
understood basis, we have blocked the tissue hormones 
with aspirin. Now that we have so many more drugs to 
control the release or effects of tissue hormones we can 
achieve considerable pain relief by controlling the tissue 
response to trauma — swelling, inflammation and the 
liberation of chemicals from the damaged cell.

In our age of burgeoning pharmacology we some­
times overlook the value of treatments that restore 
normal function to an area of the body. Ischaemia 
causes pain; is there adequate oxygen supply or nutrient 
supply to the injured part? Disturbed function in one 
area may disturb another area to cause pain. This 
is a very large subject and in large measure it is what 
physiotherapy is about.

The Spinal Cord

Many of the most effective nerve blocks available to 
us are on the spinal cord after the first reception station 
of pain information. These spinal and extradural blocks 

xthat we do offer another possibility of blocking different 
itypes of nerves so that fast pain may be separated from 
slow pain and muscle power can be unaffected while we 
produce graded sensory block. It is valuable to be able 
to do this in the investigation of unusual pain syn­
dromes, and to separate autonomic pain from somatic

^A utonom ically  active drugs are frequently overlooked 
in pain treatment. If you can relieve the spasm of an 
artery in migraine, or of the gut in the summer fruit 
season or of the uterus during menstruation, you relieve 
acute pain integrated at spinal cord level.

O ther drugs reach the spinal cord in the blood 
stream; these the morphine-like drugs are tcchy the 
most important. However, with new understanding of 
the synaptic transmitters involved in pain pathways in 
the spinal cord, new drugs will without doubt be 
developed.
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The Brain

We have drugs that influence the objective response 
but do not serve as good analgesics, rather producing 
sleep, by acting apparently only on the cerebral cortex.

Many of the drugs used in psychiatry have a place 
in treating pain which is not unexpected if you think
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of much mental disease as uncontrolled mental pain.
The euphoriant drugs such as cocaine, benzedrine and 

methedrine, which we are not allowed to  use, have 
profound effects on pain perception, making it less 
important, more bearable.

Antidepressant drugs likewise have an established 
place in treating chronic pain; unfortunately most are 
too slow acting to be of use with acute pain. If one 
looks for a fast acting antidepressant drug one comes 
back to morphine which has been used from time 
immemorial for this purpose.

Amnesic drugs, whilst they may not appear from the 
patient’s response to bring pain relief, are used never­
theless. “Twilight sleep” with scopolamine for “painless 
childbirth” is an example.

W hat should be more fully explored is the use of 
combinations of drugs to suit individuals. Where m or­
phine is insufficient we frequently combine it with 
tranquillizers (diazepam, lorazepam, droperidol) or anti­
depressants such as chlorpromazine and achieve a better 
effect. Still better is to  combine such a combination 
with one of the peripherally acting drugs, such as intra­
venous aspirin.

Anaesthetics probably act in a morphine-like way 
and also affect fast pain perception by producing sleep.

The Response

How much does the adrenaline secretion, or the 
spasm of injured muscle influence pain perception. 
Certainly both are powerful arousal mechanisms of the 
reticular system which is associated with real pain per­
ception. Whilst neither curare nor beta adrenergic 
blocking drugs are regarded as analgesics, they are 
used in drug combinations which makes it look as it 
they might have analgesic effects. Anaesthetists don t 
often think about this. . .

Surely the greatest error we make in treating pain is 
to believe that a single approach must be effective. And 
the second error arises from our inability to measure 
pain in someone else so that we d eceive  ourselves that 
our treatm ent sometimes works better than it in rac

d°If we regard pain as a complex response with path­
ways at all levels from the individual cell to the most 
highly integrated mental function, then we may better 
control it.

P H Y S I O T H E R A P Y

THE PSYCHOLOGY OF PAINf
A. D. MULLER* M.A. (U.P.) D.Lit. et. al. (A.M.S.T.)

