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INTRODUCTION
It is fairly obvious that people who have significant pain issues may have
disrupted sleep. That disruption of sleep may be a problem with getting
off to sleep, a problem with staying asleep or a change in the quality of
sleep leading the individual to feel unrefreshed and unrestored.
What is not as obvious is that people with sleep problems are much more
likely to develop pain related problems. This issue is discussed further in
Chapter 5.
It is clear that if there is a reciprocal interaction between sleep and pain
(see figure below) then this potentially creates a repetitive problem. With
increasing pain there is disruption of sleep; the more sleep disruption
there is the more pain problems will progress leading to further sleep
disruption.
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The purpose of this booklet is to explore this relationship and to draw in
other factors that might be particularly relevant to the pain-sleep
interaction (for example, anxiety and low mood). We will also give some
understanding of why this occurs and how this understanding may lead to
a better treatment and management approach.
It is also the purpose of this book to try answer questions that the reader,
whether a patient with pain problems or a physician. To this end we have
tried to insert points along the book where you might jot down your
question to have these effectively answered at a later stage.

This figure shows brain waves in different stages of sleep and the change
in brain metabolism.
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2
WHAT IS THE FUNCTION OF SLEEP ?
CHAPTER

Sleep is categorized into two main parts; dreaming REM sleep and nondreaming sleep. The non-dreaming sleep is divided into light (stage 1),
medium (stage 2) and deep (stages 3 and 4). These stages have different
levels of intensity (see Sleep Stages figure on the opposite page).
Most physicians can easily write a two page essay on the function of the
heart or the function of the lungs or any other body process. However,
many would struggle to write an essay of similar length on the function of
sleep. Part of the reason is that there is no definitive answer and no clear
teaching on the subject. There are various theories which include that sleep
is for memory processing, that sleep is to help with body temperature
control or that sleep is for good binocular vision. All of these can be
supported to some extent.
Over the last thirty years the concept that sleep serves a restorative function
(which was previously held as implicit) has gained strong scientific support
from a number of research studies. It emphasizes the key role of “deep”
(stages 3 and 4) sleep.
In the next couple of pages the evidence to back up the idea that sleep
serves a restorative process is briefly mentioned from an objective point
of view.

Evidence that Sleep is Restorative

There have been many research projects which indicate that sleep serves
as a time for growth to occur. Objective measures of growth hormone
release across the 24-hour period show that the peak release is in the first
couple of hours of sleep when deep sleep is most prominent. There seems
to be a particular link between growth hormone release and deep (slow
wave) sleep. In a study on teenagers in Holland, the researchers showed
that the length of the teenagers bones grew at night and then shrunk a little
during the day and then grew more again at night. This emphasizes the
growth effect (see reference • on page 7).
In studies where people have looked at how many cells are dividing in a
particular tissue every two hours across the 24-hour cycle, the peaks almost
always occur during the sleeping period in the vast majority of tissues both
in animals that are day active like humans but also in animals that are night
active. It is the sleeping period that facilitates growth (see reference • on
page 7).
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In animal experiments where the effect of infection has been measured,
animals deprived of sleep do not recover as well. This suggests that sleep
serves as a restorative process that combats infection. (see reference •
on opposite page)
In situations where body metabolism is ramped up (such as pregnancy,
(see reference • on opposite page), hyperthyroidism and after extreme
exercise (see reference • on opposite page) the amount of deep sleep is
increased suggesting that the deep sleep helps with restoring from the
wear - and - tear of daily activities. Fit people have more deep sleep.
Conversely in situations where metabolism is decreased (see reference •
on opposite page), for example in people with low thyroid levels
(hypothyroidism), other metabolic disorders or in people who are confined
to wheelchairs, there is less deep sleep. This suggests that deep sleep is a
consequence of and supports metabolism.
When oxygen consumption is lowest, the stage is set for anabolic
(growing) processes to dominate (see reference • on opposite page).
Oxygen consumption is lowest in the deepest part of sleep.
In clinical conditions, such as multiple sclerosis, it is notable that in people
with similar levels of disease, those who have more complaints of fatigue
have lower levels of deep sleep than those who are less fatigued. This
suggests that the deep sleep helps to combat a sense of fatigue.
Many sleep researchers would agree today that from the above evidence,
a key function (but possibly not an exclusive function) of sleep is to restore
the body. They also would certainly agree that some forms of memory
consolidation takes place during the sleeping period (see reference • on
opposite page).

Questions
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WHEN IS SLEEP UNRESTORATIVE ?
CHAPTER

There are a number of situations when sleep might not be restorative.
If for any reason sleep is very broken up, there is less likely to be the full
complement of deep sleep. This is because one goes from light to medium
sleep stages, but before one gets to deep sleep there is an arousal and
therefore deep sleep does not occur as much as it should. The disruption of
sleep may be because of breathing interruptions in sleep or it may be for
psychological reasons. Sleep disruption can be linked to reduced growth
hormone secretion. In children there is a condition known as “psychosocial
dwarfism” in which children who are very stressed for one reason or
another have disrupted sleep as a result of their stress, and end up having
stunted growth. It is thought that this is a consequence of a lack of secretion
of growth hormone as a result of the disruption of normal sleep architecture.
In older people there is proportionately less deep sleep and even the size of
the slow waves that make up deep sleep are smaller and less pronounced.
This may be a key reason that older people generally find their sleep less
refreshing.
In some situations, external agents such as alcohol, can disrupt the quality
of sleep which disrupts the production of growth hormone and leads people
to feel that although they were ’out for the count’ they do not have the full
benefit of feeling refreshed or restored in the morning.

8

There are many factors that might lead to sleep not being restorative.
Temperature rhythms (which usually drop during deep sleep) may be
raised in people with chronic insomnia or with depression and those
individuals might feel that their sleep is less restorative. No deep sleep
early in the night may lead to a feeling that sleep is unrefreshing (for
example in depression).
Similarly, certain medications can disrupt the architecture of sleep and
increase a sleep characteristic. This characteristic, known as “alpha
EEG”, which is normal in the relaxed wakeful state when one’s eyes are
closed, but should normally disappear when one goes into sleep. In some
individuals such as those who are taking benzodiazepines, there is a
persistence of this alpha EEG in “true” sleep. Some of these people
complain of unrestored sleep. Similarly in situations such as fibromyalgia
and other pain conditions there may be raised levels of alpha EEG and
these people will often complain of more pronounced fatigue than might
be expected. People with high alpha often comment that it feels as if they
are ’just skimming below the surface of sleep’ or that they seem to be over
aware of their external environment while they are sleeping.
People with oxygen consumption that is higher than usual, (for example in
patients with hyperthyroidism) may feel unrefreshed from their sleep.

