EDITORA

ryyy
FOA

rvevy

niFOA

Centro Universitario
de Volta Redonda

QUESTIONADXT]

BASEADO NA MODERNA
NEUROCIENCIA DA DOR

MESTRADO EM ENSINO EM CIENCIAS DA SAUDE
E MEIO AMBIENTE - MECSMA (UniFOA)

—>INICIAR




-
QUESTIONA[LL]

GU/RaVOFer az QUESTIONADOR COMO PRODUTO EDUCACIONAL

Fisioterapia Integrada

Ol4a, O Quiz QuestionaDor propde um produto de ensino baseado na moderna neurofisiologia da dor. A proposta
se baseia na teoria de aprendizagem significativa (TAS) através de conhecimento prévio do aluno, cognistivismo
proposto pelo tedrico David Ausubel, utilizando subsuncores como ferramenta educacional no ensino da novas
evidéncias em neurociéncia da dor. O Quiz conta com 35 perguntas de multiplas escolhas, onde o aluno possui 4
alternativas, sendo apenas 1 correta. Ao assinalar a respostas correta, conta com uma explanacao mais ampla sobre a
pergunta, dentro do contexto biopsicossocial integrado a educacao em dor (PNE — Pain Neuroscience Education). Ao
assinalar a alterativa errada, contara com um recurso de ensino digital (podcast e/ou video) que o auxilie até a escolha
da alternativa correta, fundamentada em artigos cientificos sobre novos conceitos em dor. O Quiz conta com perguntas
sobre a neurofisiologia da dor aguda e crénica, educacéo em dor, epidemiologia da dor, mecanismos neurofisiolégicos
envolvidos com a dor, classificacdo e sub-classificacdo da dor cronica, avaliacdo moderna da dor e casos clinicos
envolvendo dor. O Quiz foi desenvolvido como produto educacional do Mestrado em Ensino em Ciéncias da Saude e
Meio-Ambiente (MECSMA) da Fundacédo Oswaldo Aranha - Centro Universitario de Volta Redonda— UniFOA.
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PAIN

The revised International Association for the Study
of Pain definition of pain: concepts, challenges,
and compromises

Srinivasa N. Raja®*, Dariiel B. Carr®, Milton Cohen®, Nanna B. Finnerup®®, Herta Flor', Stephen Gibson®,
Francis J. Keefe", Jeffrey S. Magil', Matthias Ringkamp!, Kathleen A. Sluka®, Xue-Jun Song', Bonnie Stevens™
Mark D. Sullivan”, Perri R. Tutelman®, Takahiro Ushida®, Kyle Vader?
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"\ Neuroscience IN PAIN
Education Third Edition
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Teaching People About Pain
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FOR IMMEDIATE RELEASE

World Health Assembly of the WHO Approves 11t Version of the International
Classification of Diseases (ICD-11), Including New Diagnostic Codes for
Chronic Pain
IASP Task Force worked closely with World Health Organization to develop new
classification system of chronic pain for improved patient care and research

WASHINGTON, DC - June 3, 2019 - The World Health Organization (WHO) has
adopted ICD-11, the latest revision of its International Classification of Diseases,
including a new classification system for chronic pain. The decision was made at the
World Health Assembly on 25 May 2019.

PPAIN = »

Do we need a third mechanistic descriptor for
chronic pain states?

Eva Kosek®*, Milton Cohen®, Ralf Baron®, Gerald F. Gebhart”, Juan-Antonio Mico®, Andrew S.C. Rice',
Winfried Rief?, A. Kathleen Sluka"
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GUSTAVO FERRAZ CARDOZO - AUTOR