IN T R O D U C T IO N

After all the inform ation you have already received 
this morning it would seem unnecessary, perhaps even 
superfluous to add anything else at all, and seeing that 
I am painfully aware of the fact that I will not be 
forgiven if I just reiterate what was said, very elo- 
quently, by previous speakers, I must immediately 
declare’my interests in this matter.

I am participating as a human scientist and as such 
I think that I represent a certain perspective which 
may complement what was already given to you,

* Professor of Industrial Psychology, University of the 
Western Cape. V

f Paper read at Pain Symposium, preceding 13th 
N ational Council Meeting 23 - 27 April 1979.

in that way contributing towards a fuller understanding 
of the vexing problems surrounding he pain pheno­
menon. As a human scientist, a psychologist in my case, 
I hold certain views which may differ in certain respects 
from those already given to you; not in any way 
diametrically opposed, perhaps only certain accents will 
be placed on different aspects.

THE IMPORTANCE OF THE UNITY OF A 
PERSON’S EXISTENCE

Although it is factually so that a hum an being can 
be described in terms of body, mind, or person lang­
uage as Prof. Degenaar in his excellent paper ex­
pounded, this introduces to my way of thinking a 
threat to the full understanding of the unity of a 
person’s existence not as a final product of all the 
separate approaches but as a starting point. Some 
protagonist of the same point of view I hold, once
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facetiously said that if we separate body and soul (as 
psyche and soma, o r whatever other terms we may 
use), then, on the one hand we end up with a soulless 
body and on the other hand with a bodyless soul, in 
other words with a  corpse and a ghost!! “And all the 
king’s horses and all the king's men, will not be able 
____!” etc.

I  must stress the unity of individual experience in 
an immediacy that precedes the scientific need for 
greater specialization and abstraction.

I  think that we must have it quite clear in our 
minds that no individual experiences his pain as being 
either neurological, physiological or psychological but 
just as pain, his pain. Perhaps it is also im portant to 
note that pain as a generality exists only in the minds 
of people talking about it or studying it; real pain, in 
contrast, is always specific, is always the pain of a 
specific hum an being; a person w ith a name and a 
surname; w ith a history and perhaps with a perceived 
future. I t is this suffering person, also being aware of 
the fact that he suffers, that we are concerned with.

THREE MODES OF BEING-IN-THE WORLD

To understand this sufferer we m ust analyse and 
try to understand the background against which this 
individual becomes visible to us. F o r this background 
I would like to use the term ‘world’; a term that Rollo 
May (1961): defines as: “The structure of meaningful 
relationships in which a person exists and in the 
design of which he participates”.

We cannot understand the behaviour of any person 
fully by describing his environment, im portant as it 
may be, as environment constitutes only one mode 
of world to him  — the “world — around” that we 
share with all other “organisms”. This is the world of 
biological determination of birth, ageing, dying, the 
world o f objects around us, the world of natural laws 
and natural cycles, of sleep and wakefulness of desire 
and relief; the ‘world’ into which we are catapulted at 
birth and to which each of us must adjust in some 
way or other.

A part from  this or rather interwoven through this, 
man creates other worlds for himself. Binswanger 
(1942) mentioned two of these:

The world of our being with others: This world is 
constituted by our interrelationships w ith other human 
beings and the structure of meanings designed by the 
interrelationships of the persons in it. In ’■the environ­
ment we talk of adaptation and adjustm ent, but in this 
world-with-others the more appropriate terms is ‘re­
lationship’: the essence of a relationship being that in 
the encounter both persons are changed.

The own-world or private-world: My world of con­
sciousness of my self-awareness, of self relatedness, the 
result of the most intimate and most meaningful of all 
dialogues, my dialogue with myself. This is the realm 
of my self-image, self-esteem and my self-confidence. 
These modes o f world are in their most creative and pro­
ductive forms unique webs of interrelationships, inti­
mately bound up with my ego, as the centre of identity 
and continuity that guarantees my conscious being.

