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Abstract 

Practical Guidelines are systematically developed recommendations that assist the 

practitioner and patient in making decisions about health care. These recommendations 

may be adopted, modified, or rejected according to clinical needs and constraints and are 

not intended to replace local institutional policies. Practice Guidelines are subject to 

revision as warranted by the evolution of medical knowledge, technology, and practice. 

They provide basic recommendations that are supported by synthesis and analysis of the 

current literature, expert and practitioner opinion, open forum commentary, and clinical 

feasibility data. This article updates the Practice Guidelines for Chronic Pain management. 

The Guidelines recognize that all anesthesiologists or other physicians may not have access 

to the same knowledge base, skills, or range of modalities. However, aspects of the 

Guidelines may be helpful to anesthesiologists or other physicians who manage patients 

with chronic pain in a variety of practice settings. They may also serve as a resource for 

other physicians, nurses, and healthcare providers (e.g., rehabilitation therapists, 

psychologists, and counselors) engaged in the care of patients with chronic pain. They are 

not intended to provide treatment algorithms for specific pain syndromes. 
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Introduction 

Pain has emotional as well as sensory 

component and in chronic pain emotional 

component outweighs the sensory aspect.  

That is why to treat chronic pain is a 

challenge and it becomes important to treat 

sensory and behavioral therapies as well as 

pharmacological interventions. What is 

chronic pain? It is defined as pain 

persisting for more than three to six months 

beyond onset or expected period of healing. 

Somehow American Society Of 

Anesthesiologist(ASA),  and  Task Force 

on pain management defines chronic pain 

as persistent or episodic pain of duration or 

intensity that adversely affects the function 

of well being of the patient, attributable to 

any nonmalignant etiology.  

Lately any pain which extends beyond 

healing period , has low-level of identified 

pathology that inadequately explains the 

presence and/ or extent of pain, disrupts 

sleep or normal activities is considered as 

chronic pain[1].        
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Acute pain if treated inappropriately for 

more than 30 days, become chronic in 

nature.  It goes from peripheral tissues and 

nonciceptors to spinal tissues involving 

central sensitization. As soon tissues are 

traumatized a soup of chemicals is released 

which consists arachidonic acid cascade. 

Releases of nociceptive sensitizers’ viz. 

bradykinins, prostaglandins, cytokines etc. 

sensitize the nonciceptors. & produce pain. 

If tissue or nerve injury remains untreated, 

persistent activation of C-fiber sensory 

nerves sensitizes neurons in dorsal horn of 

spinal cord leading to exaggerated response 

to normal input. Manifestations which 

occur are increased receptive field, 

Hyperalgesia, allodynia. Damage to 

sensory nerves may result to aberrant firing 

which can trigger central sensitization and 

develop into neuropathic pain.  Pain has 

become memory now and neurons have 

that memory. Central sensitization can play 

an important role in many conditions. 

Osteoarthritis, Failed back surgery 

syndrome (Post laminectomy pain 

syndrome), fibromyalgia, mechanical back 

pain are the typical examples of central 

sensitization[2, 3]. Chronic pain is associated 

with depression, anxiety, anger and loss of 

sleep. All of these factors are to be 

identified and treated so that we can have a 

complete concept of relief and not a partial 

attempt of treating pain. Patient should 

never be told that pain is to be taken away. 

To give totally pain relief is anesthesia not 

analgesia. Patient should be made clear that 

intensity and quality of pain will be 

relieved and he will not be made pain free 

[4]. 

Practice guideline 

ASA and  task force on pain management- 

chronic pain management has developed 

guidelines for assisting the practitioners in 

making decisions for better aim 

management.  Purposes of these guidelines 

are to (A) optimize pain control, 

recognizing that a pain-free state may not 

be attainable. (B) enhance functional 

abilities and physical and psychologic well-

being. (C) enhances the quality of life of 

patients. and (D) minimize adverse 

outcomes. These Guidelines focus on the 

knowledge base, skills, and range of 

interventions that are the essential elements 

of effective management of chronic pain 

and pain-related problems. These 

Guidelines apply to patients with chronic 

noncancer neuropathic, somatic (e.g., 

myofascial), or visceral pain syndromes. 

The Guidelines do not apply to patients 

with acute pain from an injury or 

postoperative recovery, cancer pain, 

degenerative major joint disease pain, 

headache syndromes (e.g., migraine and 

cluster), temporomandibular joint 

syndrome, or trigeminal or other neuralgias 

of the head or face. In addition, the 

Guidelines do not apply to pediatric 

patients and do not address the 

administration of intravenous drugs or 

surgical interventions other than implanted 

intrathecal drug delivery systems and nerve 

stimulators. These Guidelines are intended 

for use by anesthesiologists and other 

physicians serving as pain medicine 

specialists. Preparation of these Guidelines 

followed a rigorous methodological process 

. Evidence was obtained from two principal 

sources: scientific evidence and opinion-

based evidence[5]. 

