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Chronic pain
Detailed Explanation of the Proposal
1. ICD Concept Title
a. Fully Specified Name: Chronic pain

2. Classification Properties
a. Parents:    

Primary:      Symptoms, signs, clinical forms, and abnormal clinical laboratory findings

Secondary:  Neoplasms       

                    Diseases of the nervous system             

                    Diseases of the respiratory system      

                    Diseases of the digestive system           

                    Diseases of the musculoskeletal system and connective tissue   

                    Diseases of the genitourinary system

b. Type: to which of the following types does the entity belong?
    Disorder/ Syndrome

    Sign/ Symptom

c. Use / Linearizations:
Use: Primary Care / Clinical / Research.

Linearization(s): Chronic Pain, Morbidity

3. Textual Definition(s)
a. Short Definition: to be used in the print version (100 words or less)
Pain is an unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such damage. Chronic pain is pain that persists or recurs for longer than 3 months.

b. Detailed Definition: to be used in the online version. (no word limit)
Pain is an unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such damage. [1] Often, pain serves as a symptom warning of a medical condition or injury. In these cases, treatment of the underlying medical condition is crucial and may resolve the pain. However, pain may persist despite successful management of the condition that initially caused it, or because the underlying medical condition cannot be treated successfully.

Chronic pain is pain that persists or recurs for longer than 3 months. Such pain often becomes the sole or predominant clinical problem in some patients [1-3]. As such it may warrant specific diagnostic evaluation, therapy and rehabilitation. Chronic pain is a frequent condition, affecting an estimated 20% of people worldwide [4-7].

This code should be used if a pain condition persists or recurs for longer than 3 months.

c. References to the definition used:
All references at the end

4. Terms
a. Base Index Terms: Chronic Pain

b. Base Inclusion Terms: Chronic Pain

c. Base Exclusion Terms: Acute Pain

5. Body System/Structure Description
a. Body System(s): Nervous system

b. Body Part(s) [Anatomical Site(s)]
Chronic pain can be experienced in any body part. Chronic pain may be experienced in multiple body sites, and the painful body sites can vary over time. [8-10]

c. Morphological Properties N/A

6. Temporal Properties
6.1 Age of occurrence:
Chronic pain can affect persons at any age. The prevalence of chronic pain increases with age. [11-13] Assessment of pain can be a particular challenge if the affected persons are incapable of verbally expressing pain. [14, 15]

6.2 Course:
Chronic pain is commonly defined as pain persisting for more than 3 months.

It can be continuously ongoing. It may be recurrent with pain-free intervals or continuous pain with additional pain attacks. [16]

7. Severity of Subtypes Properties
Severity of chronic pain is determined by pain intensity, pain-related distress and interference of the pain with daily activities and participation.

Pain intensity may be assessed verbally or on a numerical or visual rating scale. For the severity coding the patient should be asked to rate the average pain intensity for the last week on an 11-point NRS rating scale (ranging from from 0 ‘no pain’ to 10 ‘worst pain imaginable’) or a 100 mm VAS scale:

Code 1: mild pain (NRS: 1-3; VAS: <31mm)

Code 2: moderate pain (NRS: 4-6; VAS: 31-54mm)

Code 3 :severe pain (NRS: 7-10; VAS: 55-100mm) [17-23]

Pain-related distress is the multifactorial unpleasant emotional experience of a psychological (cognitive, behavioral, emotional), social or spiritual nature due to the persistent or recurrent experience of pain [21]. It may be assessed by asking the person to rate the pain-related distress they experienced in the last week on an 11-point numerical rating scale or a VAS scale from ‘no pain-related distress’ to ‘extreme pain-related distress’ (‘Distress Thermometer’). [24, 25]

Code 0: no distress

Code 1: mild distress (NRS: 1-3; VAS: <31mm)

Code 2: moderate distress (NRS: 4-6; VAS: 31-54mm)

Code 3: severe distress (NRS: 7-10; VAS: 55-100mm)


Pain-related disability

The average functional disability last week as rated by the patient on an 11-point numerical rating scale (NRS: from 0 ‘no interference’ to 10 ‘unable to carry on activities’) or Visual Analog Scale (VAS: 0mm ‘no interference’ to 100mm ‘unable to carry on activities’).

