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Foreword

Pain, a universal symptom, is part of everyone’s life experience. Yet we are taught so little about the nature, quality and purpose of pain. For many, physical pain can become mental pain and lead to a constant and chronic state of distress and despair. Because of its universality, methods for dealing with pain abound. For many in the West, ‘taking two aspirin’ has become the immediate and all too frequent remedy. Leon Chaitow has described clearly and practically a wide range of approaches to pain which can be easily used by the lay public and professionals alike, for both acute and chronic conditions.

The explanations give allow the reader to understand the nature and significance of pain, often a very effective way of managing pain. It is this holistic approach to pain which makes this book so readable.


The puzzle of pain

Acute pain (short and sharp) is often a danger warning which, if ignored, can lead to injury, and it may also be a reminder that you have been overdoing things, and that you need to rest and recover. In this capacity acute pain is usually useful – even vital – as a protective mechanism. On the other hand, chronic pain (long continued) does not seem to offer any clear advantage and is very often, and in most senses of the word, ‘useless’.

It would, however, be wrong to try to deal with chronic pain without understanding its cause, even though it may not be possible to remove the cause. Having established this, attention can be focused on the pain itself in an effort to modify, reduce, calm or ease it. Left untreated chronic pain can rapidly trigger physical and emotional problems.

About one person in every three suffers from some degree of chronic pain, and one in five will be partially or totally disabled by this during some period of their lives – statistics which have made the artificial removal of pain by medication an enormous industry. Fortunately, though, non-drug methods of pain relief are also available, and some come from inside our bodies.

NATURAL PAIN KILLERS WITHIN

A cut heals and a broken bone mends without outside help (other than the obvious first-aid measures), so we should not be too surprised to find that a provision has also been made within our bodies for the easing of pain. This is by the production of endorphins and enkephalins (opiate-like pain-killing substances produced by the brain), as well as by alterations in our psychological behaviour. Many of the self-help methods used against pain, as well as treatments given to reduce its intensity, depend for their success on the release of these natural substances and on altering the way pain is transmitted to the brain.

MANY TREATMENT CHOICES

When additional help is needed we are fortunate that variety is not lacking in the ways of treating and self-treating pain. We are almost spoiled for choice with a confusing array of chemical (medication by drugs, herbs or homoeopathic remedies), physical, electrical, electromagnetic and psychological means, as well as some extraordinary and apparently esoteric methods, all claiming success rates and asking to be tried.

The choice of the method or methods most likely to be helpful and effective in a particular case is best left to qualified practitioners, but sadly many are trained to use only one or at most a couple of systems and means of pain control, and they may be ignorant of, or prejudiced against, other methods. This is why specialist pain clinics which offer a wide range of approaches and techniques, performed by a variety of therapists, are the ideal places to look for help if you are suffering from chronic pain.

No single method or combination of methods can be said to always work, and often any of several choices can be equally successful, so trial and error is sometimes the only way to discover what is best.

PHYSICAL OR MENTAL?

Many experts believe that the nature of pain can best be understood by looking at its physical side – concentrating on the nervous system – while others emphasize the importance of its emotional and psychological characteristics. The truth is that both physical and psychological elements are usually intimately combined in most cases of chronic pain, and both usually require attention when dealing with long-term pain.

The experience of many thousands of therapists and researchers is that when a person suffering pain understands the causes, nature, mechanism and role of pain, a vital step has been taken in the successful handling of the problem. An added bonus comes if, as well as understanding it, the sufferer can acquire at least some ability to control aspects of the pain.

For example, there are many forms of headache which can be successfully treated by:

•  medication (herbal such as with feverfew; or by use of an appropriate drug)

•  acupuncture (which has a high success rate)

•  osteopathic or chiropractic treatment of the neck and head

•  relaxation exercises or use of biofeedback

•  alterations of diet if allergy, sensitivity or toxicity were the cause of the headache

•  postural re-education if habits of posture prove to be the underlying cause

So, which of these is the correct treatment? The ones which deal with both cause and symptom would be first choice, but, if no cause could be found, the one(s) which did the least harm in terms of side-effects, and which allowed the sufferer some degree of control over symptoms, would be best.

