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Learning objectives
You will learn:

• How to assess and recognise different types of pain
• Which therapies are the best approach and most suitable for either acute or chronic pain
• The importance of creating realistic expectations regarding pain management with the patient
• Case-study led approaches to the management of common pain ailments.

Introduction
Pain is the most common symptom in patients presenting to the primary care 
practitioner. Acute pain, caused by an event or acute stimulus (such as appendicitis), 
is carried along a simple pathway (Figure 1).

The pathophysiology of chronic pain is much more complex, involving more pathways, 
depending on its initial origin, i.e. nociceptive, neuropathic, visceral or frequently 
mixed pain. In many cases of chronic pain, the aetiology remains uncertain despite 
medical efforts to pinpoint the precipitating event.

This report was made possible 
by an unrestricted educational 
grant from Cipla. The content 
of the report is independent of 
the sponsor.

In many cases of 
chronic pain, the 
aetiology remains 
uncertain despite 
medical efforts 
to pinpoint the 
precipitating event
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The BPI-sf is a 
very useful and 
simple tool that 
measures pain 
intensity

Figure 1. Pain explained

Painful stimuli or tissue 
damage activate specialised 
nerve cells (nociceptors), 
which in turn send pain 
signals to the spinal cord

Ascending 
pain signal
Descending 
inhibitory signal
Descending 
excitatory signal

Pain signals enter the dorsal horn of the 
spinal cord, where some are increased 
or decreased by the interneuron before 
continuing up to the brain

Thoughts, feelings and 
beliefs change the pain 
signals into individual’s 
experience of “pain”

Somatosensory cortex

Psychological treatments

PAIN

Anterior cingulate cortex

Prefrontal cortex
Thalamus
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Certain parts of the brain 
generate signals that travel 
back down the spinal cord 
to reduce or increase pain 
signals at the interneuron 1
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Know your patient – how to assess their pain
When assessing a patient with pain, the first 
question to ask is whether the pain is acute 
or chronic. Discussing the nature of the pain 
with your patient, when a cause is not self-
evident, can pinpoint the nature of the pain. 
In order to initiate the discussion, simple 
screening questions are helpful (Table 1)1 or 
the Brief  Pain Inventory (short form) (BPI-sf) 

can be completed by the individual patient 
(Figure 2). 

The BPI-sf  is a very useful and simple tool 
that measures pain intensity. It has been 
validated across many categories of chronic 
pain, whether cancerous or non-cancerous in 
origin.

Table 1. Helpful brief screening questions to identify risk factors for chronic pain, disability and 
delayed return to work1

• What do you think is the cause of your pain? 
• How has your pain affected your life? 
• What do you think will help you with your pain? 
• What are you doing to cope with your pain? 
• Do you feel depressed? 
• Do you feel anxious? 
• How well are you sleeping? 
• Do you feel rested when you wake up in the morning? 
• How have your family/co-workers/employer responded to your pain? 
• Have you had time off work due to pain? 
• When do you think you might return to work?
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Appendix:   M
ultidim

ensional Pain Assessm
ent Tools

Study ID#                            Hospital #
Do not write above this line.

Date:

Time:

Name:
Last First Middle Initial

1) Throughout our lives, most of us have had pain from time to time
(such as minor headaches, sprains, and toothaches). Have you had
pain other than these everyday kinds of pain today?

1. yes 2. no

2) On the diagram, shade in the areas where you feel pain. Put an X on
the area that hurts the most.

3) Please rate your pain by circling the one number that best describes
your pain at its WORST in the past 24 hours.

0 1 2 3 4 5 6 7 8 9 10
No Pain as bad as
Pain you can imagine

4) Please rate your pain by circling the one number that best describes
your pain at its LEAST in the past 24 hours.

0 1 2 3 4 5 6 7 8 9 10
No Pain as bad as
Pain you can imagine

5) Please rate your pain by circling the one number that best describes
your pain on the AVERAGE.

