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Generally accepted treatment algorithms, guidelines and protocols are tools that 
may prove helpful for the Life Care Planners and Case Managers. The 
bibliography, glossary of terms, mechanisms, tables, graphs, illustrations and list 
of contributors may also prove invaluable resources when managing a case or 
preparing a life care plan. 
 
Chronic Pain is typically divided into three broad types by mechanism – somatic, 
neuropathic and psychologic: 
 

a. Somatic: arising from injury, ischemia, infection or inflammation of the 
musculoskeletal, connective tissue skin, i.e., arthritis, scleroderma, lupus 
erythematosus, whiplash, temporomandibular joint dysfunction (TMJD), 
post-traumatic headaches, endometriosis, and sickle cell crisis 

 
b. Neuropathic: Central-arising from injury to the central nervous system 

(spinal nerve root entry zones, spinal cord and brain), i.e., painful 
paraplegia or hemiplegia, postthalamic stroke pain (Dejerine-Roussy 
Syndrome), phantom limb pain or complex regional pain syndrome 
(CRPS)- type I (reflex sympathetic dystrophy) 

 
c. Peripheral: arising from nerve injury, nerve destruction (deafferentation) or 

autonomic nervous system dysfunction, i.e., post-herpetic neuralgia, 
trigeminal neuralgia, ischemic or diabetic peripheral neuropathy, complex 
regional pain syndrome (CRPS)-type 2 (causalgia), Charcot-Marie-Tooth 
Syndrome, compressive spinal nerve root syndromes, entrapment 
neuropathies (i.e., Carpal Tunnel Syndrome), intercostal neuralgia, post-
irradiation neuralgia 

 
d. Psychological: arising from emotional stress expressed somatically- i.e., 

non-specific vaginismus, many myofascial syndromes, factitious disorder, 
conversion, Munchausen's syndrome 

 
Somatic pain treatment guidelines have recently been published for management 
associated with skeletal degenerative/arthritic diseases. These specific 
guidelines arose from the jointly validated, multi-contributor work of the American 
Pain Society (APS). Understandably, management of pain to tolerable levels, 
restraint of attendant symptoms and restoration of functionality form the core of 
this well written, national standard dissertation. 
 
Neuropathic pain mechanisms and treatment guidelines are well presented in 
Dworkin's extensively researched review article. Once again, the repetitive theme 
of management of pain to tolerable levels, restraint of attendant symptoms and 
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restoration of functionality is reflected in this evidence-based and highly 
referenced treatise. 
 
Cancer pain (somatic and neuropathic) clinical guidelines were published in 
1994, largely because of the perceived under-treatment of cancer pain. An 
interdisciplinary panel of clinicians, experts and patients developed a watershed 
document on for management of pain associated with cancer. The Agency for 
Health Care Policy and Research (AHCPR) provides this remarkable, well-
researched and editorially balanced document as "public domain." Use and 
reproduction of non-copyrighted material is encouraged. 
 
Psychological pain syndromes are those in which psychological factors have 
been documented to have a primary role in the etiology or maintenance of the 
pain. In many cases of genital pain, vaginismus, myofascial syndromes, and 
fibromyalgia, this has been shown to be the case (cf, Elliott, 2002; Turk & 
Sherman, 2002). In conditions where a psychological etiology is found to be 
primary, there is often a history of physical, sexual, or psychological trauma in 
the person's background (Elliott, 2002). In these cases, the individual may have 
learned to cope using either repression (not only choosing not to entertain a 
thought, feeling or action, but denying its existence) or suppression (a conscious 
choice not to indulge a thought, feeling, or action). In either case, the person may 
not cope with psychological distress directly, but may experience, or convert, 
psychological distress as physical symptoms. However, if an individual is given a 
psychogenic diagnosis, additional treatment may be either denied or limited. This 
is particularly likely if the person has personality characteristics that render them 
difficult patients in other ways. When these individuals present for treatment, they 
may require individual psychotherapy to address these issues prior to beginning 
chronic pain treatment. Failure to address these issues before beginning other 
aspects of pain management is likely to result in a suboptimum outcome for the 
patient. It is beyond the scope of most pain management programs to address 
these types of historical psychological problems; the treatment for these, often 
childhood issues, is often prolonged and extraneous to the issues addressed in 
the psychological treatment of pain. It is important that all individuals who have 
chronic pain undergo comprehensive psychological evaluation so that these 
issues, which have a significant effect on treatment outcome, may be identified 
early in the treatment process, and addressed effectively, in order to ensure that 
psychological factors do not interfere with the person's chronic pain management 
program. Wood and colleagues (1990) advocate using a ten-session treatment 
plan for patients with chronic pelvic pain. Utilization of a hierarchical approach 
has been advanced by Elliott (1996) as being the most effective treatment 
strategy. This author's approach combines a behavioral approach to deal with the 
pain and a psychodynamic approach to deal with the pre-morbid issues. Most 
therapists who treat chronic pain are not psychodynamically oriented and may 
choose to refer to another therapist for this aspect of care. 
 
Fibromyalgia Syndrome (FMS) patients report not only a pervasive set of 
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physical symptoms but also a number of psychological symptoms, which include 
persistent fatigue, sleep disruption, irritable bowel syndrome, depression, 
anxiety, cognitive impairment, and general malaise (Baumstark & Buckelew, 
1992). It is one of the most common disorders treated by rheumatologists (White, 
Speechley, Harth, & Ostbye, 1995). The syndrome is not fully understood and is 
not fully accepted by health care providers, employers, or the legal system. 
There are, to date, no objective medical findings to confirm the diagnosis (Turk & 
Sherman, 2002). Because there has been no definitive physical basis for FMS 
identified, coupled with the high degree of psychological comorbidity, some have 
suggested that FMS should be considered primarily psychogenic in nature. 
Depression co-exists in 14-71 percent of fibromyalgia syndrome patients (Turk & 
Sherman, 2002). Sherman, Turk, and Okifuji (2000) found that more than 50 
percent of FMS patients also had symptoms of Post Traumatic Stress Disorder 
(PTSD). Barsky and Borus (1999) and Morris et al (1999) describe FMS as one 
of several functional-somatic syndromes. This term seems to be an umbrella 
term subsuming the other findings. Treatment of FMS is typically done 
empirically since there has been no treatment protocol that has been shown to 
be generally effective. 
 
Chronic pain patients frequently encounter barriers when attempting to access 
care. These barriers are often notions or biases that have been promulgated, 
inadvertently validated or even ignored during graduate and post-graduate 
training. Myths and suppositions, especially regarding opioids, abound. 
Consensus statements have been issued by major professional organizations 
support the responsible use of opioids for chronic pain. In cases where moderate 
to severe pain has failed to respond to conservative therapy, addition of opioid 
analgesic may result in significantly improved patient satisfaction and treatment 
efficacy. A joint statement from 21 national health organizations and the U.S. 
Drug Enforcement Administration sensibly promotes concurrent responsibility for 
preventing controlled medications from being abused while protecting the 
availability of those same medications for legitimate use by those who are 
prescribed them. Likewise, state and federal regulatory agencies have developed 
medical guidelines for physician-prescribed opioids in non-malignant pain 
treatment (Clark, 1985). 
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