Graduado em Fisioterapia, Especialista em Fisioterapia Esportiva pelo Conselho Federal de
Fisioterapia e Sociedade Nacional de Fisioterapia Esportiva (COFFITO/SONAFE), Osteopata CO —
Escuela de Osteopatia de Madrid, P6s-Graduado em Fisioterapia Cardiorespiratéria Funcional, Pos-
Graduado em Acupuntura, atualmente cursa o Mestrado Profissional em Ensino em Ciéncias da
Saude e Meio Ambiente (MECSMA) do UniFOA, servidor concursado no municipio de Itatiaia/RJ,
atuante no Centro Municipal de Reabilitacéo e Fisioterapia, Docente dos curso de Pos-Graduagéo em
Fisioterapia Traumato-Ortopédica Funcional do Centro Universitario de Barra Mansa (UBM), Pos-
Graduacdo em Reabilitacdo Musculoesquelética pelo Movimento da Fase Educacional (RPX) e Pos-
Graduacdo em Fisiologia do Exercicio Aplicada ao Treinamento do Centro Universitario Geraldo Di
Biasi (UGB).

CARLOS ALBERTO SANCHES PEREIRA - ORIENTADOR
Graduado em Ciéncias Bioldgicas, Especialista em Bioquimica, Especialista em Hematologia pela UFRJ em 2000,
Mestre em Ciéncia e Tecnologia de Alimentos pela UFRRJ (2001) na area de concentracdo em Microbiologia
Aplicada; Doutor em Biotecnologia Industrial (2007) EEL-USP na area de concentracdo em Microbiologia Aplicada.
Possui experiéncia em Biotecnologia de micro-organismos: estudos com Lactobacillus e seu papel na estimulagcao
da imunidade; Microbiologia Clinica e Médica; Hematologia Clinica e Laboratorial. Docente/Orientador do Mestrado
Profissional em Ensino de Ciéncias da Saude e do Meio Ambiente do UniFOA, programa no qual desenvolve
estudos relacionados ao uso de atividades ludicas como ferramenta para o ensino em Ciéncias Biolégicas e Saude.
Estuda também os aspectos epidemioldgicos de bactérias isoladas de Otites em Cées, e sua relacdo com a
conduta terapéutica e com o ensino médico.
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dor e nocicepcao, podemos dizer que:

sSao sindbnimos:;

sao trajetos da via nociceptiva;

sao fendbmenos distintos;

a dor é determinada pela atividade dos neurdnios sensitivos.
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PAIN

The revised International Association for the Study
of Pain definition of pain: concepts, challenges,
and compromises

Srinivasa N. Raja™*, Daniel B. Garr®, Milton Cohen®, Nanna B. Finnerup™®®, Herta Flor', Stephen Gibson?,
Francis J. Keefe", Jeffrey S. Mogil, Matthias Ringkamp, Kathleen A. Sluka®, Xue-Jun Song, Bonnie Stevens™,
Mark D. Sullivan”, Perri R. Tutelman®, Takahiro Ushida®, Kyle Vader®

] 3 | v Text box 1. IASP definition of pain (1979). Text box 2. Revised IASP definition of pain (2020).
] ' ’ !' ' Pain
' Pain
An unpleasant sensory and emotional experience assoclated with actual o

patental tissue damage, or described in terms of such damage. An unpleasant sensory and emational experience associted with, or

ressermibling that assockated with, actual or potential tissue damapne.
Note
- Notes
Pain Is always subjective. Each Individual leams the application of the word
through experiences related to Injury in early ife. Blologlsts recopnize that « Pain Is always a personal experience that ks influenced to varying
thise stimull whic lamage tiesue. Accordingly, pain deqrees by biological, psychological, and soclal factors.

5 that experience which we associate with actual or potential tissue damape
it 15 unquestionabiy a sensation in a part or parts of the body
always unpleasant and thesefore ai emational expes
which resemble pain, eg, pricking, but an npleasant,

Pain and nociception are

ut it s also snlely from acivity In sensory neurons.