The more of these sleep related problems one has, the less refreshing
sleep is. Usually with a combination of three of these four problems
(which can be measured), people will feel unrefreshed.
9
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WHAT ARE THE CONSEQUENCES OF POOR SLEEP?
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Sleep has many ramifications. Other not listed include social consequences, irritability
and hypersensitivity to pain. Even minor discomforts are magnified by sleep loss or poor
sleep quality and morph into significant pain problems.

The trend in our society is to cut back on sleep in order to get more done. Getting
enough sleep may seem like a luxury but in actuality it plays a crucial role in
maintaining good health. Unfortunately, over one-half of the population experiences
poor or unrefreshing sleep one or more nights each week and sleep disorders are a
significant concern for about one in every four adults. The prevalence of disturbed
sleep increases in older adults and in those with a medical disorder, including
chronic pain. In children the ability to perform in class is compromised by both less
sleep and worse quality of sleep.
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Two common symptoms of poor sleep or not getting enough sleep are
fatigue and excessive daytime sleepiness. One might think that these are
the same thing but there is an important difference. Fatigue is a lack of
energy accompanied by an overwhelming tiredness and feeling totally
‘wiped out’. Excessive daytime sleepiness is the tendency to fall asleep
during the day (or wake/work hours for shift-workers) especially during
boring or quiet activity such as in a meeting, at the theatre or, worse yet,
while driving a car long distances or on a quiet road. Insufficient or
disturbed sleep is a major cause of motor vehicle collisions and is just as
hazardous as drunk driving. Often, fatigue and excessive daytime
sleepiness occur simultaneously, for example in the late evening after a
long day’s work, but that is not always the case. Those with insomnia tend
to report fatigue while those with narcolepsy more often report excessive
daytime sleepiness. In fact, more patients referred to a sleep clinic for
investigation of a sleep disorder complain of fatigue rather than excessive
daytime sleepiness as their most bothersome symptom. Also, as fatigue is
a common symptom in many chronic pain disorders (e.g., rheumatoid
arthritis, lupus), this could be worsened by an underlying untreated sleep
disorder. Further, it is important to make a distinction between fatigue and
excessive daytime sleepiness as treatment strategies may differ.

The sleep deprivation of 17 hours driving equals an alcohol level of 0.5mg/l
and with 22 hours it is the equivalent of being over the legal limit
11
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Having poor or insufficient sleep also increases one’s risk of developing a
mood disorder (depression or anxiety). This becomes a vicious cycle as
sleep becomes more disturbed in a mood disorder, the mood disorder is
more resistant to treatment unless the sleep disorder is concurrently
treated, and lastly, any residual untreated sleep disorder increases the risk
of relapse even after successful management of the mood disorder. Mood
disorders are frequently seen in those with a chronic pain disorder and for
these patients it is important to address any sleep issues both when
treating the mood disorder and to prevent subsequent relapse (see
Chapter 8).
Disturbed or unsatisfactory sleep has a significant negative impact on
quality of life and poor sleep is a primary mediator of the link between
pain and disability. This is particularly relevant for those with chronic pain
who already experience limitations in their ability to conduct many
activities of normal life including those related to mobility, leisure and
independence. Sleep problems are associated with memory and
concentration difficulties, poorer performance, greater absenteeism from
school/work and less social interaction due to fatigue. Fatigue may also
limit the amount of exercise patients get thereby lessening flexibility and
movement. The overall result for many with chronic pain and poor sleep is
a reduced quality of life and enhanced feelings of disability.

12
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HOW DOES SLEEP IMPACT ON PAIN ?
CHAPTER

There are probably at least two ways in which sleep has an effect on the
perception of pain.
Firstly, people who sleep well and feel refreshed are more able to deal with
other problems in their life. As an example of this, a study in which patients
with severe rheumatoid arthritis, patients with significant kidney failure and
patients with multiple sclerosis were studied. Patients were matched for the
level of their disease but divided into two groups within each disease level;
those who had a sleep problem and those who did not. In all three
diseases, those patients who had a sleep problem, the progress of their
disease state was more significant and deteriorated more quickly than those
who did not have a sleep disorder (in addition to their underlying medical
condition).
It is widely thought that these three examples also apply to other medical
conditions - particularly other pain conditions such as other forms of
arthritis, ankylosing spondylitis and neuropathic pain. The figure on page
37 deals with pain treatment which seems to also help sleep (see page 17).

When two people have a similar severity of a progressive medical disorder
but one of them has the added problem (backpack) of a sleep disorder
will go “downhill” faster.
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In a similar way, disrupted sleep may impact the perception of pain and
make the pain experience worse over time. There are also body clock
effects on pain with similar pain being experienced differently at various
times of the day.
Secondly, if one takes a group of people who do not have pain and one
repeatedly disrupts their sleep then they start to perceive themselves as
suffering from pain. In other words lack of sleep can lead to pain. This
might apply to normal individuals, people working shifts, (who have less
than optimal amounts of sleep) and specifically in other medical disorders
where this acts as an amplification factor to the increase of pain
perception.

Questions
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HOW

6
SLEEP?

CHAPTER

DOES PAIN IMPACT ON

Ninety percent of patients attending pain clinics report at least one sleep
disturbance and a large study found that one out of every four chronic
pain suffers experience insomnia.

PAIN CLINIC

}
AT LEAST 1 SLEEP DISORDER

}
CHRONIC INSOMNIA
Nine out of ten people at the pain clinic have a sleep problem and three
have chronic insomnia.

Pain and stiffness, especially experienced in the evening and night,
lengthens the time it takes to fall asleep, increases arousals from sleep
resulting in unrefreshing sleep and can cause bedtime anxiety. Sleep and
pain have a reciprocal relationship: chronic pain results in sleep disruption
and unrefreshing, disturbed sleep increases the perception of pain. It follows
that the appropriate recognition and aggressive management of sleep
complaints in pain patients may be an important treatment objective not only
for the improvement in sleep, but by helping to alleviate pain.
Treatment of the pain disorder in chronic pain patients is equally important
in preventing pain-induced disruption of sleep. However, a number of
treatments for pain have the unwanted side-effects of causing sleep
disruption. Opiates, a common treatment for pain, often result in sleepdisordered breathing (see figure on page 16). Sleep disordered breathing
such as Central Sleep Apnea occurs when breathing stops repeatedly at
night because the brain ’forgets’ to send the message to the breathing
centres to initiate a breath.
15
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Some pain medications (Opiates), suppress breathing in sleep.