UNDERSTANDING AND CONTROL

Both understanding and control are extremely important in helping to deal with chronic pain. The opinion of many experts is that there is almost certainly a need for a combination of both psychological (coming to terms with it; learning to control aspects of it; understanding it) and physical elements (in their broadest sense, including the use of anything from medication to acupuncture or manipulative strategies) in the successful handling of most chronic and stubborn pain problems.

CONTROL = EMPOWERMENT = SELF-HELP

Central to what is done to and for a person in pain is the need for that person to start to take some degree of control of the situation, to feel empowered to influence the processes at work and not to feel themselves to be a mere object, simply the helpless recipient of other people’s efforts. Self-help measures are therefore very important in this process, although they should not just be picked randomly but rather as part of a total approach to sufferers and their problems.

This means that any self-help method should work together with whatever help is being offered professionally. This is true whether self-help involves learning to use simple hydrotherapy measures – such as hot and cold compresses, or ice massage – or performing special stretching exercises, doing deep relaxation exercises, using electrical pain relieving machines such as TENS (transcutaneous electrical nerve stimulation), or anything else which helps to modify pain and which does no harm.

SHORT-TERM (ACUTE) AND LONG-TERM (CHRONIC) PAIN

Fortunately for us, pain usually lasts only a short time, leaving nothing but a memory of its presence. Even more fortunately we don’t retain an actual ‘recording’ of the intensity of the pain we have experienced. However, the memory that it happened can help us not to do certain things again, or to do them more carefully next time.

An army of people, though, can testify to the fact that pain is not always merely a short-lived and useful warning, and in order to deal effectively with that sort of pain we need to know more about some of its unusual and sometimes confusing features.

SOCIAL VARIATIONS

While the mechanisms by which pain is felt may be the same in all people, and while it is registered via the nervous system and brain in the same way by all people, its reported intensity (how it is perceived) differs from person to person, depending upon social and cultural factors. For example, a person from northern Europe and a person from the Mediterranean area, both exposed to identical pain (say a pin prick on the arm) will report what they feel quite differently although the way their respective nervous systems deal with the pin-prick is identical. One will complain of ‘discomfort’ and the other of ‘great pain’. Why should this be? It is thought that it is because of social differences, since the way pain is perceived, seen, reported and handled has a lot to do with our upbringing and culture.

DIFFERENT SITUATIONS, DIFFERENT PAIN?

The very same injury or source of pain, no matter how intense, will be felt differently (to a very large extent) under different circumstances. For example, someone may receive a violent injury during intense activity, such as in battle or during a sporting event, and feel no pain until after the emotionally and mentally supercharged activity is over, when the pain will usually become all too apparent.

Two of the main researchers into pain, Drs Melzack and Wall, have shown that more than one in three people arriving at emergency clinics with severe injuries, including large lacerations, amputated fingers and bone fractures, reported feeling little or no pain until many hours after the injury. They report that 65 per cent of soldiers seriously injured in battle, and one in five of the public undergoing major operations, report feeling almost no pain afterwards, sometimes for days.

On the other hand, excruciating pains are sometimes reported in which no cause can be discovered, something frequently seen in cases of acute low back problems.

The reason for these extremes (no pain with obvious injury and great pain without much injury) is not yet understood, but as researchers make clear – it is now known that there are biological mechanisms that set a limit on pain. What we think about the pain, how afraid or anxious we are about it, what we believe it represents in health terms, all influence how much pain we report. The same abdominal pain/discomfort may just seem a nuisance when it is thought to be the result of indigestion, but it would not be shrugged off so lightly were it thought that it might be because of a cancer or other serious condition.

The aches and pains following exercise are accepted because we know that they will vanish in a day or so, while the same discomfort caused by a wasting disease or an arthritic condition might be complained of as unbearable and in urgent need of help. Pain becomes a greater or lesser problem depending on what we think about it.

PAIN WHICH HELPS

Pain can sometimes be extremely useful, indeed life-saving, as shown by the disastrous lives of people born with a defect which prevents them from feeling pain. Self-inflicted yet unintentional injuries such as biting off bits of the tongue, as well as burns and breaks which are sustained without awareness of pain almost always result in a very short and unhappy life for such rare individuals.