Code 0: no disability

Code 1: mild disability                       (NRS: 1-3; VAS: <31mm)

Code 2: moderate disability                (NRS: 4-6; VAS: 31-54mm)

Code 3: severe disability                    (NRS: 7-10; VAS: 55-100mm)

Overall severity combines the ratings of intensity, distress and disability using a three-digit code: Example: A patient with a moderate pain intensity, severe distress and mild disability will receive the code ‘231’. The severity code is optional.

8. Manifestation Properties
Symptoms and Signs
The main symptom is chronic pain, often associated with distress and/or functional impairment. Further signs may include, but are not limited to, sensory deficits, fatigue, cognitive impairment or emotional symptoms and sleep disturbance.

Diagnostic findings (laboratory / imaging)
Diagnostic findings, if applicable, are specified at the level of pain subtypes.

9. Causal Properties (Basic causes (if known) / causal mechanism):
The causal relationships involved in chronic pain are numerous and overlapping. Frequent initiating factors are cancer or cancer therapy, surgery and trauma, musculoskeletal, visceral and neurological disorders. Biological, psychological (including behavioral, emotional, cognitive and motivational factors) and social factors may contribute to the pain severity and disability.

If pain persists, processes beyond those that initially may have caused the pain become increasingly important and may contribute to pain maintenance (e.g. neural sensitization processes, learning processes) [26, 27]. 

10. Functioning Properties: (How a typical case with the entity is limited in daily functioning (ICF))
The limitations in daily functioning can range from ‘no limitation’ to ‘severe limitations’. Depending upon the type of pain, different aspects of functioning may be affected. More specifically, chronic pain often has a negative impact on sleep, mobility and social interactions. [4] Limitations of functioning may derive from multiple factors ranging from reflex inhibition in the motor system to learned behaviors (e.g. avoidance) and restrictions in social interactions. [28-33]

11. Specific Condition Properties If applicable to particular groups – (biol. sex / related to lifecycle stage)
In general, the prevalence of chronic pain is higher among women than men but the gender ratio varies across different subtypes of chronic pain. [34]

12. Treatment Properties
Chronic pain requires symptomatic treatment as well as treatment of the underlying condition. Pharmacological, surgical, physiotherapeutic, psychotherapeutic and behavioral treatment approaches are effective, but recommendations for specific interventions depend on the pain subtype and cannot be generalized. In many cases, multidisciplinary treatment is warranted [33-35]. Particular care should be taken to minimize the risk of harm. [38, 39]

13. Diagnostic Criteria (Necessary and sufficient criteria)
The pain has persisted or recurred for more than 3 months.

_____________________________________________________________

References
[1] IASP Taxonomy working Group (2011) Classification of Chronic Pain (Second Edition)  [Accessed 25/02/2015 http://www.iasp-pain.org/PublicationsNews/Content.aspx?ItemNumber=1673&navItemNumber=677]

[2] Bonica JJ. (1953) The Management of Pain: With Special Emphasis on the Use of Analgesic Block in Diagnosis, Prognosis and Therapy. Philadelphia: Lea & Febiger.

[3] Treede RD (2013) Entstehung der Schmerzchronifizierung. In: Baron R, Koppert W, Strumpf M, Willweber-Strumpf A (Eds), Praktische Schmerztherapie, 3. Edition, Heidelberg: Springer pp. 3-13

[4] Breivik H, Collett B, Ventafridda V, Cohen R, Gallacher D. (2006) Survey of Chronic Pain in Europe: Prevalence, Impact on Daily Life, and Treatment. European Journal of Pain 10: 287–287.

[5] Goldberg DS, Summer JM (2011) Pain as a global public health priority. BMC Public Health 11:770.

[6] Institute of Medicine (IOM), Relieving Pain in America: A Blueprint for Transforming Prevention, Care, Education, and Research, Washington, DC, The National Academies Press 2011, http://books.nap.edu/openbook.php?record_id=13172.

[7] Gureje O, Von Korff M, Kola L, Demyttenaere K, He Y, Posada-Villa J, Lepine JP et al. (2008) The relation between multiple pains and mental disorders: Results from the World Mental Health Surveys. PAIN 135: 82–91. doi:10.1016/j.pain.2007.05.005.

