interventional 

therapies might include a series of 

lumbar sympathetic blocks and/or pulsed 

radiofrequency to the lumbar sympathetic 

plexus to desensitise the sympathetic plexus. 

• If the knee pain is neuropathic (allodynia/

hyperalgesia) and localised to a small area, a 

series of PENS (percutaneous electrical nerve 

stimulation) treatments may be considered 

if the small area of pain has not responded to 

topical analgesic medications like compound 

analgesic creams or lignocaine patches. 

• Sometimes local anaesthetic and steroid 

blocks with or without pulsed radiofrequency 

can be considered, e.g., if there are scar 

neuromas or an infra-patellar nerve neuralgia

• If the pain is considered non-neuropathic 

or mixed, blocking or performing 

radiofrequency ablation of the genicular 

nerves may be considered. 

• If these steps fail, then spinal cord stimulation 

or dorsal root ganglion stimulation may 

be considered for refractory pain.

CHRONIC POST-SURGICAL PAIN  
(KNEE ARTHROPLASTY/REPLACEMENT)
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Pain that occurs after spinal surgery is common but 

complex, with significant and long-term physical, 

psychological, social and economic implications.

The principles mentioned above apply to 

any post-operative persistent pain, but 

certain other points may be considered 

after spinal surgery. Possible pain generators 

which should be targeted might include:

• Physical and emotional well-being, which 

need to be assessed and addressed.

• If the pain is worse immediately after surgery, 

this may signify a surgical complication or issue 

that needs to be diagnosed and/or addressed. 

• If the pain has not changed after surgery, 

this may indicate a different and pre-existing 

pain that has not been treated effectively 

by the surgery, e.g., facet joint pain

• If the pain gradually occurs after the surgery and 

has a radicular component, this may indicate 

epidural fibrosis and scarring around nerves. 

• If the pain occurs a long time after the 

surgery, e.g., > 1 year, this may indicate a 

new pain or reoccurrence that requires 

careful assessment and diagnosis.

• A bilateral or unilateral point of tenderness 

over the iliac crest might indicate cluneal 

entrapment neuralgia, sometimes triggered 

by some types of incisions on the lower back. 

• Interspinous pain can present as a small 

focus of pain between the interspinous 

processes, which can represent mechanical 

changes that might occur after surgery.  

• Paraspinal pain might indicate facet-joint 

pain. If this occurs lower down it might 

indicate SIJ-mediated pain. Diffuse midline 

pain might indicate discogenic pain, provided 

the patient meets some diagnostic criteria, 

e.g., the patient is  younger and there are 

certain changes visible on MRI scan. 

• A widespread area of back skin sensitivity 

like allodynia or hyperalgesia may indicate 

a significant neuropathic component 

to the pain, which requires a more 

aggressive treatment approach.

CHRONIC PAIN  
AFTER SPINAL SURGERY 
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Complex regional pain syndrome (CRPS) is 

the current description of an uncommon 

and severe chronic pain condition that can 

be triggered by a minor injury (or occur 

spontaneously), and which leads to specific and 

distil regional features and characteristics.  

It is associated with significant disability and 

reduced quality of life, and its progression varies.

As CRPS has a unique and multiple 

pathophysiological process, it requires 

personalised therapy, targeted on whatever 

processes are active. Processes include the 

autonomic nervous system, neuro-immune 

process, and abnormal pain processing 

(central and peripheral sensitisation as 

well as altered cortical function). 

A therapeutic option may target: 

• Physical and emotional well-being, which 

need to be assessed and addressed.

• The autonomic aspect – sympathetic 

blocks and/or pulsed radiofrequency, 

and possibly phenoxybenzamine. 

• The neuro-immune aspect – corticosteroids, 

bisphosphonates, DMSO analgesic 

cream, vitamin C and aspirin. 

• Abnormal pain processing – antineuropathic 

agents like gabapentinoids, antidepressants, 

ketamine and neuromodulation therapies 

like spinal cord stimulation.  

• All stages of medical therapies should 

be combined with proactive, aggressive 

and specialist occupational therapy and 

physiotherapy, which is one of the cornerstones 

in effective management for CRPS.

• If CRPS cases are referred to a pain 

specialist within days to weeks and treated 

aggressively the pain and symptoms can 

usually be completely reversed. 

• An early referral is paramount. 

COMPLEX REGIONAL PAIN  
SYNDROME (CRPS)
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The key with facial pain is to differentiate 

it from headaches. They may be separate 

diagnoses or they could co-exist. 