The Task Force recognizes that conducting 

a history and physical examination and 

reviewing diagnostic studies by a physician 

are well established as essential 

components of each patient’s evaluation. 

The consultants, ASA members, and Task 

Force members strongly agree that all 

patients presenting with chronic pain 

should have a documented history and 

physical examination and an assessment 

that ultimately supports a chosen treatment 
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strategy. In addition, they strongly agree 

that findings from the patient history, 

physical examination, and diagnostic 

evaluation should be combined to provide 

the foundation for an individualized 

treatment plan. Although noninterventional 

diagnostic procedures (e.g., diagnostic 

imaging and electrodiagnostic studies) may 

be a critical part of a patient’s evaluation, 

these Guidelines focus specifically on 

interventional diagnostic procedures 

including, but not limited to, diagnostic 

joint block (i.e., facet and sacroiliac), 

diagnostic nerve block (e.g., peripheral or 

sympathetic, celiac plexus and 

hypogastric), provocative discography, or 

neuraxial opioid trials[6]. 

 

I. History Taking and Physical 

examination  

         

A complete pain history includes a general 

medical history with emphasis on the 

chronology and symptomatology of the 

presenting complaint. The data should 

include information about the onset, 

quality, intensity, distribution, duration, 

course and affective components of the 

pain, and details about exacerbating and 

relieving factors. Additional symptoms 

(e.g., motor, sensory, and autonomic 

changes) should be noted. Information 

regarding previous diagnostic tests, results 

of previous treatment, and current therapies 

should be reviewed by the anesthesiologist.  

 

In addition to a history of current illness, 

the history should include (a) a review of 

available records, (b) medical history, (c) 

surgical history, (d) social history, 

including substance use or misuse, (e) 

family history, (f) history of allergies, (g) 

current medications, including use or 

misuse, and (h) a review of systems. Apart 

from this, metabolic state of the patient 

must be assessed Physical examination[7].  

                                                                                

The physical examination: It should 

include an appropriate, directed 

neurological and musculoskeletal 

evaluation, with attention to other systems 

as indicated. Not only the cause(s) of the 

pain, but also the effects of the pain, such 

as physical deconditioning, should be 

evaluated and recorded which provide us 

guideline for the drugs to be used.  

Psychosocial evaluation: The 

psychosocial evaluation should include 

information about the presence of 

psychological symptoms (e.g., anxiety, 

depression, or anger), psychiatric disorders, 

personality traits or states, coping 

mechanisms, and the meaning of the pain. 

Evidence of family, vocational, or legal 

issues and involvement of rehabilitation 

agencies should be noted. The expectations 

of the patient, significant others, employer, 

attorney, and other agencies (e.g., Workers' 

compensation, Social Security 

Administration) also should be 

determined[8,9,10]. 

Impression and differential diagnosis: 
The previous findings should be used to 

determine the possible etiologies and 

effects of the pain.  

II.  Diagnostic Evaluation  

Anesthesiologists treating chronic pain 

should have a working knowledge of the 

utility and interpretation of diagnostic 

evaluations, including diagnostic neural 

blockade, imaging modalities, 

pharmacodiagnosis, electrodiagnosis, and 

laboratory studies. Diagnostic evaluation is 

an essential addition to the history and 

physical examination in the evaluation of 

patients with chronic pain. The treatment 

plan, contingencies, and plan for 

reassessment should be formulated based 
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on these sources of clinical data. Neural 

blockade with local anesthetic, including 

somatic and autonomic blocks, may be 

useful in determining the site and etiology 

of chronic pain. Anesthesiologists have 

unique skills in this area that may benefit 

carefully selected patients. 

Anesthesiologists should personally review 

and interpret diagnostic data when 

clinically indicated[11, 12]. 

III.  Multi modal or Multidisciplinary 

Pain Management 

 

Multimodal interventions constitute the use 

of more than one type of therapy for the 

care of patients with chronic pain. 

Multimodal therapy is defined as 

concomitant use of separate therapeutic 

interventions under the direction of a single 

practitioner to obtain additive beneficial 

effects or reduction of adverse effects. 

Examples include, but are not limited to  a.) 

the use of neural blockade with 

medications, b) rehabilitative therapies 

(e.g., physical therapy) with neural 

blockade or medications, and c) 

medications of different categories. 

Concomitant application of separate 

therapeutic interventions in chronic pain 

management provides effective analgesia. 