: Through their life experie Indrviduats leam the concept of pain
0 A person's repart of an experience as pain should be respectzd *

called pain. Unpleasant abnormal experiences {dysaesthesiag) may also be Atthough pain usually serves an adaptive rale, It may have adverse

paln but are y. thery may not have the effects on function and social and psycl well-baing.

usual sensory qualities of pain . description ks anly ane of sever haviors to express pain

rent phenamena. Pain cannot be infierred

Mamy people repart pain in the absence of tissue damage or any likety nability to communicate does not negate the possiility that 2 human or
pathophysialopical cause; usually this happens fo cal reasons. a nonhuman animal experiences pain

There ks no way o distinguish their experience tissue damage

if we take the subjective report. if they regard their experience as pain and If Etymology

they repart it in the same ways as pain caused by tissue damape, it should be: Micdle English, from Anglo-French peine (pain, suffering), from Latin poena
accepied as pain. This definition ay ng pain to the stimulus. Activity {penatty, punishment), In tum from Greek poing (payment, penalty, recompense)
induced in the nocic and nociceptive pathways by a nodous stimulus s “The Declaration of Montréal, a document developed during the First Intemiational
nok pain, which is atways a psychological state, even though we may well Pain Summit on Septemiber , states that *ACCESS 10 pain management is
appreciate that pain most aften has a proximeate physical cause a fundamental hurnan right*
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Text box 1. IASP definition of pain (1979). Text box 2. Revised IASP definition of pain (2020).

Pain
Pain
An unpleasant sensory and emotional experience assoclated with actual or
patental tissue damage, or described in terms of such damage. An unpleasant sensory and emational experience associted with, or
ressermibling that assockated with, actual or potential tissue damapne.

Note

- . Notes
Pain Is always subjective. Each individual leams the application of the ward

through experiences related to injury in early ife. Biologists recopnize that « Pain s always a personal experience that is influenced to varying
those stimull which eatse pain are able to damage tissue. Accordingly, pain degrees by biological, psychalogical, and social factors.

s thiat experience which we associate with actual or patential tssus damape Paln and nociception are different phanomena. Psin cannot be infered
it I unquestionabily a sensation in a pant or parts of the salely from acthity In sensory neurons.

always unpleasant and thesefore akso an emational expes Thraugh thelr lfz experie ndividuals keam the concept of pain
which reszmble pain, eg, pricking, but are not unpleasant, A person's repart of an experience as pain shoudd be respected.
caled pain. Unpleasant ahnormal experiences {dysaesthesiag) may also be Athough pain usually senves an adaptive role, It may have adverse
pain but are not necessarlly so because, subjectively, they may not have the effects on function and soclal and psychalogical well-being,

usual sensory qualities of pain _ « Verbal description ks only one of several behaviors to express pain
Many people report pain in the ahsence of tissue damage or any likely

Inahility to communicate does not negate the poesiility that 2 human or

pathophysialopical cause; usually this happens for psychological reasons. a nonhuman animal experiences pain
There ks no way 1o distinguish their experience from LiE 10 tissue damage

N . Etymology
[f we take the subjective report. if they regard their experience as pain and |
they repart it in the same ways as pain caused by tissue damape, it should be: Micdle English, from Anglo-French peine (pain, suffering), from Latin poena
accepied as pain. This definition avoids tying pain to the stimulus. Activity {penatty, punishment), In tum from Greek poing (payment, penalty, recompense)
induced in the nociceptor and nociceptive pathways by a noxdous stimulus i “The Declaration of Montréal, a document developed during the First Intemiational
not pain, which is atways a psychological state, even though we may well Pain Summit on Septemiber 3, 2010, states that *Access ip pain management i
appreciate that pain most aften has a proximeate physical cause a fundamental hurnan right*
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Text box 1. IASP definition of pain (1979).

Pain

An unpleasant sensory and emotional expenence associated with actual or
patental tissue damage, or described in terms of such damage.