Opiates can inhibit the activity of the brain's respiratory control centers
and interfere with the brain signaling the body to breathe. It is therefore
important to screen for sleep breathing disorders in patients being treated
with opiates.
Other pain medications such as non-steroidal anti-inflammatory drugs (see
Chapter 11c) have been reported to suppress melatonin secretion, a
hormone important to the timing and occurrence of sleep, thereby
resulting in the inability to fall asleep. Newer medications that both
reduce pain and improve sleep are being developed but more research is
needed.
There are direct and indirect effects of newer pain treatments on sleep.
This can be thought of as a two pronged approach.
If you are busy during the day or asleep at night, your attention to pain
may be low. However, when lying awake in bed without any other focus,
even minor pains may take on a major significance. When this awareness
of pain prevents sleep, you may seek medical help for either the pain or
the sleep disruption. The level of pain sensitivity varies at different stages
of sleep.
16

Until very recently, patients on opiates who were found to have sleep
related breathing problems - especially Central Sleep Apnea (in which the
message to trigger the breathing process often misfires), were given CPAP
(Continuos Positive Airway Pressure) which is a device to help breath at
night). Recently, there has been mounting evidence that if patients have
Central Sleep Apnea, they may be much better off with a more complex
form of a breathing device known as B.PAP Auto SV Advanced. This
device automatically works out the separate pressures for both inspiration
and expiration preventing the problem of both, over and under ventilation
which can make Central Sleep Apnea worse.
Pain travels up the spinal cord from the pain receptors on the skin and
organs via the thalamus (which is like a central sensory processing unit in
the brain). From there the message goes to other brain centers including
the sleep-wake system.
In the head and neck all pain impulses travel via the trigeminal ganglion
to the brain. This common path means that pains from many different
causes are perceived as headache.

17
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WHAT IS FIBROMYALGIA?

CHAPTER

Fibromyalgia is typified by chronic diffuse muscular skeletal soreness,
aching and tenderness. The majority of people who have fibromyalgia
complain of tiredness, sleep disruption and particularly non-restorative
sleep. Muscular skeletal pain is often presumed to cause the sleep
disturbance but many individuals recognize that sleep disruption may lead
to pain. There are many similarities and considerable overlap between
fibromyalgia and chronic fatigue syndrome but the details of this are
beyond the scope of this booklet.
The characteristic sleep changes that occur in fibromyalgia and chronic
fatigue syndrome include reduced amount of slow wave (deep) sleep, the
intrusion of an alpha pattern into sleep (see page 9) When alpha pattern
intrudes into sleep the usual sleep pattern is disruptive and therefore less
restorative. On digital palpation there is pain in 11 of 18 tender point
sites. The key features of fibromyalgia pain are listed on the next page,
although more recently, many feel that a more simple questionaire
approach may be as useful. This includes a pain and fatigue assessment.

Pain
Anxiety

Stiffness

Health Related
Quality of Life

Fear
Suffering

Psychological
Distress

Sleep
Disruption

Anger

FIBROMYALGIA
CONSTELLATION

Cognitive
Disturbance

Fatigue
Temperomandibular
Disorder

Depression

Sexual
Dysfunction

Associated
Symptoms

Irritable
Bowel Syndrome

Interstitial
Cystitis

Irritable
Bladder Syndrome

Recently, it is more appreciated that Fibromyalgia is more than a pain
problem, see opposite page.
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1. History of widespread pain
Definition:

Pain is considered widespread when all of the following are
present: Pain is experienced in the left and right side of the
body, as well as above and below the waist.

In addition, axial skeletal pain (pain in the cervical spine, anterior chest,
thoracic spine, or low back) must be present.

2. Pain in 11 of 18 tender point sites on digital palpation
Definition:
Occiput:

On digital palpation, pain must be present in at least 11 of
the following:
bilaterally, at the suboccipital muscle insertions

Low cervical spine: bilaterally, at the anterior aspects of the intertransverse
spaces at C5-C7
Trapezius:

bilaterally, at the midpoint of the upper border

Supraspinatus:

bilaterally, at the origins, above the spine of scapula near
the medial border
Second rib:
bilaterally, at the second costochondral junctions just lateral
to the junctions on the upper surfaces
Lateral epicondyle: bilaterally 2 cm distal to the epicondyles
Gluteus:
bilaterally, in the upper outer quadrants of the
buttocks in the anterior fold of muscle
Grater trochanter: bilaterally, posterior to the trochanteric prominence
Knee:
bilaterally, at the medial fat pad proximal to the joint line

Digital Palpation should be performed with a force of approximately 4 kg.
For a tender point to be considered “positive”, the subject must state that
the palpation was painful. “Tender” is not “painful”.

Other features of fibromyalgia include skin discoloration, coldness or numbness
of the extremities.
19
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Twenty years ago the treatment for fibromyalgia would have been
considered largely symptomatic i.e. support, the detection of other
previously undetected illnesses and monitoring and assisting the patient
through a rehab process. Since then there have been a number of
advances which have shown that graduated exercise (which does
increase slow wave sleep even in the situation of relatively modest
exercise; for example in elderly people, see Chapter 2) can be helpful.
Self-help education and self-help groups can be of some use although
some feel that particularly in fibromyalgia in which chronic fatigue is a
dominant part, these can be counter productive. There are a range of
medications that are used for symptomatic purposes including antiinflammatory agents and certainly in a sub-group of patients when
depression occurs together with the chronic problems of the fibromyalgia,
antidepressant treatments may be appropriate.
For some individuals whose sleep is significantly disrupted, hypnotic
medications can be helpful. There is a long tradition of using low dose
tricyclic antidepressants which are an older form of antidepressant and in
some this can be helpful. More recently a new antidepressant has shown
promise in this population (Duloxetine, see Chapter 11c). A rehabilitation
approach is increasingly used with the aims being an increase in
functional activity, to decrease restrictions and avoidance behaviour and
to enhance the sense of efficacy and self-control.