• Physical and emotional well-being needs 

to be assessed and addressed

• Medications should be considered first as 

mentioned above. Sometimes medications 

like carbamazepine or Oxcarbazepine 

should be considered over more standard 

anti-neuropathic medications. 

• For symptom control, blocking or performing 

pulsed radiofrequency ablation of one/more facial 

nerves should be considered. This might include:

• The supraorbital or supratrochlear 

nerves for V1 pain

• The sphenopalantine ganglion and/

or the infraorbital nerve for V2 pain

• The mandibular nerve for V3 pain

• Other nerves that can be targeted 

depending on the pain location and 

might be the auriculo-temporal 

nerve, zygomaticotemporal nerve.

• Stellate blocks or ablation can be considered 

if there are autonomic aspects to the pain. 

• Botox injections can sometimes be helpful 

for local areas of facial pain, although the 

beneficial effects should be weighed against the 

possibility of post-injection facial asymmetry. 

• Other agents such as free fatty 

acids like palmitoylethanolamide 

(PEA) could be considered

• Always consider functional facial-nerve 

entrapments as co-contributors to pain 

in chronic migraines, e.g., functional 

supratrochlear nerve-entrapment syndrome.  

• Peripheral nerve stimulation can be considered 

in some forms of refractory facial pain.

CHRONIC  
FACIAL PAIN
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Headaches should be differentiated 

from facial pain. They may be separate 

diagnoses or could co-exist. 

A multidisciplinary and interventional approach to 

chronic headaches may look something like this:

• Physical and emotional well-being 

should be assessed and addressed. 

• Work with a neurologist to phenotype and 

confirm the diagnosis of migraines.

• If acute migraines are not effectively 

managed, they should be managed 

aggressively using appropriate medications 

for treatment of acute migraine attacks as 

recommended by guidelines and consensus.

• Use combination preventative therapy 

like high-dose amitriptyline, valproate 

or topiramate, if tolerated.

• Also consider a beta-blocker like 

candasarten or verapamil.

• Support patient in weaning off opioids.

• Interventional pain management approaches 

include suboccipital space or greater 

occipital nerve pulsed radiofrequency, and 

pericranial botox therapy. Facial nerve blocks 

or pulsed radiofrequency can be considered 

for symptom control. The sphenopalantine 

ganglion can be considered as a pain 

contributor as can the C2 ganglion. 

• Consider cervicogenic headaches 

and diagnose and treat.

• Always consider functional facial nerve 

entrapments as co-contributers to pain 

in chronic migraines, e.g., functional 

supratrochlear nerve-entrapment syndrome.  

• Always consider other chronic-headache diagnoses, 

e.g., chronic daily headaches or chronic trigeminal 

autonomic cephalalgias, and treat accordingly.

• New therapies include erenumab 

(Aimovig), a CRGP blocker.

CHRONIC  
MIGRAINES
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A multidisciplinary and interventional approach 

to chronic pelvic may look something like this:

• Physical and emotional well-being 

should be assessed and addressed.

• Work with primary specialists like gynaecologists 

and urologists to define possible pain generators 

and to exclude treatable causes of pelvic pain 

like endometriosis and bladder or bowel issues.

• Care should be taken to confirm or 

exclude possible pain referral patterns, 

e.g., back pain and abdominal wall pain 

commonly occur with pelvic pain. 

• Care should be taken to confirm or exclude 

the lower abdomen wall as a possible 

pain generator. Abdominal cutaneous 

nerve entrapment syndrome (ACNES) 

is one possible pain generator.

• Anti-neuropathic medications 

combinations should be trialled. 

• Interventional pain management 

approaches may include:

• Trigger point or nerve injections, 

depending on the pain pattern. Some 

nerves might be the Ilioinguinal, 

genitoffemoral, gluteal, cluneal, pudendal, 

and post femoral cutaneous nerve (S1-3).

• Caudal epidural blocks can be done 

for spreading sensitization.

• Sympathetic blocks may be 

considered, e.g., Hypogastric for the 

lower abdomen and the Ganglion 

Impar for pelvic/perineal area.

• Neurostimulation can be considered 

for refractory pain with/without organ 

dysfunction. Neural targets might include 

the spinal cord, the DRG, sacral roots 

(S3, S4), and the pudendal nerve.

CHRONIC  
PELVIC PAIN
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