We can surely all remember pain which stopped us from being burned when handling something hot. Here we see the opposite of the situation in which no pain is felt until some time after an injury – in fact we feel strong pain even before the injury has happened. So we learn not to repeat certain actions (touching a fire) and few would doubt the value to our lives of such short and sharp lessons. Not all pain has such value.

PAIN WHICH HAS NO PURPOSE

In many chronic conditions pain has long since served its useful purpose as a ‘warning’, and remains as nothing but a nuisance.

Take as an example the phantom pain frequently felt by amputees in their no-longer present limbs, or of pain which persists long after an injured area has healed. This type of ‘useless’ pain forms a major part of the problem of pain, involving enormous costs in terms of medication and therapy, as well as causing a vast degree of misery and disability.

PAIN OUT OF PROPORTION TO ITS CAUSE

Sometimes pain which is felt and accurately reported is out of all proportion to its apparent cause. This happens when someone is passing a kidney stone. As this passes down the ureter there is only minor mechanical irritation as well as a small amount of muscular pressure resulting from back-pressure of urine which cannot pass through it, and yet this produces agonizing pain (said to be among the most awful of pains).

This contrast between the cause and degree of pain is even harder to understand largely because the nerve supply to the ureter is so slight. The mystery becomes even greater when you consider the instant relief felt once the stone has passed.

Sometimes great levels of pain may be acting to prevent movement, assisting recovery through rest, and in such a case pain could be said to have some survival value.

PAIN WHICH RESULTS FROM SELF-PERPETUATING ‘FACILITATED’ AREAS

Because of mechanical and other forms of stress certain areas of the body, either alongside the spine, or in easily stressed parts of muscles (or near scars or old injuries) can become ‘facilitated’. This means that the nervous impulses which pass through, or which actually derive from them, become extremely sensitive, easily activated, and capable of causing quite severe pain in distant ‘target’ areas. These rogue areas are called trigger points and they are a source of so much pain that they deserve special attention.

Such trigger points and focal points can be treated successfully, using either pain-killing injections, acupuncture, acupressure, soft-tissue manipulation techniques, electrotherapy or other methods, all of which will be explained in this book.

LESSONS AND MYSTERIES

These examples show something of the mystery and the importance of pain. How it acts to teach us, to warn us, to immobilize us … at times all-protective and useful in terms of survival. We also see that at other times pain has no obvious benefit, that it is all too often nothing but a relic of the past or even an aberration, and that we need to be able to find ways of reducing its potentially crippling influence on normal life. When pain is acting as an alarm, to warn and protect us, it would be foolish to kill the pain and ignore the message – for example, taking pain-killers when you have severe abdominal pain (possibly appendicitis) would be madness. Just suppressing such pain could lead to disaster.

On the other hand, if an alarm goes off and there is no underlying cause for it, or if the cause is long past, then no useful purpose is being served by the alarm being allowed to continue ringing! The trick is to know which pain is worth taking notice of as a warning and which should be got rid of as a nuisance.

WHERE DO WE FEEL PAIN?

Pain is felt in the brain, which receives a vast number of messages each second from ‘reporting stations’ sited throughout the body. The reporting stations are minute neural structures which send a host of different sorts of information (not just pain) back to the central nervous system, up the spinal cord, to different parts of the brain. The sorts of messages which are sent in an almost constant stream include information from every part of the body regarding warmth, cold, internal temperature, pressure, degree of stretch in tissues, light touch, changes in position as well as rate of change in position, and so on.

Those very special neural receptors which pass pain messages are called nociceptors and consist of free nerve endings which are literally receivers and transmitters of pain sensations. Some neural reporting stations pass messages only when strongly stimulated while others pass messages when very lightly stimulated, and some pass them along swift channels of communication (fast fibres) while others pass them along more leisurely channels (slow fibres).

In sorting out how pain works researchers have had to make sense of the ways in which the brain sorts out its priorities, faced as it is with this flood of continuous information coming from every part of the body all at once. Early theories seemed to suggest that by tracing the pathways along which pain messages were passing, and by interrupting these, by surgery if necessary, severe chronic pain could be stopped. This has been found not to be the case.