Note

Pain Is always subjective. Each individual leams the application of the ward
through experiences related to Injury in early ife. Blologlsts recopnize that
those stimull which cause pain are kable to damage tissue. Accordingly, pain
5 thiat experience which we assockate with actual or potential tissue damage
it Is unguestionably a sensation in a part or parts of the
always unpleasant and therafore also an emotional expes
which resemble pain, ep, pricking, but are not unpleasant,
called pain. Unpleasant abnormal expenences |dysaesthesiag) may also be
paln but are not necessarily o because, subjectively, they may not have the:
usual sensory quakities of pain
Many people report pain in the absence of tissue damage o any likely
pathophysiolopical cause; usually this happens for psychalogical reasons:
There ks no way to distinguish thelr experience fram e 1 tissue damage:
if we take the subjective report. if they regard their experience as pain and If
they repart it in the same ways as pain caused by tissue damape, it should be
accepied as pain. This definition avoids tying pain to the stimulus. Activity
Induced in the nociceptor and nociceptive pathways by a noous stimulus s
not pain, which is atways a psychological state, even thowgh we may well
appreciate that pain most often has a proxdmate physical cause

Text box 2. Revised IASP definition of pain (2020).
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Pain
An unpleasant sensory and emational experience associted with, or
ressermibling that assockated with, actual or potential tissue damapne.

Notes

« Pain |s always a personal expenience that ks influenced to varying

degrees by biological, psychalogical, and social factors.

Pain and nociception are different phenamena. Pain cannot be infiarred

solely from activity In sensory neurons.

Through their life experie Individuats leam the concept of pain

A person's repart of an experience as pain should be respected *

Although pain usually serves an adaptive role, it may have adverse

effects on function and soclal and psychological well-being.

- Vi description is anly ang of sever haviors 1o express pain
Inahility to communicate does not negate the poesiility that 2 human or
a nonhuman animal experiences pain

Etymology

Middle English, from Anglo-French peine {pain, suffering), from Latin poena
{penatty, punishmet), in tum from Greek poing (payment, penalty, recompense).
“The Declaration of Meniréal, 2 document developed during the First intemational
Pain Summit on Septemiber 3, 2010, states that *Access ip pain management i
a fundamental hurnan right*
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Dor e nocicepcéo sao fendmenos diferentes: a experiéncia da
dor ndo pode ser reduzida a atividade nas vias sensoriais.
Segundo a ultima atualizacdo da IASP, dor é: "uma experiéncia
sensorial e emocional desagradavel associada a dano real ou

n £

potencial ao tecido, ou descrito em termos de tais danos "e
muito claro que requer subjetividade, que por sua vez requer

consciéncia e capacidade de avaliar um estimulo / situacao.”
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Text box 1. IASP definition of pain (1979).
Pain

clated with acfual or

An unpleasant sensory and emotional expenan
patential iszue damage, or described in terms

Note

they repart it in th
accepted as pain. Th
I i thi

ng pain to the stimulus. Actiity
nociceptive p; by & niodous stimulus &
a0 thowgh we may well
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Text box 2. Revised IASP definition of pain (2020).

Pain
An unpleasant sensory and emotional experie
ressermibling that assockated with, actual or pot

Notes

« Pain Is always a personal expenience that &

the: concept of pain
uld be respected
It ma

a “Dl"‘.ulTal' animal experien
Etymology
Middle English, from Anglo-French peine {pain, suffering), from Latin poena
{penalty, punishment), in tum from Greek poing {payment, penalty, recompense)
*The Declaration of Montr cument developed during the First international
Pain Summit on Septemiber 3, fates that “Access 1D pain management i
a fundamental hurnan right*
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[ e seu diametro e grau de mielinizagcdo, 0 que determina o seu grau de velocidade de conducao.

periférico capaz de transduzir e codificar estimulos nocivos. sdo basicamente classificados pelo

Existem 2 (duas)classes principaisde nociceptores, sao eles:

Os A-Delta sao mielinizados e de diametro médio, e sdo responsaveis pela transmisséo de dor rapida (5 a 30 m/s—
unimodais, mecanicos e térmicos) e os Tipo C sdo amielinicos e de diametro pequeno, que transmitem a nocicepc¢éo de

formalenta (menor que 1 m/s — polimodais, mecanicos, termicos e quimicos);