0 1 2 3 4 5 6 7 8 9 10
No Pain as bad as
Pain you can imagine

6) Please rate your pain by circling the one number that tell how much
pain you have RIGHT NOW.

0 1 2 3 4 5 6 7 8 9 10
No Pain as bad as
Pain you can imagine

Right                       Left Left                       Right

7) What treatments or medications are you receiving for your pain? 

8) In the past 24 hours, how much RELIEF have pain treatments or 
medications provided?  Please circle the one percentage that most
shows how much relief you have received.

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%
No Complete
Relief Relief

9) Circle the one number that describes how, during the past 24 hours.
PAIN HAS INTERFERED with your: 

A. General Activity:

0 1 2 3 4 5 6 7 8 9 10
Does not Completely
Interfere interferes

B. Mood

0 1 2 3 4 5 6 7 8 9 10
Does not Completely
Interfere interferes

C. Walking Ability

0 1 2 3 4 5 6 7 8 9 10
Does not Completely
Interfere interferes

D. Normal work (Includes both work outside the home 
and housework)

0 1 2 3 4 5 6 7 8 9 10
Does not Completely
Interfere interferes

E. Relation with other people

0 1 2 3 4 5 6 7 8 9 10
Does not Completely
Interfere interferes

F. Sleep

0 1 2 3 4 5 6 7 8 9 10
Does not Completely
Interfere interferes

G. Enjoyment of life

0 1 2 3 4 5 6 7 8 9 10
Does not Completely
Interfere interferes

Copyright © 1991 Charles S. Cleeland, PhD
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Know your patient – know which therapies are best
The WHO Analgesic Ladder was devel-
oped in the mid-1980s and updated in 1996. 
Its stepwise approach is simple and can be 
applied to determine which analgesic and 

adjuvant therapy approach would be most 
suitable for an individual patient with either 
acute or chronic pain (Figure 3).

Integrated approach in modified WHO Analgesic Ladder
A modified approach to the WHO ladder has 
become essential as modern pain manage-
ment evolved to recognise various types of 
pain (nociceptive, neuropathic, inflammatory-
related) and the need to tailor treatment 
decisions accordingly. Also, a number of new 
pain management strategies have become 
widely accepted and offer non-opioid and 
non-pharmacological approaches. These 
newer strategies include neuromodulation, 
minimally invasive therapies such as nerve 

block, radio-frequency and spinal cord 
stimulation, and complementary treatments 
such as acupuncture and massage relaxation 
techniques, which can all be integrated into 
conventional medical approaches.

This integrated approach includes a new step 
that adds minimally invasive intervention to 
the non-opioid analgesic and adjuvant anal-
gesic of step 3, as shown in Figure 4.2

Figure 3. Recommended analgesia for adult patients 
(Based on the WHO Analgesia Ladder and provided by www.pain-talk.co.uk)

Pain score 2 
(moderate pain)

Paracetamol 1g 4-6hrly  
(max 8 tablets daily)

+ Codeine 30-60mg 4-6hrly 

± Ibuprofen 400mg 6-8hrly 
(or other appropriate NSAID)
(where no contra-indications are present)

NSAID cautions: 
Elderly, diabetic, vascular 
disease, asthma, renal failure 
or reduced urine output, 
hypotension, hypovolaemia

NSAID contra-indications: 
• Previous adverse reaction 

to NSAIDs
• History of peptic ulcer
• Current therapy with other 

NSAID
• Oral anticoagulant therapy
• Deranged clotting
• Current DVT prophylaxis 

with LMW heparin
• History of hypersensitivity 

to aspirin or other NSAID

Pain score 3 
(severe pain)

Paracetamol 1g 4-6hrly  
(max 8 tablets daily)

+ An appropriate opiate/opioid e.g. 
morphine, fentanyl, oxycodone

± Ibuprofen 400mg 6-8hrly 
(or other appropriate NSAID)
(where no contra-indications are present)

Pain score 1 
(mild pain)

Paracetamol 1g 4-6hrly  
(max 8 tablets daily)

http://www.pain-talk.co.uk
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Know your patient – create realistic expectations
In patients with chronic pain, it is important 
to explain that chronic pain is multifacto-
rial. Also, that in most cases of chronic pain, 
complete relief  is rarely obtained. The goal 
of new therapies or approaches is to obtain 
meaningful clinical improvement by reducing 
pain, improving function and facilitating a 
return to a more normal routine of work and 
physical activity.