The higher the dose, the better the effect.
20

Cognitive-behavioural therapy includes regular exercise with graded
increases, gradual exposure to all avoided activity, cognitive work to
break the associations between increased symptoms and activity,
cognitive strategies involving alternative explanations for the symptoms
and targeting treatment of insomnia.
Recently there have been some large controlled trials showing
effectiveness of some medication specifically in fibromyalgia. The figure
on page 20 indicates the effects of Pregabalin (Lyrica) on a group of
patients with fibromyalgia when compared at different doses with a
placebo, showing very clear and sustained benefit. It is thought that this
effect is a result of both, a direct effect on pain and also an indirect effect
by which Pregabalin improves restorative sleep. Other treatments include
acupuncture, biofeedback, massage and manipulation.
For some time, many wondered if fibromyalgia was a “real entity”.
Studies showing biological underpinnings such as changes in blood flow
in the brain’s pain processing area and a key pain chemical (substance
P), have brought fibromyalgia concerns more into the main stream. Some
have shown an enhanced rate of brain grey matter decline. Also,
fibromyalgia patients share with other rheumatological conditions a large
influence of non-biological factors such as education level and
socioeconomic factors. It does “run in families” and is more often
described in women. There are some genetic studies showing positive
results.

Questions
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CATCH 22: THE RELATIONSHIP AMONG SLEEP,

CHAPTER

PAIN AND DEPRESSION

Oh, that pressure in your head...Your throat aches so much that you
cannot swallow. It feels as if little swords were pushed up from your nose
into your eyes. You have a faint memory of the alarm going off- or was
that yesterday? What a restless night; as if you were awake even while you
were asleep. You know that you should get up but your limbs are heavy
and you are tired, so tired... Your thoughts are wrapped in a thick cotton
wool, somewhere deep in your sluggish brain...You don't want to see anyone
or do anything... just to sleep.....
Although we know that sleep problems (most frequently insomnia), pain
and depression are connected, the exact nature of their relationship is not
fully understood. How is it possible that some people with sleep problems
or chronic pain become depressed whereas others do not? Why is it that
after a successful treatment, all symptoms of depression disappear but
insomnia stubbornly persists?
Recent research findings suggest that there are shared physiological
mechanisms underlying the complex biological interaction between sleep,
pain and depression. The symptoms listed above are that of a common
cold and they represent the typical features of what is called the "sickness
behavior". Whether we have a simple flu or suffer from a chronic illness,
for example cancer, kidney disease, an autoimmune condition or
depression, our body produces inflammatory proteins (cytokines) and
hormones like cortisol, causing sleep difficulty, pain, low mood, physical
and mental fatigue. Researchers have also found that the imbalance in
some of the messengers in the brain (e.g. serotonin), may also be
accountable for the association among sleep difficulty, pain and
depression.
Genetic factors are also likely to make some people more susceptible to
depression for example if their health is already compromised by a sleep
problem or pain condition. In fact, the landscape of sleep - like a
biological map - may express genetic vulnerability for depression. People
who start dreaming early after they fall asleep, dream more than others
usually do, have shalllow and less deep (restiorative) sleep are biologically
more prone to depression than people with normal sleep architecture.

22

Sleep components that reflect depression.

The mutual relationship between sleep/pain and depression are reciprocal:
sleep problems and chronic pain increases the risk the for depression and
people with depression often experience sleep difficulties and pain.
Insomnia is the sleep condition most frequently associated with depression.
In general terms, the factors that bring about insomnia are different from
the ones that maintain it. Chronic insomnia generally starts as a simple
sleep difficulty that is often triggered by a stressful event (e.g. a school test,
sleep-over, work pressure). This acute insomnia usually resolves quickly
after the stress subsides. Some people, however, become worried even
after a few sleepless nights, start paying close attention to their sleep,
become preoccupied with the signs of tiredness and try to ensure that they
catch up with sleep and conserve energy. Although the focus on their sleep
and their attempts to improve their sleep make perfect sense, these are
exactly the factors that maintain their insomnia (for more details see
psychological treatment in Chapter 11). According to the above model,
depression - as a biological and psycho-social stressor - as well as life
events causing depression, can trigger insomnia in the first place or can
exacerbate an already existing sleep problem. On the other hand, chronic
insomnia and the associated anxiety, fatigue, irritability, tension in
relationships and challenges in social functioning, can precipitate
depression. The sleep related psychological and non-adaptive behavioral
factors not only explain why insomnia can trigger depression but also shed
light on why insomnia can persist after other symptoms of depression
improve.

23
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Insomnia is not the only sleep problem that can lead to depression. Sleep
apnea (repeated cessations of breathing during sleep) is also a risk factor
for depression possibly due to the associated sleep disruption, drop in
blood oxygen level, obesity and decreased social functioning. A mismatch
between a person's biological clock and the rhythm of the society can
also contribute to the development of depression. If a person, for
example, is a ’night owl’ and is unable to fall asleep before early morning
but has to get up to go to school or work, such an individual can become
so sleep - deprived and can perform so badly at school/ work in the
morning that eventually the tiredness and work problems result in
depression.
Pain, as is the case with to sleep disorders, is linked to depression in two
ways. Chronic pain conditions (most frequently arthritis related pain,
chronic low back pain and fibromyalgia) disrupt sleep. The insomnia that
ensues can in turn trigger depression. Additional pathways to depression
in the context of chronic pain conditions are the possible negative
personal and social implications: feeling of being dependent on others,
decreased self-confidence and the feeling of low self-worth, hopelessness,
less participation in family activities, difficulties in sex life or decreased
ability to work. The flip side of the coin is that depression is not only the
"ache of the soul". Experiments show that the pain threshold decreases
when one suffers from depression, in other words, things that usually
would cause only mild discomfort - for example being outside without
gloves when it is minus 15º C - can result in pain if one is depressed. Also
depression, as an illness, often presents in the form of physical complains,
including pain. This is not only because of the biological mechanism of
sickness behavior but also because of the social stigma attached to mental
health complaints.
A recent study has shown the relevance of pain in mood states. The
authors note that those with pain symptoms are less likely to recover from
depression but if the pain is effectively treated, a good response ensues.
One new antidepressant, duloxetine, has been shown in several trials to
have a benefit in addressing pain symptoms in depressed individuals. In
one study switching from another unsuccessful treatment for depression to
duloxetine, led to a significant decrease in pain reports, as well as a
concurrent improvement in mood. It is noteworthy that the study applied to
patients with both emotional and physical pain symptoms. The authors
emphasize that an early response in these symptoms makes it more likely
that there will be a clinically useful functional improvement with
duloxetine.
24

If sleep features of depression are present, there is an 80% likelihood
that the person is depressed.

Whether sleep/pain or depression presented first, once they develop,
they can perpetuate each other. Breaking this vicious circle by treating
one problem is essential but often not enough: if only one of these
problems is treated the others may persist. As we have seen, chronic sleep
disorders, chronic pain and depression are maintained by the interplay
between biological and psychological factors. Consequently a
comprehensive treatment, targeting all these specific factors is warranted.

