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Pain Hurts
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Abstract. Professionals who are involved in life care planning and case management will like-
ly have some clients with chronic, and sometimes debilitating, pain. This special issue of the
Journal of Life Care Planning includes a variety of articles selected to provide a broad range
of information to the reader. One article relates to general chronic pain assessment, another
focuses on pediatric pain, a third addresses spinal cord injury related pain, and the fourth
reviews amputation related pain syndromes. This editor’s column will offer some definitions
and terms as well as basic pain related issues.

Introduction

There are an estimated 30 to 40 million adults (representing 15 to 20% of the population)
in this country who suffer from chronic pain (Moreo, 2003; Brownlee & Schaf, 1997). Each
year millions of people seek relief through various medical resources and the overall cost in
lost work days, medical treatment, and additional psychological counseling can be enormous.
According to Moreo (2003), the cost directly related to back pain is estimated at $25 billion.
Including back pain as well as other pain syndromes such as migraine and headache pain,
osteoarthritis, rheumatoid arthritis, fibromyalgia, failed surgical fusion of lumbar or cervical
spine, complex regional pain syndrome/reflex sympathetic dystrophy, causalgia, diabetic neu-
ropathy, and cancer pain, cost estimates exceed over $40 billion annually. Of the workforce,
complaints of pain and related complications of pain result in one quarter of all the sick days
taken, or, restated, over 50 million lost work days per year are due to pain (Brownlee & Schaf,
1997).

Definition of Pain

As a prelude to the featured articles in this special issue, it is important to understand that
a precise definition of pain is elusive. It seems as if no one can truly objectively describe what
pain is (Weed, 1987). Pain appears to be a subjective experience measured primarily by self
report (Merskey, 1964; Sternbach, 1968; Engel, 1970; Merskey, 1972; Melzak, 1973; Skinner,
1974; Sternbach, 1974; Shealy, 1976; Fordyce, 1976; Bresler, 1979; Ramsey, 1979; International
Association for the Study of Pain, 1979; and Loeser, 1980). The research indicates that the pain
threshold is similar from person to person and culture to culture, but pain tolerance can vary
dramatically (Shealy, 1976). Sternbach has simply stated that "pain is a hurt we feel" (1968, p. 1).

Understanding the definition of pain even becomes more difficult because of the words
which can be used to describe pain. Sternbach (1974) has identified more than 100 words that
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people use to describe their pain. Pain seems clearly not merely a neurophysiological event,
but a combination of variables complicated by evidence that pain is not simply what a patient
says it is (Fordyce, 1976). One definition of pain offered by Sternbach (1968) is: "Pain is an
abstract concept which refers to: (1) a personal, private sensation of hurt; (2) a harmful stimu-
lus which signals current or impending tissue damage; and (3) a pattern of responses which
operate to protect the organism from harm. These responses can be described in terms which
reflect certain concepts, i.e., in neurological, physiological, behavioral, and affective ‘lan-
guages’ (p. 12). Another definition offered by the International Association for the Study of
Pain (IASP) as cited in Mersky and Bogduk (1994) is, “an unpleasant sensory and emotional
experience associated with actual or potential tissue damage, or described in terms of such
damage” (p. 210). As one can understand from just the challenge of arriving at a precise def-
inition of pain, treatment of pain is even more complex.

Operants and Respondents

Although the articles in this special issue are primarily authored by physicians and will
focus on medical treatment, there are foundational concepts that life care planners will find of
value. In the study of pain, voluntary behaviors (operants) and involuntary reactions or behav-
iors (respondents) have been the object of research for decades and a review of basic defini-
tions from behaviorist B.F. Skinner (1938) have been used to help define the concepts.
Operants are thought to be under the control of the person and have been attributed to active
will with no necessary prior causal event. Reflex behavior, on the other hand, is not under
comparable control and "has even been attributed to evading wills..." (p.44). Further, Skinner
(1974) seems to indicate that respondent conditioning is appropriate to the autonomic nervous
system, and operant conditioning is appropriate to the skeletal musculature.

However, Fordyce (1976), at the University of Washington, has written that, in his opin-
ion, "respondents" or organism responses are elicited by antecedent stimuli. In that sense, they
are reflex in nature. Usually these respondents have been thought to include, among other
things, glandular or smooth muscle responses; i.e., they are automatically mediated. When a
respondent is observed to occur, it is assumed that it is preceded by appropriate stimulation.
In this event, Fordyce opines that if the respondent occurs, then a stimulus was there. In con-
trast, operants primarily involve striated or so called “voluntary” musculature. Further,
Fordyce (1976) states that, "operants may be elicited by antecedent stimuli. However, they
have the significant characteristic of also being able to influence consequences that follow
their occurrence" (p. 37). As a result, when an operant behavior is followed by a positive rein-
forcer, then there also tends to be an increase in which the frequency of the behavior subse-
quently occurs. Operants also diminish in frequency if they are followed by aversive conse-
quences or by the absence of positive reinforcers (Fordyce, 1976).

When one reviews the literature regarding pain, it becomes evident that a great amount of
frustration has been experienced by professionals in attempting to effectively treat pain (Ward
& Weed, 1999/2004). Some authors, particularly physicians, have written that they are per-
plexed by the differences in the way people respond to pain. For example, Beecher (1959)
reports that he had the opportunity to compare people with similar injuries: ones who were
injured on a battlefield and others who were similarly injured while performing their jobs. He
notes that the differences in pain responses were, in his opinion, significant. This seemed to
indicate the influence of factors on the perception of and the response to pain. Fordyce (1976)
agrees that pain is influenced by learning or conditioning. This has prompted specific attempts
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to observe and measure behavior, since behavior is more reliable than self reports. At least two
authors state pain behaviors are, for the most part, operants (Fordyce, 1976; Ghia, 1977). Given
this premise, the idea of employing behavioral procedures to modify pain problems seems very
appropriate.