Patient education and support are important 

in ensuring better outcomes; if  patients 
understand the nature of their pain, they are 
better able to adopt lifestyle changes that sup-
port medical interventions.

A clinically meaningful improvement is 
regarded as at least a 30% reduction in pain 
(or ≥2 points positive movement on a scale of 
0-10) and/or a 30% improvement in function, 
together with a better sleep and mood pattern 
and a reduction in analgesic consumption.

Figure 4. A generalised representation of a four-step analgesic ladder
Such a four-step ladder, as opposed to the 1986 “ladder”, reflects the advances in non-opioid modalities application for better pain relief. The 
integrative medicine therapies can be adopted in each step for reducing or even stopping the use of analgesics to all types of pains. If the 
non-opioids and weak opioids failed, minimally invasive interventions in step 3 can be recommended before upgrading to strong opioids.

Chronic non-cancer pain (CNCP)

Step 1

Non-opioid analgesic  
+ adjuvant analgesic

Weak-opioid analgesic  
+ non-opioid analgesic  
+ adjuvant analgesic

Minimal invasive intervention  
+ non-opioid analgesic  
+ adjuvant analgesic

Strong-opioid analgesic  
+ non-opioid analgesic  
+ adjuvant analgesic
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Step 2

Step 3

Step 4

The next part of this clinical update presents 
three case studies to test your best practice 

approach to the management of pain. A 
useful new guide for patients is available at 

www.knowpain.co.za

If patients 
understand the 
nature of their 
pain, they are 
better able to 
adopt lifestyle 
changes that 
support medical 
interventions

http://www.denovomedica.com
http://www.knowpain.co.za
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Clinical case studies

Case study 1: Acute lower-back pain 

Patient information:
46-year-old male, office worker

Presentation
• He presents with a week’s history of 

intermittent lower-back pain of moderate 
intensity (as measured using the BPI-sf) 
6/10

• The pain is minimal in the morning but 
worsens as the day progresses

• Pain started after picking up a box from 
the garage floor

• He works in an office and is seated for 
most of the day

• The patient’s performance at work is 
affected. 

History
• He smokes occasionally
• He has no other comorbidities; prior lipogram was normal
• No red flag symptoms such as urinary incontinence, pain or weakness of both legs, numbness 

of both legs.

Examination
• Antalgic, forward-leaning gait noted 
• His blood pressure is normal and he is afebrile
• No signs of anaemia are present
• No palpable spine deformities noted
• Sensory and motor function are intact in the L4; L5 and S1 distribution (knee extension, big 

toe extension and foot plantar flexion)
• Knee reflexes and ankle reflexes are symmetrical and 2/4 bilaterally
• Lumbar forward flexion exacerbates, while lumbar extension alleviates the pain
• Straight leg raise produces lumbar pain at L5 at 0-20 degrees 
• On the body pain diagram, he marks only a small central area around L5. The pain is aggra-

vated by bending forward and is completely alleviated when he lies down.

What do you do?

1. Should you order radiological investigations for this patient with your diagnosis of disc 
inflammation?
A. No 

B. Order an X-ray

C. Order a MRI

Expert comment 
• No, not at this time, due to the absence of red flag signs
• X-rays are low yield and a poor diagnostic test for mechanical back pain
• MRI may be considered if pain persists despite six weeks of conservative management.

Dr William Collatz
MB ChB (Pret), 
DipPEC (SA)
General Practitioner
Medipark24 Medical 
Centre, Centurion 
Gauteng
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2. Should the patient be booked off from work?
A. Yes, for one week

B. No 

Expert comment 
• As a general rule, no need to book him off work; however, if his pain becomes severe, he may be booked off 

for a very limited time (up to three days) 
• Lengthy absenteeism and immobility delay recovery.