Os A-Delta sdo amielinizados e de diametro pequeno, sdo responsaveis pelatransmisséao lenta da dor (menor que 1m/s)

e os Tipo C sao mielinicos e grande diametro e transmitem a nocicepcao de formarapida (5 a 30m/s);

Os A-Gama sao amielinizados e de diametro pequeno, séo responsaveis pelatransmisséo lenta da dor (menor que 1m/s)

e Tipo A séo mielinicos e grande diametro e transmitem a nocicepc¢ao de formarapida (5 a 30m/s);

Os neoespino-talamicos lentos e o paleoespino-talamico rapidos.
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A Nociceptive pain Pain
AUIONOMIC FESPONSS
‘Wencrawal reflox
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Existem 2 (duas) classes principais de nociceptores. Os A-Delta sdo mielinizados e de What is this thing called pain?

didametro médio, e sdo responsaveis pela transmissao de dor rapida (5 a 30 m/s); séo Clifford J. Woolf

Program in Neurobiclogy and Department of Neurology, Children’s Hospital Boston, and Department of Neurobiology,
Harvard Medical School, Boston, Massachusetts, USA

mecanicos e térmicos (unimodal;) havendo ainda uma divisdo em dois grupos funcionais; o
primeiro grupo A-Deltalrespondem a estimulos mecanicos e quimicos e tém alto limiar de Neuronal Circuitl"y for pain
calor, sensibilizando no contexto de lesdo do tecido; € uma via que provavelmente prOCGSSing irl the dorsal horn

respondem a primeira dor a estimulos mecanicos, as fibras do grupo A-Delta2 tem um  Andrew J. Todd

NATURE REVIEWS| NEUROSCIENCE VOLUME 11| DECEMBER 2010 | 823

limiar de calor mais baixo e alto limiar mecanico envolvidas em limiar rapidos de dor por

ANGELO MACHADO

exemplo ao calor; Os Tipo C sdo amielinicos e de diametro pequeno, que transmitem a UG WACHADO HACRIEL

nocicepcdo de forma lenta (menor que 1 m/s); sé&o mecanicos, térmicos e quimicos NEUROANATOMIA
FUNCIONAL

(polimodal); séao classificados néo de forma funcional, mas sim de condicdo molecular com
base nos receptores e a neuroquimica subjacente a sua expressao; levando assim a uma
ampla gama de marcadores estudados com objetivo de definir subpopulacbes neuronais e

correlaciona-las com a propriedade de respostadessesreceptores
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3 —Dor aguda e dor cronica se caracterizam por uma condicao de caracter ECTIEIIIINoor
e .
Al temporal, onde:

Fisioterapia Integrada

dor aguda tém um papel protetor e dor crbnica € uma doenca;

a dor crbnica é uma dor aguda néo curada;

dor aguda e cronica tem um papel protetor;

sao resultados do subproduto da ativacdo das terminagcdes nervosas livres.
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Chronic pain as a symptom or a disease: the IASP
Classification of Chronic Pain for the International
Classification of Diseases (ICD-11)

Rolf-Detlef Treede®*, Winfried Rief®, Antonia Barke®, Qasim Aziz%, Michael |. Bennett”, Rafael Benoliel®,

Milton Cohen', Stefan Evers?, Nanna B. Finnerup™', Michael B. First,, Maria Adele Giamberardino®, Stein Kaasa™",
Beatrice Korwisi®, Eva Kosek®, Patricia Lavand’hommeP, Michael Nicholas®, Serge Perrot’, Joachim Scholz®,
Stephan Schug'", Blair H. SmithY, Peter Svensson™*, Johan W.S. Viasyen’->?*, Shuu-Jiun Wang®®°

PAIN

The revised International Association for the Study
of Pain definition of pain: concepts, challenges,
and compromises

Srinivasa N. Raja®*, Daniel B. Carr®, Milton Cohen®, Nanna B. Finnerup™®, Herta Flor', Stephen Gibson?,
Francis J. Keefe", Jeffrey S. Mogil, Matthias Ringkamp/, Kathleen A. Sluka®, Xue-Jun Song!, Bonnie Stevens™,
Mark D. Sullivan”, Perri R. Tutelman®, Takahiro Ushida®, Kyle Vader®

PAIN

When does acute pain become chronic?