The key principles of acquisition of operant pain can be stated as follows: "Respondents
have their specific stimuli and occur automatically when the stimulus is adequate.
Respondents can, therefore, be said to be controlled by the antecedent stimuli. Operants in
contrast are responsive to influences of the consequences that systematically follow their
recurrence. Operants can and do occur as a direct and automatic response to antecedent stim-
uli. In addition, operants may come to occur because they are being followed by positive or
reinforcing consequences" (Fordyce, 1976, p. 42).

Behavioral Based Descriptions of Pain

In order to discuss pain in behavioral terms, at least two authors (Sternbach, 1968;
Fordyce, 1976) have classified pain behaviors in language and nonlanguage terms. Examples
of nonlanguage pain behavior include body posturing, gesturing, limping, rubbing a painful
area, grimacing, and displaying functional limitations or impairment such as reclining exces-
sively or staying home from work because of pain.

Examples of language pain behaviors include moans, requests for medication, requests for
assistance, and verbal refusal to participate in an activity because of pain. Similar examples
have been used by other researchers in pain behaviors (Shealy, 1976; Beecher, 1959). It seems
that for treatment aspects, observable behavior rather than self reports offer the most reliable
indications of objectivity (Bresler, 1979). When a physician or health care provider accepts
language and nonlanguage behaviors as evidence of perceived pain, and proceeds with treat-
ment on the basis of behavioral techniques that most pain behaviors are operants, then it
becomes possible to routinely, methodically, and scientifically modify behavior. When behav-
ior is changed or influenced through manipulation of consequences, and patients report or are
observed to display functional impairment from pain, such as spending a great deal of time in
bed, or complaining about pain, then it is possible to employ behavioral treatment procedures
in the treatment of pain.

It is also possible to consider physiological responses to pain such as respiration, gastric
responses, and brain wave activity. For example, biofeedback has been reported as quite suc-
cessful in the treatment of tension headaches (Aronoff, 1978). When individual patients have
been evaluated, a program of "ill behaviors" can be identified and training initiated to estab-
lish "well behaviors" by use of behavior therapy techniques. In this way, patients are expected
to give up the invalid role, reduce dependence on psychotropic medication, and learn to man-
age their pain. Likewise, staff members in treatment programs can serve as important models
for new patients to observe and thus acquire new behavioral repertoires (Gottlieb, 1979).

A review of the literature regarding pain and behavioral treatment procedures reveals that
most research in this area appears to be in treatment of chronic pain (Ward & Weed, 2004;
Oakes, 2004). For purposes of this editorial, chronic pain is defined as reported pain experi-
enced every day for a period of at least six months (Shealy, 1976). Other relevant definitions
are acute pain which is defined as existing from the date of onset to one month and subacute
pain which is defined as pain lasting from one month to six months (Ward & Weed, 2004).

The articles selected for inclusion in this journal will depart from the behavioral aspects
described above and focus more intently on pain assessment and treatment that results from
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trauma induced injuries rather than pain from other medical conditions, like cancer.
Vocational Related Issues

It is commonly believed that persons receiving disability insurance benefits, involved in
personal injury litigation, or receiving other forms of disability benefits take longer to return
to work and are more difficult to rehabilitate (Rasch, 1985; Smith & Crisler, 1985; Field, Weed
& Grimes, 1986). This is consistent with historical research which consistently revealed poor
return to work rates for workers’ compensation clients. For example, three surveys cited by
Lynch (1979) revealed 40 percent of workers’ compensation claimants were not working or
only working part-time four to six years post-injury. In the second survey, 41 to 45 percent
were not working four years post-injury, and an eight year follow-up survey found 10 percent
never returned to work while 50 percent experienced “severe unemployment” before finding
work.

At least one key to successful employment for individuals with pain is related to adequate
assessment and medical treatment (the focus of the selected articles).

Other “keys” include:

 Early referral to rehabilitation. Multiple studies have supported the concept that early
referral to rehabilitation is a critical element (Weed & Field, 2001).

* The vocational expert should be educated in chronic pain syndromes. Outlook, expecta-
tions, and a coordinated plan are very important ingredients.

» The vocational expert should have excellent counseling skills. Being able to deal with
depressed, anxious and “helpless” clients is a skill in which counselors have been trained.
It is useful to know that many clients need to develop a relationship with the vocational
counselor before understanding that “the light at the end of the tunnel” is not another train
coming in the opposite direction.

* Adequately understand the client. There are indicators from anecdotal research which
will “clue” the vocational counselor. For example, typically, clients who hire attorneys,
fail to comply with medical treatment, question every request, and the employer does not
like or who do not get along well with others at the workplace are much less likely to have
a successful return to work than the injured worker who complies, is well liked by the
employer and co-workers, and is enthusiastic about doing whatever they can to return to
work (for more information see Table 3.4, page 56, in Weed & Field, 2001).

Conclusion

Pain, when present, continues to challenge not only our clients but also the professionals
who assist them. Considerations for pain management and treatment are an extremely impor-
tant component of life care planning and life care planners would be well-suited to become
familiar with pain protocols and related long-term care considerations. It is hoped the articles
in this special issue of the Journal of Life Care Planning will provide more advanced knowl-
edge in the area of pain and resources for the life care planner. Working with talented profes-
sionals who are able to comprehensively assess and treat clients with chronic pain will contin-
ue to be just one element of developing a comprehensive care plan. There are many other ele-
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ments to consider such that, in this author’s opinion, chronic pain will continue to be a
“hotbed” area of research and discovery.
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