TEMPORALITY

Tem porality is one of the most im portant coordinates 
of the worlds we create; coordinates which assist us in 
determining our position physically and spiritually as 
we travel through life.

Although we of the West have formally chopped 
time up into equal blocks of seconds, hours; o r days, 
we, as a m atter o f fact do not experience time in this 
way; for two people in love tim e flies, for two people

awaiting news about a son declared lost on the Border 
time drags.

F o r the euphoric, happy individual the passing 0r 
time is hardly noticeable, for the depressed individuai 
time stands still, becomes a quagmire. Patients in a 
hospital experience time differently because all, 0r 
most, o f the usual milestones have fallen away and thev 
create new ones that usually become extremely impor. 
tant. We cannot but be struck by the fact that the most 
profound and central human experiences like anger 
joy, depression and anxiety always occur in the dimen’ 
sion o f time. We must therefore understand what the 
meaning of time is for the suffering patient; how he 
relates himself to the tem poral structure of paS( 
present and future where the past is constituted as that 
which lie behind one, closed, unchangeable, history 
open only to m an’s frail and counterfeiting memory- 
the realm of the obsolete, accompanied by guilt re­
morse.

The future on the other hand is constituted by that 
which is still to happen, is therefore completely open 
to the point of unreality. The future is also the realmd 
of hope, expectations and ethical action —  the horizon^ 
of our expectations. When the future is perceived in 
any way as closed or foreshortened, the flow of time 
is turned round and flows back into the past, invariably 
followed by feelings of remorse or shame and guilt 
and eventually a severe depression. The present, that 
illusive point where future passes into past if we do 
not succeed in stopping it. This is only possible through 
consciously acting upon it.

To assist and help a patient in pain one must have 
an understanding of these worlds of the patient, one 
must be able to  grasp how this particular person gives 
meaning to whatever happens around him. It is not 
only im portant, it is imperative.

There are many problems surrounding the pheno­
menon of pain that would, I think, rem ain unanswered, 
if we do not accept the lived world as our point of 
departure, e.g. is pain the opposite of pleasure? or does 
the existence of the masochist who seems to derive 
pleasure from painful experiences put a lie to that? 
How is the thesis of a direct relationship between a 
so-called pain stimulus and pain experience altered by 
phenomena like “ glove anaesthesia” exhibited by a 
hysterical patient and hypnotically induced anaesthesia, 
that in some cases worked so well that people could 
be operated upon.

How do we explain Bakan’s (1968) experiment wherei 
he induced pain in the phantom limb of a patient b \i  
referring to some cause of anxiety in the patient’s 
private social world?

Is it not perhaps possible to explain it, in the light 
of what we have said so far, as follows: This ex­
perience caused the patient to restructure his lived- 
world so that he could meaningfully integrate this new 
information, but being unable to do so successfully 
constrict his existence to the limb (which is not there 
in any case!)?

COPING WITH PAIN

Pain as perceived by the sufferer is determined, not 
only, and perhaps not even primarily, by the quality 
and the quantity of the pain stimulus, but by deter­
minants of behaviour, like background, education, 
culture etc., and, by the ability o r inability of ‘he 
patient to meaningfully integrate this experience into 
his world. .,

In the coping of the patient with his pain one. f ou'ii 
see this as a two-pronged approach that one could c 
a hygiene approach and a growth approach.

Hygiene approach as sugg ested  b y  M elzack  (IV
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“gate-control theory . . . suggests that pain control 
may be achieved by the enhancement of norm al physio­
logical activities rather than their disruption by destruc­
tive, irreversible lesions. In particular it has led to 
attempts to control pain by activation of inhibitory
mechanisms.

This not only refers to aspects like pharm aco­
logical control of pain, or sensory control of pain by 
using anaesthetic blocking agents but also to the psycho­
logical control of pain by means of methods or tech­
niques like

progressive Relaxation (Jacobsen)
Autogenic Training (Schultz) or Concentrative self 

R e la x a tio n  
H y p n o tic  suggestion techniques 
Desensitization techniques
psychotherapeutic relief of anxiety or depression 
All these I refer to as hygiene methods.