Clinical Vignette
"Pain kept me from having a good night sleep. l was repeatedly
misdiagnosed for the wrong conditions for years, before l found a
surgeon who treated my physical conditions. l am now without the pain,
but left with insomnia and depression. Every aspect of my life has been
affected by insomnia. From my husband sleeping in another room, to my
work hours that revolve around my sleep schedule. Depression is always
in the background. Winter months are a challenge. This insomnia is a
disability that's not visible, but my life has been disabled."

25
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CHAPTER

9

SLEEP AND PAIN IN CHILDREN
As many as 2 in 5 children report chronic painful conditions, with
headaches being the most common pain condition in children. As is the
case with adults, children with chronic pain almost always have problems
with their sleep, in particular, short sleep, fragmented sleep with multiple
awakenings during the night and poor sleep quality. Sleep disorders such as
night terrors, sleepwalking and sleep breathing disorder have been noted in
juvenile rheumatoid arthritis. Regardless of the pain condition, disturbed
sleep serves to initiate and maintain the pain. Children, depending on their
age, on average require over 9 hours of sleep for proper development,
health and cognitive (memory, attention, etc) functioning However, children
with chronic pain tend to get less than 7 hours of poor sleep quality
resulting in excessive daytime sleepiness and fatigue. In general, subjective
reports of sleep are not very reliable in children and overnight sleep testing
is the preferred means to establish the specific sleep disturbance.
Children with chronic pain may develop a high level of vigilance and
arousal at bedtime and a high focus on pain when the distractions of the
day are not present. These children may describe thoughts, worries and
somatic tension that interfere with falling asleep. Anxiety and bedtime
resistance cause prolonged sleep latency in these children.

Clinical Vignette

A.B is a 6 and a half year old boy. He was referred to our pediatric sleep clinic
due to long-lasting insomnia. He has had difficulties falling and staying asleep
ever since he was a few months old. At the age of two, he started complaining
of leg pains at bedtime and during the night. His parents would sit beside him
and massage his legs for hours until he fell asleep. A.B has complained of leg
pains during the day as well. He had extensive rheumatological and
neurological assessment and no significant abnormality was found, except for
low iron. We suspected periodic leg movements and referred him for a sleep
study, to look for periodic limb movements and to rule out other sleep
pathologies. In the study there was evidence of periodic leg movement syndrome
and also of sleep apnea. A.B was started on treatment for the above sleep
disorders with the hope that with treatment for both of these pathologies, A.B 's
sleep and that of his parents' would improve. A few months after the sleep was
corrected, the pain subsided.This clinical case demonstrates that one or more
undiagnosed sleep disorders can result in chronic pain and that treatment of the
sleep disorder can lead to lessening or elimination of the chronic pain.
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The combination of pain and poor sleep interferes with school and social
functioning in children resulting in poorer academic performance, greater
absenteeism, and an overall lower quality of life. Anxiety and depression
also commonly occur in children with chronic pain, especially in those
with disturbed sleep. Therefore, addressing sleep problems can serve to
optimize the management of both the pain and mood issues.
In a study of 25 Junior Rheumatoid Arthritis ( JRA) patients and 45 control
healthy patients, night waking was more frequent in JRA patients, as
assessed by patient and parent questionnaires. In another study, higher
index of arousals was documented in the polysomnograpy of 21
polyarticular JRA patients as compared to 20 healthy control children.
There was a strong correlation between sleep fragmentation and clinical
parameters, specifically pain intensity and functional impairment. There
was also a higher alpha activity in the JRA patients. Other studies
demonstrated sleep fragmentation and low values of sleep efficiency in
chronic pain pediatric patients. Other researchers have found increased
wakefulness and decreased sleep efficiency in polysomnography of
juvenile fibromyalgia patients as compared to healthy controls. Increased
rates of sleep apnea and periodic leg movements have been found in
pain patients. Both of these problems can be treated and result in benefit
as indicated in the vignette on the opposite page.
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In one study, 3 groups of children with chronic pain (recurrent headaches,
sickle cell disease and juvenile idiopathic arthritis) were evaluated and
were found to have a clinical degree of daytime sleepiness. In another
study, 75% of adolescent girls with chronic musculoskeletal pain were
reported to take afternoon naps, and more naps were associated with
lower sleep efficiency and lower total nighttime sleep.
Similar to adults, there are a variety of treatment options for sleep in
children with chronic pain. These include relaxation strategies,
behavioural therapy and acupuncture, as well as medications. One study
evaluated the benefit if sleep hygiene education to children with migraines
and poor sleep hygiene habits. Mean duration and frequency of migraine
attacks were significantly reduced in the treatment group, as opposed to
migraine pediatric patients with poor sleep hygiene habits who did not
receive this education.
Given the association of sleep with academic performance and physical
and mental health in children, it is important for doctors to choose pain
medications that won’t further disturb sleep or worsen daytime sleepiness.
However, it is equally important for doctors to address any sleep problems
in children with pain to avoid parents resorting to over-the-counter
medications thereby increasing the chance of side effects and presenting
uncertain risks. One study found that 6% of parents use over-the-counter
medications to help their children settle down and fall asleep; that figure
is likely much higher for parents of children with chronic painful
conditions.

Questions
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CHAPTER

10

SUMMARY

In this booklet thus far, we have emphasized that there is considerable
evidence that sleep serves a restorative function without which many
facets of day to day activities are compromised. This includes a
compromise of performance, cognitive effects, physical effects and health
consequences. There are a number of situations in which sleep is
unrestorative and the lack of normal sleep patterns have widespread
ramifications. For example there is mounting evidence that shift-workers
are more likely to develop cancer, that patients with specific sleep
disorders such as sleep apnea consume substantially more in the way of
healthcare dollars because of the ramifications of their sleep problems
causing other medical conditions and in many cases, unrestorative sleep
leads to a perception of pain and an inability to cope with pain.
We have mapped out specific situations in which sleep is unrestorative
and described the two-way interaction between sleep and pain. In a
similar way, we have described the interaction between sleep and mood
in which there is a clear interaction and also the obvious interaction
between pain and mood.
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One way of conceptualizing these conditions is to recognize that sleep,
mood and pain have impacts on each other. Placing these at points of a
triangle (see figure on page 29) is a helpful way of thinking how one
might want to tackle the problem of pain or sleep or mood when one or
more of these occurs. The interaction between these three conditions has
implications for treatment. Sometimes it will suffice to break the
reverberating loop between two issues such as sleep and mood to ensure
that both problems get better. On other occasions it might be necessary to
prop up all the components ie fix all the issues.
As indicated in the figure on page 36, where one can effectively “kill two
birds with one stone”, ie have a benefit on two symptoms eg insomnia
and depression, then this is highly desirable. The next few pages describe
such techniques - both using medications and non-pharmaceutical.
Finally, we have specifically mentioned the condition of fibromyalgia as
this is a common pain related condition that has clear sleep impact and
for which there has recently become a treatment that is from the research
done so far, very effective.
For the remainder of this book we discuss different treatment approaches
and keys to successful treatment.