When spinal cord pathways are surgically cut in such attempts there are many failures, and sometimes matters are made worse, with new pains and even an exaggeration of old ones. We still have much to learn about pain! Pain is felt in the brain, physically, biochemically and neurologically. But that only tells us how the brain gets messages, and how these get through and are recorded. What we feel is something else altogether.

WHAT DECIDES WHAT WE FEEL?

Because physical methods of treatment are not universally successful in dealing with serious and chronic pain (although in many cases they are) we need also to turn to the way the mind, rather than the brain alone, handles the experience of pain. We need to look at how we ourselves remember, understand, think of and consider pain.

If we have learned, usually from childhood, to be alarmed at the presence of pain, to fear it, to be anxious about it (and society and commercial interests selling pain-killers reinforce this common response to pain), we are likely to ‘feel’ far more pain and discomfort than someone who has learned from childhood to observe pain, to try to understand it and act accordingly, not to fear it, not to become anxious about it, to behave as though it were just one more sensation such as tiredness, or hunger or pleasure.

Pain is a personal experience and we bring to it and to our handling of it all that we have learned and experienced in the past, all that has been said to us about it culturally and in our upbringing, all that we have observed and absorbed in our lives up to now in relation to health, disease and pain, and their implications.

Ask yourself:

•  Do you see pain as something very important, deserving and demanding great attention, needing to be explained and the sooner the better?

•  Do you see pain as calling out for relief, whatever the cause, as a first priority?

•  Do you let the world know you are in pain, as loudly and often as you feel is your right?

•  Do you hold back expression of the pain, keeping it to yourself, as it is no-one’s business but your own, and anyway showing your feelings is not done?

•  Do you secretly, deep down, see your pain as a means of gaining attention, as it used to when you were very young?

•  Are you a stoic or a cry-baby?

DON’T JUDGE THE WAY YOU HANDLE PAIN!

Cultural factors over which you had no control influence the answers you gave to these questions, so don’t be judgemental in any way whatsoever. One way of personally dealing with pain is not ‘good’ and another ‘bad’, since both are correct and proper for different cultures. The differences do, however, influence the degree of pain perceived, and while one way of dealing with pain might well seem more life enhancing or less stress inducing than another, this is open to debate.

Pain is therefore a remarkable combination of a physical phenomenon and an interpretation which our unique experiences and learning history bring to it. Dealing successfully with chronic pain demands that all parts of this combination be understood. Not just the physical, not just the emotional/psychological, but both.

This book explains many ways of handling pain, acute and chronic, and you will learn about:

•  medical methods of treatment

•  simple nutritional strategies which can influence pain levels

•  musculoskeletal methods of treatment (including treating trigger points)

•  hydrotherapy approaches

•  traditional homoeopathic, herbal (and aromatherapy) methods

•  The use of counter-irritation through acupuncture and acupressure

•  Transcutaneous Electrical Nerve Stimulation (TENS) units and their safe home use

•  the amazing use of healing/Therapeutic Touch

•  stress reduction methods (including yoga breathing, meditation, relaxation and visualization)

•  biofeedback machines in self-treatment

•  psychological strategies and hypnosis methods

•  the power of placebo in pain control and how this can be used

There are also special sections on self-help first-aid for pain, and on home application of the methods discussed.


PART ONE



Pain – what is it?


CHAPTER ONE



Our perception of pain

Only you can measure your own pain. There is no medical or scientific way of objectively telling where your pain is or of knowing how much you are hurting without you providing information on what you feel and where you feel it.

Pain can be described by words or gestures, by body language and facial contortions which give clues as to the site and possibly the degree of what you are feeling but, despite the richness of language, words can only approximate what anyone else feels, as we can see by looking at the words used to describe pain.

Medically several methods are used to help people to give an idea of the intensity of what it is they are feeling.

1.    A choice of words such as mild, moderate, severe, incapacitating and excruciating (as well as other words of similar meaning and ‘weight’) are provided, and the person affected chooses the most appropriate one. This can be useful in assessing what they feel to be the intensity of the pain at any given time, but it is not a very sensitive method, and the numerical scale (see below) is more useful.