C. Voscopoulos and M. Lema*
Department of Anesthesiology, Critical Care, and Pain Medicine, University at Buffalo, Buffalo, NY, USA

* Corresponding author. E-mail: mlema@buffalo.edu
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Segundo a forca-tarefa da IASP, na publicacao: A revisdo da
Associacao Internacional para o Estudo da Dor, definicao de dor:
conceitos, desafios, e compromissos, foi argumentado que a dor
€ mais do que um sintoma, que a dor cronica pode ser uma
doenca com curso clinico préprio, e dai a definicdo deve refletir
essa perspectiva. A dor aguda tem um papel protetor de
fundamental importancia para nossa homeostase e
sobrevivéncia, nos alertando e impulsionando a preservacao da

integridade do nosso corpo.

PAIN ®

Chronic pain as a symptom or a disease: the IASP
Classification of Chronic Pain for the International
Classification of Diseases (ICD-11)

Rolf-Detlef Treede®*, Winfried Rief®, Antonia Barke®, Qasim Aziz%, Michael |. Bennett”, Rafael Benoliel®,

Milton Cohen', Stefan Evers?, Nanna B. Finnerup™', Michael B. First,, Maria Adele Giamberardino®, Stein Kaasa™",
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A dor pode ou nao ocorrer como resultado de um dano tecidual ou dano potencial do tecido

inervado por nociceptores;

A dor ocorre como resultado de um dano do tecido inervado por nociceptores;

O impacto da dor ndo se estende além da sua percepcéo, e ndo afeta o estado emocional e

social do individuo:;

Nao ha impacto significativo nas atividades das pessoas com dor aguda e crbnica, tanto

recreacionais quanto de vida diaria.
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Nociception, Pain, Negative Moods,

A dor é uma experiéncia complexa e Unica para cada and Behavior Selection

individuo, sendo assim, se relaciona CcOmM enSIN0-  ‘Deparment of Physiciogy

Department of Anasthasia
ADepartment of Physical Medicine and Rehabilitation

aprendizagem ao longo de suas experiéncias durante sua

vida. O impacto da dor se estende além da sua percepcéao,

Descartes, 1644

podendo afetar seu estado emocional e suas relacoes

sociais. A dor é o principal motivo pelo qual uma pessoa

procura atendimento médico. A dor cronica afeta 1/3 da

populacdo mundial e 20% desses individuos relatam dor de

moderada a intensa.
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5 - A educagdao em neurociéncia da dor (PNE - Pain Neuroscience Education) usa a ciéncia SRl T\DOR|
contemporanea da dor para educar oS pacientes sobre a natureza biopsicossocial de sua

experiénciadedor. Os principais desfechos que sdo modificados com a PNE sao:

A catastrofizacao, a ansiedade, a incapacidade e as restricbes de movimento;

A forca, a flexibilidade e tato epicritico;

A hipervigilancia, o equilibrio, a coordenacado motora e restricbes de movimento;

O equilibrio estativo e dinamico, a marcha e tato sensorio-discriminativo.
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Pain Science in Practice; What Is
E Pain Neuroscience? Part 1

MORTEN HOEGH, MSc¢, PhD, PT, EDPF, RISFT!

'nflzsllu

Pain Science in Practice: What Is
Pain Neuroscience? Part 2

% SYNOPSIS: Biomechanical explanations for cological management of musculoskeletal pain.

/ : ’ musculoskeletal pain are abundant and have been  The article also explains the role of diffierent re-
AN e " M used for many years; however, researchers and cli-  captors and how they relate to clinical conditions.