Questions
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CHAPTER

a) Psychological Treatments

11

TREATMENT APPROACHES

Generally, pain disrupts sleep and disrupted sleep lowers pain threshold.
Insomnia (the difficulty falling or staying asleep or waking up earlier than
one’s usual wake-up time in the morning) can take on a life of its own in
the context of chronic pain conditions. Not so surprisingly, bursts of sharp
pain at night cause awakenings but often, even when the pain subsides,
sleeping remains difficult and unpredictable. People try to make sense of
everything happening to us and to solve the life challenges as best we
can. When we are in chronic pain, we try to rest when the pain worsens;
maybe even give ourselves more time than usual for sleep and accomplish
all the tasks when the pain is more bearable. If we repeatedly find
ourselves awake at night, we may conclude that it’s impossible to sleep
well with this illness and may feel that our sleep will never improve unless
the pain improves first. We may get sad and angry when we think about
how pain ruins our sleep and how our bad nights in turn, leave us so
exhausted that coping with pain feels to be almost impossible. In the end,
we may think that our sleep has become so unpredictable that we cannot
do anything to improve it.
As described in Chapter 8, at some point the course of insomnia may
become partly independent of the chronic illness for example a chronic
pain condition or depression. This is because sometimes our best attempts
to deal with our pain and sleep issues, as well as our beliefs and fears
about sleep and fatigue render our insomnia chronic. Cognitive behaviour
therapy is the front-line, evidence based and (in the long term) most
effective treatment for chronic insomnia. Its effects are so durable because
it specifically address the practices, non-helpful believes and worries that
maintain the sleep difficulty. If someone spends time during the day resting
or napping in bed, he/she uses up the sleep drive that could be released
at night to put and keep one asleep. In this case, the therapist will help
the individual to find ways of relaxing without falling asleep and teaches
the person to use the healthy, strong sleep drive that develops during the
day for the benefit of night-time sleep.
Another counterproductive practice may be if someone goes to bed when
the pain feels overwhelming or suffers in the bed for hours at night trying
to fall asleep. In this case, the person unintentionally trains the brain to
hold negative associations between the bed, pain and sleeplessness and
then these unhealthy mental connections prevent one from falling asleep in
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bed. Furthermore the bed becomes a mental cue for pain. If this happens,
the therapist teaches techniques of how to break these negative
associations and how to reestablish good bed-sleep connections. Worry
and fear (about sleep, pain or general life issues) and efforts to fall asleep
are also sleep-preventing factors. The anxiety, feelings of helplessness and
hopelessness are also addressed in therapy. It is crucial to recognize that
beyond the biological link between sharp pain and sleep there are several
psychological (mental, emotional and behavioural) factors perpetuating
chronic insomnia. Therefore, besides pain treatment, specific cognitive
behavioural interventions for insomnia may be recommended. There is
research evidence that cognitive behavioural therapy not only effectively
improves sleep in pain but also results in the improvement of pain
condition.

A schematic of the circle of thinking, pain and insomnia.
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b) Physical Treatments
Regular, moderate exercise is known to reduce pain in a variety of pain
conditions, including fibromyalgia, arthritis (osteoarthritis or rheumatoid
arthritis,) and nerve damage. Exercise helps in several ways: 1) By
promoting the release of endorphins. These are hormones which are the
natural pain blockers in the body; 2) Helping to strengthen muscles
around the injured joint/muscle thereby relieving stress off the injury; 3)
By improving sleep and mood and relieving fatigue and tension. See
Chapter 2 for information about sleep and fitness effects of exercise. All
of these (improved sleep, reduced fatigue, less tension) can have a
positive, indirect benefit on pain relief; 4) Increasing blood flow as a
result of exercise leads to reduced swelling and better flexibility and
mobility; and 5) By helping to maintain a healthy body weight thereby
putting less stress on injured or inflamed muscles and joints. Some
exercises, such as swimming, static stretching, low-impact aerobics and
yoga may be better suited for those with chronic pain conditions. These
exercises have all the benefits listed above but with less risk of injury to
joints and muscles.
Massage therapy,
commonly used for
pain relief, can help
to sooth sore muscles
and reduce
inflammation and
swelling. Massage
therapy has also been
shown to helpful in
reducing anxiety and
tension and improving
sleep. No one is sure
exactly how
acupuncture works to
reduce pain but the
overall belief is that
acupuncture promotes the release of endorphins, the body’s natural pain
blockers. Acupuncture has been found to be an effective method of
managing a number of chronic painful conditions including headaches,
arthritis, pain from shingles, and spastic colon. There is some evidence
that acupuncture may help with the management of fibromyalgia, but this
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is not without debate and more research is needed in this area. While not
considered the primary treatments for pain, both massage and acupuncture
therapies are useful additions to pain management strategies. (see section
11d).
With exercise, it is important to start with very small steps. Swimming is
ideal because not only is there the buoyancy of the water but also the ritual
of changing and having a shower etc., can be relaxing. There is also the
possibility of being very measured in the amount of exercise and
increasing in small steps. For example, for the first time swim one width of
the pool, on the second time one length and then gradually increase the
number of lengths until slowly swimming perhaps 30 lengths. Then slowly
reduce the time to swim that number of lengths. Many patients have found
this a useful strategy.