2.    The person affected is told that they should grade their pain between 0 and 10 with 0 equalling no pain at all and ten equalling the most severe pain they can imagine. They are then asked to indicate what number applies to their pain at that moment. This use of numbers is an effective way of recording the difference in perception of pain before and after treatment. It reveals a lot about how someone feels and the strength of their pain. The approach is similar to one in which people are asked to record the degree of change in previously reported pain – after treatment perhaps – by saying whether its intensity is now the same, half as strong, a quarter as strong, and so on.

[image: Images]

FIGURE 1 The McGill Pain Questionnaire allows the patient to choose the most appropriate description for their pain. Questions 1–10 reflect what the patient feels in relation to the pain; 11–15 reflect the emotional interpretation the patient ascribes to the pain; 16 describes how the patient evaluates the pain in relation to their life at the time; 17–20 provide further descriptions which may be useful. The words chosen are graded as having particular value (‘weight’) and the total is scored in the space PRI(T). PPI is the patient’s evaluation of their ‘Present Pain Intensity’. The questionnaire gives a ‘snapshot’ of the person at the time of interview and is useful for comparison as time goes by and pain improves, or fails to do so.

3.    An analogue scale (‘visual analogue scale’ or VAS) can be used in which the patient is given a piece of paper with a line either 10 centimetres or 10 inches long drawn on it. The figure 0 is marked at the left end and 10 at the right end, and the patient is asked to mark the line at the point where they feel their pain intensity would be measured if 0 equals no pain and 10 is extreme pain. The length of line to the mark made is measured and this represents the patient’s feelings about the intensity of their own perceived pain at that time.

[image: Images]

FIGURE 2 A Visual Analogue Scale (VAS).

NOT HOW MUCH BUT WHAT?

Useful as these methods can be, none of them describes the feeling or quality of the pain. The number and variety of words used to describe pain are quite amazing. Research by Drs Melzack and Torgenson into articles on pain resulted in the choice of over 100 words divided as follows:

•  Sensory qualities such as cramping; aching; pounding; shooting; stabbing; throbbing; tender and sharp

•  Affective qualities such as tiring; sickening; exhausting; fearful and cruel

•  Evaluative qualities such as annoying; unbearable and intense

•  Temporal qualities such as constant or rhythmic.

Research has shown that particular painful conditions result in very similar words being used. For example, it was found that over a third of women suffering from menstrual pain described their pain as cramping; aching; tiring; sickening and constant. Arthritic pain was described as gnawing; aching; exhausting; annoying; constant or rhythmic. Post herpes pain was described variously as sharp; pulling; aching; tender; exhausting; constant or rhythmic. Cancer pain was described as shooting; sharp; gnawing; burning; heavy; exhausting; unbearable; constant or rhythmic.

Clearly there is an overlap in the use of particular words in relation to different conditions, but sometimes very clear evidence of what is going on can be gathered from use of particular words – for example ‘gnawing’ pain in the fingers indicates probable arthritis, while severe burning pain in the chest could hint at an impending heart attack.

What we learn from this is that the intensity of pain is easily defined, and that language offers a unique way of describing what it is that is being felt. This takes us closer to an awareness of the experience of pain, an as yet unsolved mystery in many ways.

HOW UPBRINGING INFLUENCES YOUR PAIN THRESHOLD

Your pain threshold is the point at which you first begin to feel a sensation from a pain stimulus. This varies from persòn to person, some people having a much higher pain threshold than others. There are a number of ways of measuring the threshold level – one is by using a heat source (an infra red lamp, for example) placed close to the skin and having the heat slowly increased as the volunteer reports what they feel, saying when they first feel heat and when it becomes painful, and finally when it is too painful to stand. Another way is by the application of an electric shock, at first very mildly and subsequendy with escalating intensity as the subject reports reactions. Tests such as this have shown that we all have four different threshold levels, the first of which is the same in almost everyone.

1.    The lowest threshold is that of sensation alone, and at this point we first experience a feeling – either warmth or a slight tingling from tests such as the ones just mentioned.

2.    The second threshold is the






WHY ARE THERE VARIATIONS?
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