Multiple modalities, such as the combined 

use of neural blockade, medications, or 

rehabilitative therapies should be 

considered when analgesia with acceptable 

adverse effects is no longer attained with 

single modalities. Ideally, each modality 

should be administered as appropriate to 

achieve the desired therapeutic effect. A 

multimodal approach may reduce the 

potential for adverse effects arising from 

either escalating frequency or dosage levels 

of a single modality[13, 14]. 

 

Multidisciplinary interventions represent 

multimodality approaches in the context of 

a treatment program that includes more 

than one discipline. For these Guidelines, 

multidisciplinary care includes, but is not 

limited to A) contributions to patient pain 

care by more than one health care 

discipline, B) a process or program of pain 

care by more than one health care 

discipline, or 3) a combination of  Aand B. 

Anesthesiologists offer a unique 

contribution to patient care in the context of 

multidisciplinary chronic pain 

management. Anesthesiologists should be 

involved in patient evaluation, provision 

and interpretation of diagnostic procedures, 

clinical pharmacology, and provision of 

alternative drug delivery methods, 

provision of temporary or long-term neural 

blockade, and provision of 

neuromodulatory techniques. 

IV.  Single Modality Interventions 

 Single modality interventions, as 

components of a multimodality approach to 

pain management, include, but are not 

limited to, the following:  

1. Ablative Techniques: Ablative 

techniques include chemical 

denervation, cryoneurolysis or 

cryoablation, thermal intradiscal 

procedures (i.e., intervertebral 

disc annuloplasty [IDET], 

transdiscal biaculoplasty), and 

radiofrequency ablation. The Task 

Force notes that other treatment 

modalities should be attempted 

before consideration of the use of 

ablative techniques[15,16]. 

2. Acupuncture: Acupuncture 

techniques include traditional 

acupuncture as well as 

electroacupuncture techniques. 

Meta-analytic findings from 

randomized controlled trials 
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comparing traditional acupuncture 

techniques with sham acupuncture 

are equivocal regarding the 

efficacy of acupuncture 

techniques in providing pain relief 

for patients with low back pain. 

Acupuncture may be considered 

as an adjuvant to conventional 

therapy (e.g.,drugs, physical 

therapy, and exercise) in the 

treatment of nonspecific, 

noninflammatory low back pain. 

3. Blocks: Blocks include joint blocks 

and nerve or nerve root blocks. 

Joint blocks include facet joint 

injections (eg: atlanto-axial and 

atlanto-occipital joint injections) 

and sacroiliac joint injections. 

Nerve and nerve root blocks 

include celiac plexus block, 

hypogastric plexus block, lumbar 

sympathetic block and 

paravertebral sympathectomy, 

medial branch block, peripheral 

nerve block, and stellate ganglion 

block and cervical paravertebral 

sympathectomy. Intraarticular 

facet joint injections may be used 

for symptomatic relief of facet-

mediated pain. Sacroiliac joint 

injections may be considered for 

symptomatic relief of sacroiliac 

joint pain.  Celiac plexus blocks 

using local anesthetics with or 

without steroids may be used for 

the treatment of pain secondary to 

chronic pancreatitis. Lumbar 

sympathetic blocks or stellate 

ganglion blocks may be used as 

components of the multimodal 

treatment of CRPS if used in the 

presence of consistent 

improvement and increasing 

duration of pain relief. 

Sympathetic nerve blocks should 

not be used for long-term 

treatment of non-CRPS 

neuropathic pain. Medial branch 

blocks may be used for the 

treatment of facet-mediated spine 

pain. Peripheral somatic nerve 

blocks should not be used for 

long-term treatment of chronic 

pain[17, 18]. 

4. Botulinum Toxin: botulinum toxin 

should be used for myofascial 

pain, piriformis syndrome[19, 20]. 

5. Electrical Nerve Stimulation: 

Electrical nerve 

stimulationtechniques include 

neuromodulation with electrical 

stimulus (i.e., subcutaneous 

peripheral nerve stimulation and 

spinal cord stimulation) and 

transcutaneous electrical nerve 

stimulation (TENS). 

Subcutaneous peripheral nerve 

stimulation may be used in the 

multimodal treatment of Patients 

with painful peripheral nerve 

injuries. Spinal cord stimulation 

may be used in the multimodal 

treatment of persistent radicular 

pain. TENS should be used as part 

of a multimodal approach to pain 

management for patients with 

chronic back pain and may be 

used for other pain conditions 

(e.g., neck and phantom limb 

pain[21]. 

