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Abstract: Chronic pain is a complex phenomenon characterized by an interaction of sensory and emotional variables. Effective patient care
can be facilitated by an understanding of the differences between acute and chronic pain and by recognition of its origins. The lack of visible
pathology to explain the severity of symptoms should not be the basis for seeking psychological explanations or questioning the reality of
the patient’s pain. The article examines some of the psychophysiological mechanisms evident in chronic pain syndromes especially when

mediated by myofascial pelvic dysfunction.
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INTRODUCTION

The importance of pain management in patient care is
reflected in the recognition of pain as the fifth vital sign. As
a results pain needs to be assessed and charted together with
temperature, respiration, pulse, and blood pressure when-
ever a patient undergoes medical review. However, unlike
the other vital signs, pain is difficult to define in ways that
provide the clinician with practical, workable options. The
challenge with pain is that there is no localised centre in the
body for its control nor is there a single intervention for its
effective management. Although there are various diagnos-
tic labels to identify the location of pain and describe its
qualities, these have little practical value. Labels often dis-
guise the fact that little is known about the cause of pain
its mediating mechanisms and have little bearing on the
treatment, which in most instances ends up being the same.
For these reasons pain poses a complex set of difficulties
and the complexity increases manifold in relation to chronic
pain. This paper considers some of the clinical challenges in
understanding and managing chronic pain and recommends
a multidisciplinary approach which recognises the impor-
tance of psychophysiological variables.

DEFINITION OF PAIN

The International Association for the Study of Pain defines
pain as an unpleasant sensory and emotional experience
associated with actual or potential damage to tissue.! This
succinct definition introduces one of the most important
qualities of pain, namely that it has both a sensory and an
emotional component. To the ancient Greeks, pain was an
affective feeling state rather then a sensory experience. In
the 20™ century greater emphasis was placed on the sensory
component of pain.> With technological advances and the
use of imaging techniques to map brain areas associated
with the experience of pain, knowledge has taken on a new
level of complexity with a recognition that pain has both
sensory and emotional components.>*

It may seem highly implausible to both the patient and
practitioner that the interplay of sensory and emotional vari-
ables is relevant to post surgical pain or to chronic pain syn-
dromes involving pelvic, perineal and urogenital regions.
Yet, most of these complex pain syndromes can serve to
illustrate the intricate interaction between physiological,
psychological and behavioural variables. Urogenital pain
conditions such as vulvodynia, a form of chronic vulvar dis-
comfort,’ can serve to illustrate this point. This condition is
characterised by burning which can vary in severity but has
a disabling effect on intimate sexual behaviour and compro-
mises the quality of life of women.® Vulvodynia occurs in
the absence of any clinically identifiable physical or neu-
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rologic findings. Biopsies taken from the vulvar vestibule
of sufferers revealed unique physiological characteristics
such as increased immunoreactivity, nociceptor sensitivity,
and even increased density of superficial nerve endings.” !
These physiological markers appear to form a constitutional
predisposition to this complex pain syndrome. Evidence
points to psychological traits such as anxiety as modulating
the severity of pain experienced.'"'? Tests utilizing quan-
titative sensory testing in female genital sensation consist-
ently confirmed that differences in pain thresholds between
patients and controls were mediated by anxiety.!' From these
findings it is evident that enhanced pain perception, greater
emotional response and increased autonomic reactivity are
closely related to measures of anxiety. Anxiety and cogni-
tive schemas, such as catastrophizing (the tendency to focus
on pain and to pessimistically assess one’s coping ability)
not only contribute to higher levels of pain, but account for
up to 31% of the variance in pain ratings.'* Clinically, anxi-
ety and catastrophizing serve as reliable predictors of the
severity of the patient’s experience of pain and should be
considered in clinical assessments.

Acknowledging the subtle interaction between physical
and psychological variables has other important clinical
implications; it enables the clinician to discuss with the
patient the need for a multi-disciplinary approach to pain
management it helps the patient to be more open to accept-
ing psychological support and encourages compliance with
the use of prescription medications, which often include
psychotropic medications. On a cautionary note, however,
assessments of chronic pain should avoid any dualistic con-
cepts by which the clinician attempts to determine how
much of the pain is physical and how much stems from emo-
tional factors. Attributing proportionality or labelling the
physical components of pain as “real” and the emotional as
“unreal” is of no clinical value and may compromises the
assessment and treatment of the patient.'*

ACUTE AND CHRONIC PAIN

Differentiating between acute and chronic pain is impor-
tant in understanding chronic pelvic pain syndromes. Acute
pain is most common, often experienced by patients after
surgery or other soft tissue traumas. It tends to be imme-
diate, severe and short lived however, pain that extends
beyond a normal recovery period and lasts longer then 3-6
months constitutes chronic pain.

Chronic pain is more difficult to understand and often
exists where there is no visible pathology. Pain continues
long after soft tissue damage has occurred and persists well
beyond the time of healing. In simple terms, chronic pain
occurs when there is little if any reason for it to exist. Yet the
pain is real and can significantly affect the patient’s quality
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