Clinical Vignette
A woman in her mid thirties with fibromyalgia complained that whenever
she played her musical instrument (the French Horn) she would have a
relapse of her pain and fatigue symptoms. This greatly frustrated her and
had been going on for several years. After adopting the “gradual
swimming technique” for three months she was able to play her French
Horn several times a week with no consequences – something she had
not done in over a decade.

c) Pharmacological Treatments
In previous sections we have reviewed the impact of sleep, mood and
pain on one another. Not surprisingly, medications aimed at treating one
of these conditions can impact the others. Antidepressants for example are
designed to improve mood but have a long history of use in chronic pain
syndromes. Similarly one needs to appreciate the impact of these
medications on sleep to properly individualize a treatment regimen. It is
notable that for some medications a different dose may be required for a
different treatment effect. For example, a commonly used older
antidepressant (amitriptyline) may be helpful for sleep at a dose of 25mg
at night. At 75mg per day there may be pain benefits and this was a
medication that was commonly used in fibromyalgia. At doses of 150mg
and up amitriptyline has an antidepressant effect.
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The two major classes of analgesic medications used in chronic pain
syndromes are non-steroidal anti-inflammatory (NSAID) and Opioid drugs.
They have very different mechanisms of action. NSAIDs are available over
the counter (e.g. Advil, Motrin) and by prescription (e.g. Naproxen). They
inhibit the production of prostaglandins (PG), some of which are
protective but others such as PGE 2 can make nociceptors (pain receptors)
more responsive to painful stimuli. Opioids (narcotics such as morphine
and codeine) bind to receptors located in the peripheral and central
nervous system. They decrease the pre-synaptic release of
neurotransmitters such as substance P and glutamate. Hyperpolarization
of post-synaptic neurons interferes with further propagation of pain
impulses. Endogenous Opioids (endorphins) act on the same receptors
decreasing the sensation of pain.

New ways of helping pain and perhaps improving sleep.
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NSAIDs are seldom used alone in the setting of chronic pain. Opioids are
often used in intractable pain in a variety of conditions
including arthritis. Their availability in long acting oral and
transdermal formulations ameliorates pain but paradoxically
can interfere with sleep. Interestingly morphine was
named after Morpheus the Greek god responsible
for dreams, but REM dream sleep, total sleep
time and slow wave (deep) sleep are reduced
with opioids. One can reasonably hypothesize
that this negative impact on sleep may contribute
to development of tolerance with these agents.
Normally during sleep there is inhibitory activity in a descending pathway
involving serotonin and nor-epinephrine neurons decreasing the perception
of pain. This effectively acts as a barrier or filter for the perception of pain
during sleep. In chronic pain syndromes such as fibromyalgia, decreased
activity in these inhibitory pathways is referred to as disinhibition of pain.
Antidepressants that work by inhibiting re-uptake of both serotonin and norepinephrine (SNRI’s) have proven superior to selective serotonin re-uptake
inhibitors (SSRI’s) in decreasing pain perception, independent of their effect
on mood.
Duloxetine (Cymbalta) is a potent SNRI indicated for the treatment of major
depressive disorder, generalized anxiety disorder, peripheral diabetic
neuropathy as well as fibromyalgia.
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Most antidepressant medications alter sleep architecture by decreasing and
delaying REM sleep. Daytime sedation is more common with the tricyclic
compounds (one category of antidepressants) Sleep promoting
antidepressants such as mirtazapine (Remeron) have become increasingly
popular options targeting sleep and depression simultaneously. Carryover
effects and daytime sedation needs to be closely monitored. Many
physicians use trazodone as a sleep promoting antidepressant. There is little
objective evidence to support the sedating effect of trazodone but certainly a
chemical relative of trazadone, namely nefazodone has sedative properties
but it is no longer on the market because of serious side-effects it caused.
Antiepileptic medications are often used in the management of neuropathic
(damaged nerve) pain. During a seizure there is an abnormal, excessive and
synchronized discharge (firing) of a group of neurons that may spread to
adjacent areas. Medications aimed at preventing seizures stabilize neuronal
membranes by their influence on sodium or calcium channels. Gamma
amino-butyric acid (GABA) is a major inhibitory neurotransmitter.
Gabapentin (neurontin) and Pregabalin (Lyrica) are structural analogs of
GABA and exert their analgesic effect by binding to a calcium channel
subunit protein called alpha-2-delta. This decreases the pre-synaptic release
of neurotransmitters involved in pain processing, substance P and glutamate.
Pregabalin is a much more potent form of Gabapentin (see figure on page
35).
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Older epileptic drugs such as phenytoin (dilantin) and carbamazepine
(tegretol) have been shown to decrease REM sleep. Gabapentin when
combined with other antiepileptic drugs has been shown to increase REM
sleep. Gabapentin increases slow wave sleep and has been successfully
used to treat restless syndrome and periodic leg movements in sleep. This
can lead to improved sleep quality.
Pregabalin (Lyrica) has shown promising results in improving functional
status and pain in fibromyalgia. Among its other indications for use,
Lyrica is approved for pain from diabetic neuropathy and post herpetic
neuralgia.
The use of sleep promoting medications is common in chronic pain.
Benzodiazepines (e.g. clonazepam, oxazepam) are the most commonly
prescribed hypnotic agents. They impact sleep by decreasing sleep
latency, increasing sleep time, and reducing nocturnal awakenings
thereby improving overall sleep duration. Alterations in sleep architecture
however include a reduction of deep sleep which may affect the degree of
restoration from sleep. There is also a reduction of REM sleep. This class
of medications has been shown to exacerbate sleep disordered breathing
likely through its muscle relaxing properties. Various agents in this class
differ in their onset and duration of action. Carryover effect can impact
daytime functioning.
Newer Z-drugs (e.g. zopiclone) bind a subunit of the same Gaba receptor
selectively producing similar sedation but less risk of dependency, abuse
and rebound symptoms on withdrawal. These drugs do not cause some of
the problems of the older benzodiazepines e.g. the respiratory
suppression or the decrease in deep sleep.
Managing chronic pain and sleep issues can be challenging. Medications
are the mainstay of fibromyalgia management in most clinical settings
although there is good support for some behavioral approaches (See
Chapter 7). Careful consideration of combination of different classes of
drugs will lead to an individualized approach. Currently the strongest
evidence in relation to a medication intervention for fibromyalgia rests
with Pregabalin (Lyrica) see figure above and many physicians are taking
note of this shift in prescribing patterns. Behaviour strategies presented in
other sections need to be integrated in the treatment plan for lasting
results.
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d) Alternative Treatments
Complementary and alternative medical (CAM) approaches to health are
increasingly being used by patients. Managing chronic pain requires a
multidisciplinary approach that is open to the use of CAM therapies.
These include manual therapy such as massage, osteopathic and
chiropractic manipulation. There are various energy healing modalities
involving touch including reiki, reflexology and therapeutic touch. Other
approaches include hypnosis, biofeedback and relaxation training;
dietary, nutritional and naturopathic formulations targeting inflammation;
traditional Chinese medicine including acupuncture; and mind body
therapies such as yoga and meditation. Generally these approaches are
often not recognized, under appreciated, and poorly understood by
western trained clinicians. One reason may be that these approaches
seem to have a language of their own. From the patient’s or client’s
perspective a significant concern is the recognition that there can be great
variability of effect with these techniques depending on the training and
skill of the practitioner. In addition some of these modalities deal with
abstract concepts such as ’life force’ and ’consciousness’ that may have a
cultural and spiritual context not appreciated by most clinicians or not
seen as relevant to the process of treating pain.