[8] Carnes D, Parsons S, Ashby D, Breen A, Foster NE, Pincus T, Vogel S, Underwood M (2007) Chronic Musculoskeletal Pain Rarely Presents in a Single Body Site: Results from a UK Population Study. Rheumatology 46: 1168–70.

[9] Rustøen T, Wahl AK, Hanestad BR, Lerdal A, Paul S, Miaskowski C (2004) Prevalence and Characteristics of Chronic Pain in the General Norwegian Population. European Journal of Pain 8: 555–65.

[10] Johannes CB, Le KT, Zhou X, Johnston JA, Dworkin RH (2010) The Prevalence of Chronic Pain in United States Adults: Results of an Internet-Based Survey. The Journal of Pain 11: 1230–39.

[11] Elliot AM, Smith BH, Penny KI, Smith WC, Chambers WA (1999) The epidemiology of chronic pain in the community. Lancet 354: 1248-1252

[12] Blyth FM, March LM, Brnabic AJM, Jorm LR, Williamson M, Cousins MJ. Chronic pain in Australia: a prevalence study. Pain 89: 127–34.

[13] Sjøgren P, Ekholm O, Peuckmann V, Grønbæk M. (2008) Epidemiology of Chronic Pain in Denmark: An Update. European Journal of Pain 13: 287–92.

[14] Zwakhalen SMG, Hamers JPH, Abu-Saad HH, Berger MPF (2006) Pain in elderly people with severe dementia: a systematic review of behavioural pain assessment tools. BMC geriatrics 6: 1-15.

[15] Herr K, Coyne PJ, Key T, Manworren R, McCaffery M, Merkel S, Pelosi-Kelly J, Wild L (2006) Pain Assessment in the Nonverbal Patient: Position Statement with Clinical Practice Recommendations. Pain Management Nursing 7: 44–52.

[16] Freynhagen R, Baron R, Gockel U, Tölle TR (2006) „painDETECT: a new screening questionnaire to identify neuropathic components in patients with back pain“. Current Medical Research and Opinion 22, 1911–20.

[17] Turk D & Melzack R (eds.) Handbook of Pain Assessment 1992, p. 138.

[18] Serlin RC, Mendoza TR, Nakamura Y, Edwards KR, Cleeland CS (1995) When is cancer pain mild, moderate or severe? Grading pain severity by its interference with function. Pain 61: 277–84.

[19] Jensen MP, Turner JA, Romano JM, Fisher LD (1999) Comparative reliability and validity of chronic pain intensity measures. PAIN 83:157-162.

[20] Dworkin RH, Turk DC, Wyrwich KW, Beaton D, Cleeland CS, Farrar JT, Haythornthwaite JA, et al. (2008) Interpreting the Clinical Importance of Treatment Outcomes in Chronic Pain Clinical Trials: IMMPACT Recommendations. The Journal of Pain 9: 105–21.

[21] Farrar JT, Pritchett YL, Robinson M, Prakash A, Chappell A (2010) The Clinical Importance of Changes in the 0 to 10 Numeric Rating Scale for Worst, Least, and Average Pain Intensity: Analyses of Data from Clinical Trials of Duloxetine in Pain Disorders. The Journal of Pain 11: 109–18.

[22] Hoffman DL, Sadosky A, Dukes EM, Alvir J (2010) How do changes in pain severity levels correspond to changes in health status and function in patients with painful diabetic peripheral neuropathy? PAIN 149: 194–201.

[23] Collins SL, Moore RA, McQuay HJ (1997) The visual analogue pain intensity scale: what is moderate pain in millimetres?“ PAIN 72: 95–97.

[24] NCCN (2003) Distress Management Clinical Practice Guidelines in Oncology. Journal of the National Comprehensive Cancer Network 1: 344–344.

[25] Good M, Stiller C, Zauszniewski JA, Anderson GC, Stanton-Hicks M, Grass, JA (2001) Sensation and Distress of Pain Scales: reliability, validity, and sensitivity. Journal of Nursing Measurement 9: 219–38.

[26] Turk DC , Gatchel RJ (2002) Psychological Approaches to Pain Management: a Practitioner’s Handbook (2nd Edition). Guilford, New York..