Growth methods: There is enough evidence that in terms 
of personality growth better results can sometimes be 
obtained by freeing the patient to face up to the pain 

/^experience. As Maslow (1962: 97) puts it peak expe- 
Triences like pain are usually acute identity experiences,
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i.e. experiences that could assist a person to face up, 
not only to pain, but ultimately to himself, to see him 
for what he really is, to try and live a really authentic 
existence. In such an existence pain would not neces­
sarily be seen as an enemy, but as an opportunity for 
self development and self-enhancement. For after all, 
what would life be like if there was no pain left? No 
headaches when I have drunk too much, no tummy 
aches when I have eaten too much.

If pain as signal, symbol and significance disappeared, 
would not death be near a t hand?
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THE HOLE OF THE RADIOTHERAPIST IN THE CONTROL OF PAINf
H. S. KING* M.B. Ch.B. (Witwatersrand), M.Med. (Radiotherapy) (U.C.T.)

It is a popular misconception that all patients with 
malignant disease die in great pain, in fact, few  patients 
do have this problem. It can be dealt with by radiation
— particularly for bone pain, cytotoxics, and analgesic 
drugs. Regular use of drugs is better than waiting for 
pain to become severe.

I shall be adopting a purely practical approach to 
this subject, as you will have heard, or be going to 
hear, the philosophical, psychological and spiritual 
approaches. I like to think that we are aware of these 
other aspects and are able to help the patient in these 
other spheres, but we are medical personnel faced with 
the practical management of patients with malignant 
disease, and terminal pain and discomfort, 

i  Firstly, I would like to disperse the common belief 
Jthat all patients with malignant disease necessarily die 
in great pain. In only a fairly small proportion of 
patients is severe pain a problem, particularly in the 
terminal stages. Other forms of discomfort and distress 
may often be present, for we do not shuffle off this 
mortal coil all that easily, but even these symptoms 
can be dealt with if handled skilfully.

For patients who do have pain, however, we have 
three specific modalities — radiation, cytotoxics, and 
analgesic drugs.

RADIATION

This is used very often in early disease with curative 
intent, but in late disease it can also be a  very useful 
modality.
Bone metastases
. Breast carcinoma, bronchial carcinoma and gastro­
intestinal carcinomas can all metastasize to bone, and

Radiotherapy D epartm ent, G roote Schuur Hospital 
and University of Cape Town.
Paper read at Pain Symposium, preceding 13th 
National Council Meeting 23 - 27 April 1979.

these are the most common cancers in the Western 
world. In  addition, myeloma, melanoma, thyroid 
tumours and a variety of other tumours may metasta­
size to bone, and I believe radiation to be the most 
effective means of dealing with this type of pain.

Pressure

F or patients in whom pressure on nerves o r other 
organs may cause pain, radiation may be a rapid means 
of alleviating the latter. The nerves involved may be 
the brachial plexus, sciatic nerve, or those in the 
retroperitoneal region. These, being local problems, are 
best treated with a local form of therapy, even in late 
disease.

Enlarged organs

Gross enlargement o r distension of organs due to 
tum our m ay cause severe pain. This m ay be relieved 
by irradiation by reducing the bulk.

CYTOTOXICS

'Cytotoxics can be used in combination with irradia­
tion in all these instances, but they are seldom effective 
on their own except in very sensitive tumours or 
where irradiation has already been used. However, even 
sensitive tumours such as lymphomas and seminimas, 
may need to be treated with irradiation if they have 
metastasised to bone.

ANALGESIC DRUGS

Patients who present a problem with pain may have 
developed a problem because their doctors are fearful 
of addiction. I do not believe that this is a factor in 
patients with severe pain due to malignant disease.
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