6. Epidural Steroids with or without 

Local Anesthetics: Both 

interlaminar and transforaminal 

epidural steroid administration 

with or without local anesthetics 

report back pain and neck pain 

relief. Consultants, ASA 

members, agree that epidural 

steroid injections with or without 

local anesthetics should be used 
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for radicular pain or 

radiculopathy. They all strongly 

agree that image guidance (e.g., 

fluoroscopy) should be used for 

both interlaminar and 

transforaminal epidural injections. 

The Task Force notes that image 

guidance for transforaminal 

epidural injections represents 

current practice[22, 23]. 

7. Intrathecal Drug Therapies: it 

includes intrathecal neurolytic 

blocks, intrathecal nonopioid 

injections (e.g., steroids, 

ziconotide, local anesthetics), and 

intrathecal opioid injections. 

Intrathecal neurolytic blocks 

should not be performed in the 

routine management of patients 

with noncancer pain. Intrathecal 

preservativefree steroid injections 

may be used for the relief of 

intractable postherpetic neuralgia 

nonresponsive to previous 

therapies. Ziconotide infusion 

may be used in the treatment of a 

select subset of patients with 

refractory chronic pain. 

Intrathecal opioid injection or 

infusion may be used for patients 

with neuropathic pain. Shared 

decision making regarding 

intrathecal opioid injection or 

infusion should include a specific 

discussion of potential 

complications. Neuraxial opioid 

trials should be performed before 

considering permanent 

implantation of intrathecal drug 

delivery systems[23].  

8. Minimally Invasive Spinal 

Procedures: Minimally invasive 

spinal procedures include 

vertebroplasty, kyphoplasty, and 

percutaneous disc decompression 

(e.g., nucleoplasty or coblation) 

may be used for the treatment of 

pain related to vertebral 

compression fractures[24]. 

9. Pharmacologic Management: 

Pharmacologic management for 

chronic pain includes (A) 

anticonvulsants, (B) anti- 

depressants, (C) benzodiazepines, 

(D) N-methyl-D-

aspartate(NMDA) receptor 

antagonists, (E) nonsteroidal anti-

inflammatory drugs (NSAIDs), 

(F) opioid therapy (e.g., oral, 

transdermal, transmucosal, 

internasal, and sublingual), (G) 

skeletal muscle relaxants, and (H) 

topical agents (e.g., lidocaine, 

capsaicin, and ketamine). As part 

of a multimodal pain management 

strategy, extended-release oral 

opioids should be used for 

neuropathic or back pain patients, 

and transdermal, sublingual, and 

immediate-release oral opioids 

may be used. For selected 

patients, NMDA (ionotropic) 

receptor antagonists (e.g., 

neuropathic pain), NSAIDs (e.g., 

back pain), and topical agents 

(e.g., peripheral neuropathic pain) 

may be used, and benzodiazepines 

and skeletal muscle relaxants may 

be considered. A strategy for 

monitoring and managing side 

effects, adverse effects, and 

compliance should be in place 

before prescribing any long-term 

pharmacologic therapy[25- 28]. 

10. Physical or Restorative Therapy: 
This may be used as part of a 

multimodal strategy for patients 

with low back pain and may be 

considered for other chronic pain 

conditions[29]. 
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11. Psychological Treatment: 

Cognitive behavioral therapy, 

biofeedback, or relaxation 

training: These interventions may 

be used as part of a multimodal 

strategy for low back pain and for 

other chronic pain conditions. 

Supportive psychotherapy, group 

therapy, or counseling. These 

interventions may be considered 

as part of a multimodal strategy 

for chronic pain management[30, 

31]. 

12. Trigger Point Injections: Trigger 

point injections may be 

considered for treatment of 

patients with myofascial pain as 

part of a multimodal approach to 

pain management[32]. 

. 

V.  Counseling and Coordination of 

care:  

Anesthesiologists should provide 

appropriate counseling of the patient 

regarding the pain syndrome diagnosis, 

treatment options, rehabilitation, and 

follow-up goals. In addition, the 

anesthesiologist should coordinate care 

with other health professionals, 

rehabilitation and vocational agencies, and 

social and legal entities. Longitudinal 

assessments of outcome should be 

maintained[33]. 

VI.  Periodic Monitoring and 

Measurement of Clinical 

Outcomes:  

Accurate and complete records of pain 

therapies should be maintained. Reports of 

pain made by the patient should be the 

primary source of pain assessment and 

should be obtained at periodic intervals. 

Periodic monitoring may include, but is not 

limited to, a patient's verbal report of 

treatment efficacy, other pain records (e.g., 

pain diaries), and reports of side effects 

associated with pain management. 

Analyses of aggregate outcomes are 

essential to continuous quality 

improvement of chronic pain management 

in the clinical setting. Some patient may 

give higher number in the pain scale in 

anticipation of you lowering their 

medication. 
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