Some of the products available at a Chinese herb and medicine store
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Interest in these modalities has grown considerably in the general
population.
Clinical curiosity about reported subjective effects has led to extensive
investigation of some modalities to find an underlying biological
mechanism. This is an area of active research and further studies are
necessary to gain a clearer understanding.
Acupuncture is a part of a larger system of healing called traditional
Chinese medicine (TCM). According to TCM, acupuncture is aimed at
influencing the ‘life force’” or ‘Q’i energy that flows in well mapped out
meridians. It is believed that the proper flow of energy in these meridians
leads to health and well being.
In the context of this booklet, the
analgesic properties of
acupuncture are related to the
release of endogenous opioids
(elevated CSF levels of betaendorphin, dynorphin and
met-enkephalin). Studies have
demonstrated a negating effect
of acupuncture analgesia by
naloxone, an opiod receptor
blocker. While TCM views
acupuncture as a healing
modality, western medicine
continues to regard it as an
analgesic treatment.
The effects of acupuncture on
sleep continue to be investigated
by examining the impact on
various neural mechanisms
including GABAergic and
Wire sculpture of Yoga (see page 42)
dopaminergic transmission and
– part of a larger work by Mahla Shapiro.
hormone secretion. In a small
study our group has shown that acupuncture can lead to an increase in
the secretion of melatonin. Melatonin has been demonstrated to have an
effect on mood and the timing of the sleep wake cycle. In this study clear
changes in measured sleep were shown. These two observations
(melatonin change and sleep architecture change) are objective measures
which support the biological effect of acupuncture. Such clear measures in
the pain field are sparse. More research in this area is needed.
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Mind body therapies such as yoga and meditation have been successfully
used in treating anxiety and managing stress. One can hypothesize that
by reducing stress and inducing a state of physical and mental relaxation
we may be able to facilitate sleep. Meditation has also been shown to
reduce anxiety and improve mood. Recognizing the interplay of sleep,
mood and pain it seems reasonable to consider meditation as an
intervention in chronic pain syndromes such as fibromyalgia. Lack of
harmful side effects and the ability to complement conventional
pharmacological and psychological approaches (CBT) makes meditation
an appealing option. Like CBT, meditation has the advantage of
sustainability of positive effects well beyond the treatment period.
Meditation as a discipline has many different forms and is practiced in a
wide variety of settings. One can categorize the various disciplines into
either “focused attention” or “open monitoring” meditation. In focused
attention, the practitioner concentrates on internal events (such as
breathing) or a particular object that may be abstract or concrete. In
comparison, open monitoring involves non-judgmental moment by moment
awareness. Certainly some forms of meditation incorporate both elements.
Meditation achieves a relaxation response by decreasing activity in the
sympathetic nervous system and simultaneously increasing
parasympathetic activity. Apart from experiencing physical relaxation the
goal of meditation is to reduce mental activity (mind chatter) and
ultimately arrive at a level of “thoughtless awareness”. In eastern
traditions this is termed “Nirvichar Samadhi” and considered a separate
(presumably higher) state of consciousness separate from waking,
sleeping and dreaming. Awareness is maintained along with a deep
sense of mental calm. One experiences a deeper aspect of oneself. The
goal of many clinical meditation approaches is to achieve physical
relaxation and thought reduction sufficiently to combat anxiety, relieve
stress and facilitate sleep.
Long term effects attributed to meditation include enhanced concentrative
and attention skills, improved mood and increased resilience to stress and
negative life events (by learning detachment). Detaching from one’s pain
can be valuable in conditions such as fibromyalgia. Meditation has
positive effects after a brief period of practice but is intended to be an
ongoing part of one’s life.
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Mindfulness based stress reduction (MBSR) is a formal 8 week educational
program with weekly classes about stress, cognition and health. Several
formal meditative techniques are taught including body scan meditation,
mindful hatha yoga (stretching and postures) and present moment nonjudgmental awareness (decreasing ruminating thoughts). A half or full day
retreat is held towards the end of the program. Integration of these skills
into everyday life and home practice is encouraged. Studies investigating
the impact of meditation on sleep disturbances have largely been limited
to the MBSR technique and thus far have failed to demonstrate convincing
efficacy.
Another form of meditation developed and currently offered in our
program is based on relaxation produced by opening and balancing the
energy centers of the body known as the chakras. These are foci of
concentrated metaphysical energy situated along the spinal column
according to the Indian Yogic system. According to this system disease
occurs as a result of imbalance due to blockage or over activity in these
centres. Opening and balancing of these centers is achieved by chanting
a sound associated with each chakra. A deep state of relaxation and
internalized attention is produced with this method. The ease of learning
this method and impressive initial results has prompted the investigation of
this form of meditation in a clinical trial.

Meditation Group.
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CHAPTER

12

KEYS TO SUCCESSFUL TREATMENTS
Successful management of an individual with chronic
pain is certainly complex and can be challenging.
Awareness of the interaction of sleep, pain and mood
needs to be increased at the patient and practitioner
level alike. Treatments aimed at one condition can
impact the other conditions in a positive or negative
manner. Certain pain medications for example can
negatively impact sleep and certain antidepressants can alleviate pain.
A thorough history should include inquiry into the physical, mental, and
emotional status of the individual. Self report questionnaires can prove
useful in occupying time in the waiting room and provide valuable
information. Many validated questionnaires are available and are
generally underutilized in the clinical setting.
There is certainly a wide variety and range of treatment options
available as outlined in this booklet. The management plan needs to be
flexible and open to considering treatments outside traditional medicine.
Patients provided with education and information often feel empowered
to make their own choices. Setting realistic goals and expectations
should be a part of the management plan that is reviewed on an
ongoing basis.
Management of chronic pain requires a team of skilled and specialized
practitioners. Some of these specialties are accustomed to
communicating with one another but others fall outside of traditional
medicine. Team work necessarily requires communication and
considerable improvements can be made in this regard. Integration and
coordination of care is a central feature of family medicine.
Many physical, psychological and complementary therapies are not
covered by government or extended insurance plans and this may pose
a financial barrier for access.
Healthy individuals may lack the motivation to exercise on a regular
basis. Prescribing a graduated exercise regimen to patients suffering
from chronic pain, poor sleep, depressed moor and daytime fatigue is
met with greater resistance and reduced adherence. Time spent
successfully motivating an individual to exercise will yield rewarding
results.
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