/// (Al YNV ~ { \ - nicians are moving toward neuroscience-based ey nrihan Sparts Phys Ther 2022:52(4):166-168

d/// planafions to stedy and explain them. This article doi-10.251%/ospt 2022 10994
M/

discusses some specific mechanisms, commonly
used in pain medicine, and their somewhat less  KEY WORDS: muscutcskalefal pain, neurcscience,

specific but equally important role in nonpharma-  pain, pain education, pain neurabiology education
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Clinical biopsychosocial physiotherapy assessment
of patients with chronic pain: The first step in pain
neuroscience education

5 “
l I | , { ‘ | ; -\ g
i ' X - Amarins J. Wijma PT, PhD, C. Paul van Wilgen PT, PhD, Mira Meeus PT, PhD &
Jo Nijs PT, PhD

M || R N Revisiting the Provision of Pain Neuroscience Education: An Adjunct '
i \\ \\ , Ll AN ). Intervention for Patients but a Primary Focus of Clinician Education
I ] s
; / M
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The Journal of Pain, Vol 16, No 9 (September), 2015: pp 807-813
Available online at www. jpain.org and www.sciencedirect.com

RESEARCH

EDUCATION

TREATMENT

ELSEVIER

ADVOCACY
Critical Review

Fifteen Years of Explaining Pain: The Past, Present, and Future

G. Lorimer Moseley* " and David S. Butler**

Table 1. Suggested Common Misconceptions and the Accurate Conceptions About EP

Musconcermon

Accurare Concermon

EP is teaching people how to manage their pain, similar to, for
example, coping skills training, relaxation training, goal setting,
or problem solving skills

EP is advising people to move despite their pain

EP is advising people that pain messages are turned up and down
at the spinal cord

EP is describing the pain gate control theory

EP is explaining that central sensitization is causing their pain, and
there are no known cures for central sensitization

EF is reassuring people that the pain they perceive to be there is not
really there at all

EP ks a discrete intervention that can be delivered effectively
alongside treatments based on a structural pathalogy madel

EP relates only to chronic pain, not acute pain
EP throws out bickegy and biomedical models to focus only on the
psychosocial

EP is teaching people about the biological processes underpinning
pain. EP does not include instruction on strategies or skills wath
which to reduce the impact of pain on one's life. EP draws on
instructional design and multimedia principles to present pain
biology information

EP is teaching pecple that pain can be overprotective

EP is teaching people that danger messages are turned up and down
at the spinal cord

EP is teaching people that the brain can tum down the danger
message at the spinal cond

EP is teaching people that their danger transmission system can
become very sensitive, which can lead to more danger messages,
but it is always the brain that decides whether ar not to produce
pain

EP i reassuring people that their pain is completely real even
although the tissue may not be in danger

EP can be effectively provided only under a biopsychasocial
paradigm, which integrates treatment of peripheral and central
naciceptive drivers

EP relates to pain

EP is a pragmatic application of the biopsychosocial model of pain,
which integrates treatment of peripheral and central nociceptive
drivers alongside other contributions to pain
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Os objetivos da PNE sao de diminuir as crencas,

_ _ T o Teaching patients about pain: It works, but what
medos, vieses e mitos sobre dor. Diminuir as limitacées  should we call it?

das atividades e proporcionar conhecimento adequado

Adriaan Louw, Emilio “Louie” . Puentedura & Kory Zimney

sobre dor, facilitando estratégias de enfrentamento e
engajamento. Ela é indicada como ferramenta que

pOd e modificar o conhecimento dos paC|enteS SODre Therapeutic Neuroscience Education, Pain, Physiotherapy and the Pain

Meuromatrix
INTERAMERICAN

seu estado doloroso, alterar e propor novos conceitos Adriaan Louw! & Emilio ] Puentedurs JOURNAL OF

HEALTH SCIENCES

sobre a neurociéncia da dor.
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6 - No livro classico “Explicando a Dor”, David Butler, na secdo 5 intitulada como “lidando com a .7‘