3. What non-pharmacological therapy could best be prescribed?
A. Physiotherapy

B. Heat application

C. Stretching

D. Working in position of comfort (chair? standing at desk?)

E. Short-term use of a back brace 

F. All of the above 

Expert comment 
• Physiotherapy: myofascial tissue release, spinal mobilisation, dry needling, strapping, McKenzie exercises
• Heat application
• Stretching
• Working in a position of comfort (e.g. standing at desk)
• Short-term use of a soft back brace (Miami lumbar brace).

4. Should non-opioid pharmacological therapy be prescribed and what options should be first 
choice?
A. Anti-inflammatories (diclofenac, ibuprofen, naproxen, mefenamic acid)

B. Paracetamol

C. Muscle relaxants (methocarbamol, cyclobenzaprine hydrochloride)

D. All of the above 

Expert comment 
• Yes, non-opioid pharmacological therapy should be prescribed
• Anti-inflammatories: diclofenac; ibuprofen; naproxen; mefenamic acid
• Paracetamol
• Muscle relaxants: methocarbamol and cyclobenzaprine.

5. Should opioids be prescribed now?
A. Yes

B. No 

Expert comment 
• Initially, no. Use the step ladder approach. Weaker opioids could be considered if initial therapy shows poor 

response. Tramadol or tapentadol are good options, but should be limited to minimal duration (e.g. 3-5 days)
• Consider screening for potential drug misuse before prescribing opioids.

http://www.denovomedica.com
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Case study 2: Osteoarthritis of the knee?

Patient information:
45-year-old female, formerly a cook in a private hospital and currently unemployed

Presentation
• Presents at your practice with acute-on-

chronic pain in the knee
• Her pain worsened after being ‘let go’ 

from her previous job
• She is very concerned as she will be start-

ing a new job soon and needs to be fit.

History
• Earlier imaging tests showed signs of 

osteoarthritis (test done by the private 
hospital that she worked in). X-rays show 
joint space narrowing and osteophytes

• She was told by another doctor that she is 
pre-diabetic; she doesn’t smoke

• She notes that her right knee is stiff in the 
morning, but improves with movement 
and a warm shower

• She also notes that her knee makes 
a cracking noise upon bending and 
straightening

• Her pain is exacerbated when squatting 
and kneeling.

Examination
• Her BMI is 30
• She has an antalgic gait; favouring her left leg in terms of weight bearing
• Her systemic exam reveals Heberden’s nodules of the index and middle fingers of her right 

hand; with normal blood pressure and no fever
• Subtle fullness is noted in the right lateral knee recesses
• She is able to flex her knee to its full range of motion (0-40 degrees); however, with pain at 

the end of range
• Crepitis is heard with active and passive knee movement
• Anterior and posterior drawer tests are negative
• Valgus and varus stress does not show instability
• MacMurray meniscus test does not produce pain. 

What do you do?

6. What pharmacological treatment would you not consider initially?
A. NSAIDs

B. Oral corticosteroids

C. Tramadol 

Expert comment 
• NSAIDs: consider COX-2 inhibitors for longer-term use (e.g. celecoxib, etoricoxib)
• Oral, intramuscular or intra-articular corticosteroids should be considered for acute pain, in addition to 

NSAIDs. Limit use to short term in this patient due to effect of corticosteroids on glucose tolerance and 
weight gain.
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7. What non-pharmacological therapy would you consider for an osteoarthritic knee in this 
patient?
A. Heat therapy at home

B. Physiotherapy using soft tissue techniques

C. Hydrotherapy

D. All of the above 

Expert comment 
• Physiotherapy - heat application; soft tissue techniques; dry needling; hydrotherapy.