[27] Flor H, Turk DC (2011). Chronic Pain: An Integrated Biobehavioral Approach. Seattle, WA: IASP Press.

[28] Crombez G, Eccleston C, Van Damme S, Vlaeyen JWS, Karoly P (2012) Fear-avoidance model of chronic pain: the next generation. The Clinical journal of pain 28: 475–83.

[29] Lee KC, Chiu TTW, Lam TH (2007) The role of fear-avoidance beliefs in patients with neck pain: relationships with current and future disability and work capacity. Clinical rehabilitation 21: 812–21.

[30] Nederhand MJ, IJzerman MJ, Hermens HJ, Turk DC, Zilvold G (2003). Predictive Value of Fear Avoidance in Developing Chronic Neck Pain Disability: Consequences for Clinical Decision Making. Archives of Physical Medicine and Rehabilitation 85: 496–501.

[31] Nijs J, Roussel N, Van Oosterwijck J, De Kooning M, Ickmans K, Struyf F, Meeus M, Lundberg M. (2013) Fear of Movement and Avoidance Behaviour toward Physical Activity in Chronic-Fatigue Syndrome and Fibromyalgia: State of the Art and Implications for Clinical Practice. Clinical Rheumatology 32: 1121–29.

[32] Wertli MM, Rasmussen-Barr E, Weiser S, Bachmann LM, Brunner F (2014) The Role of Fear Avoidance Beliefs as a Prognostic Factor for Outcome in Patients with Nonspecific Low Back Pain: A Systematic Review. The Spine Journal 14: 816–836.e4.

[33] Leeuw M, Goossens MEJB, Linton SJ, Crombez G, Boersma K, Vlaeyen JWS. (2007) The fear-avoidance model of musculoskeletal pain: current state of scientific evidence. Journal of behavioral medicine 30: 77–94.

[34] Fillingim RB, King CD, Ribeiro-Dasilva MC, Rahim-Williams B, Riley III JL. Sex, Gender, and Pain: A Review of Recent Clinical and Experimental Findings. The Journal of Pain 10: 447–85

[35] Flor H, Fydrich T, Turk DC (1992) Efficacy of multidisciplinary pain treatment centers: a meta-analytic review Pain 49: 221–30.

[36] Scascighini L, Toma V, Dober-Spielmann S, Sprott H (2008) Multidisciplinary Treatment for Chronic Pain: A Systematic Review of Interventions and Outcomes. Rheumatology 47: 670–78.

[37] Guzmán J, Esmail R, Karjalainen K, Malmivaara A, Irvin E, Bombardier C (2001) Multidisciplinary rehabilitation for chronic low back pain: systematic review. BMJ 322: 1511–16.

[38] Kouyanou K, Pither CE, Wessely S (1997) Iatrogenic Factors and Chronic Pain“. Psychosomatic Medicine 59: 597–604.

[39] Franneby U, Sandblom G, Nordin P, Nyren O, Gunnarsson U. (2006) Risk Factors for Long-term Pain After Hernia Surgery. Annals of Surgery 244: 212–19

Optional specifiers [Extension codes]:
A) Severity (see above 7)
B) Time course (see above 6.2)
Code 1: Persistent / continuous pain

Code 2: Recurrent pain with pain-free intervals

Code 3: Persistent pain with overlaid pain attacks

C) Presence of psychosocial factors

Classify whether positive evidence of psychosocial factors is present:

Psychosocial factors which contribute to the onset, the maintenance or exacerbations of pain or are a consequence of pain can be cognitive (e.g. catastrophizing, fear avoidance beliefs, worry/rumination, hypervigilance), behavioral (e.g. avoidance or endurance behavior, dysfunctional operant processes), emotional (e.g. fear of pain, injuries or illness progression, specific and general health fears, hopelessness/demoralization) or social (e.g. job strain, socioeconomic hardship, lack of social support).
Code 1*: with psychosocial factors

Code 2: without psychosocial factors

Note*: Code 1 requires that evidence for the involvement of such factors is present


Rationale
This submission represents the consensus of the Working Group Pain (Chairmen: Rolf-Detlef Treede and Winfried Rief)

For a fuller explanation of the group and the proposed classification see:
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