8. When would you prescribe opioids?
A. When NSAIDs, COX-2 inhibitors are inadequate

B. No improvement in knee mobility

C. Patient complains of ongoing pain/worsening pain

D. When non-pharmacological and non-opioid treatment fails 

Expert comment 
• No, not initially. However, tramadol or tapentadol may be considered if initial analgesia proves inadequate. 

This may be useful to facilitate physical therapy. 

9. What other interventions would you consider?
A. Weight loss therapy, e.g. liraglutide

B. Swimming and off-load exercise

C. Diet planning

D. Short-term phentermine

E. All of the above 

Expert comment 
• Weight loss modalities:

 » Pool exercises
 » Dietician advice
 » Pharmacological aid such as phentermine and subcutaneous liraglutide.

http://www.denovomedica.com
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Case study 3: An acute ankle sprain leads to a 
more complex pain syndrome

Patient information:
12-year-old boy who plays soccer

Presentation
• Sprained his left ankle while playing soccer and 

was referred after four days 
• At his first visit, he could walk, but reported 

motion pain (6/10). 

Examination
• Mild tenderness noted over the lateral ankle on 

palpation and ankle inversion
• Syndesmosis stress testing showed no instability 

and didn’t produce pain
• Ankle drawer test was negative 
• X-ray images showed no fractures, dislocations 

or soft tissue swelling in the ankle joint or 
surrounding bones

• Ultrasound of the ankle showed no deltoid or lateral ligament complex tears; moreover, the peroneal 
ligament appeared intact

• An analgesic patch was prescribed plus paracetamol. 
• He was told to avoid sports and any physical activity. 

Two days later, he returns reporting increased pain, now throughout the entire foot. 
• He could not bear weight on his left foot
• The foot is diffusely erythematous and tender to light touch up to and including the ankle
• There is a decrease in two-point discrimination compared to the right foot 
• Pain intensity now 8/10 
• He is seemingly developing a more complex regional pain syndrome with central sensitisation.

What do you do?

10. A simple sprain becomes complex with central sensitisation - do you refer the patient?
A. Yes 

B. No

Expert comment 
• Multidisciplinary approach is best. Refer the patient to:

 » Occupational therapist for functional support in terms of activities of daily living, neuroscience education
 » Physiotherapist for graded exercise, laterality reconstruction and mirror therapy 
 » Psychologist for cognitive behavioural therapy, identifying contributing psychological factors like 

depression and anxiety.

11. When a multidisciplinary approach doesn’t work, what do you do then?
A. Treat with tricyclic antidepressants/pregabalin

B. Refer to pain specialist 

Expert comment 
• NSAIDs; tricyclic antidepressants (amitriptyline, nortriptyline), pregabalin
• Referral to pain specialist to consider more invasive strategies for refractory pain (e.g. local nerve blocks and 

ketamine infusion).
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12. The most important differential in assessing a patient’s pain is:
A. Acute versus chronic 

B. Simple versus complex

C. Cause of pain

13. The BPI can be used in:
A. Acute pain

B. Chronic pain

C. Both forms 

14. In which patients should extra care be taken when prescribing NSAIDs?
A. Elderly patients

B. Diabetic patients

C. Asthmatic patients

D. Chronic kidney disease patients 

E. Vascular disease patients 

F. Hypotensive patients

G. Hypovolaemia patients

H. All of the above 

15. When are NSAIDs not completely contraindicated? 
A. Peptic ulcer history

B. Already on NSAIDs

C. On oral anticoagulant therapy 

D. Elderly patients

Key learnings

• Chronic pain has a complex pathophysiology and is often of uncertain aetiology

• The BPIsf can assist with assessing the nature and intensity of the pain that is being experienced

• The WHO analgesic ladder is a stepwise approach used to determine which analgesic and adjuvant 
therapy approach is most suitable to each individual

• A number of new pain management strategies offer non-opioid and non-pharmacological approaches to 
pain management

• The goal of therapy is to obtain meaningful clinical improvement by reducing pain, improving function 
and a return to a more normal routine.

NOW EARN FREE CPD POINTS
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