: ” - " g T . - QUESTIONA[LX]
i vida e com a dor”, o autor considera que “lutadores ativos” tratam a dor e muitas outras questdes
GU/ VO FC/raZ . . . ~
Fisioterapia Integrada de saude, melhor que os “lutadores passivos”. Considerando essa proposta do autor, sao

estratégias ativas no engajamento do tratamento:

Aprendersobre o problema, fazer planos, explorar maneiras de se movimentar e explorar e cutucar as

“bordas” da dor;

Explorar maneiras de movimentar, acreditar que a outras pessoas tenham as respostas, esperar que as

coisas acontecam e nao fazer nada;

Tragar planos, repouso, evitar movimentos que cutucam as “bordas da dor” e procurar um profissional do

movimento para comecar 0s exercicios;

Aprender sobre o problema, tracar metas, explorar maneiras de se movimentar e evitar explorar e cutucar as

“bordas” da dor.
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“Enfrentar € a habilidade para identificar, manejar e superar as

questdes que nos estressam. Todos nds temos varias forcas e

. N . Lidando com a vida e com a dor
fraquezas relacionados a forma como lidamos com problemas, £ um milagre que nds todos néo tenharnos dor crénica

porém, todos nds podemos melhorar nossa habilidade de Nt s s s

diariaments com NUMETosas qUestSes PATA SeTem
Enfrentar é a para

Considere s estratégias passivas & ativas que pessoas

empregam pera tentar enfrentar as situagies, Lutadores

ativos tratam & dor ¢ muitas cubras questdes de saide

enfrentamento. NOS usamos 0S mesmos Sistemas corporeos o e e s e b O

para nos proteger da ameaca psicoldgica e fisica. Um modo s e gt B it b e
mais preciso de entender isso é saber que todas as ameacas a “:‘m”‘““"“’”t ;.F:::immmd,.nm.m
serem enfrentadas envolvem processos fisicos e psicolégicos e ————— S

(a mente e o corpo). Considere as estratégias passivas e ativas e o o T

biologia alteradat'. Escrevemas este livro na esperanga de

que ele te ajude neste sentido também

que pessoas empregam para tentar enfrentar as situacoes.
Lutadores ativos tratam a dor e muitas outras questbes de

saude melhor do que os lutadores passivos.”
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7 - Ainda baseado no livro “Explicando a dor” e segundo a PNE (Pain Neuroscience QUESTIO(&E
N\ % Education) entender o quanto puder sobre o que esta causando a sua dor, e néo

S A ICT somente sobre o que poderia fazer em relacdo a ela sdo recomendacdes propostas
pelos autores a IASP. Portanto:

Pessoas sem qualquer treinamento nas profissdes da area da saude ou em biologiapodem compreender a

fisiologiada dor e entender sobre a sua fisiologiadorreduz o valor de ameaca da dor;

Pessoas comformacéo naarea da saude ou biologia devem compreender a fisiologiada dor e entender

sobre a fisiologiada dor pode levar a hipervigilancia aumentando o valor de amaca da dor;

Médicos e fisioterapeutas devem compreender sobre a fisiologiada dor e somente esses profissionais devem
explicar as condi¢cOes para a populacéo, evitando crencas, vieses, nocebos e hipervigilancia sobre a ameaca
de dor;

Fisioterapeutas devem compreender sobre afisiologiada dor e somente esses profissionais devem explicar

as condicOes para a populacao, evitando crengas, vieses, nocebos e hipervigilancia sobre a ameaca de dor.
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Pessoas sem gualquer treinamento nas profissdes de salde ou em
biologia podem compreender a fisiologia da dor. Um dos objetivos de
se entender a fisiologia da dor é facilitar o processo chamado
“aprendizagem profunda”, na qual a informacéao € retida, entendida e
aplicada aos problemas disponiveis. Pode-se pensar que,
simplesmente aprender sobre o que fazer, mas nao aprender o
porqué, € como uma aprendizagem “superficial’, que representa
guando a informacao é lembrada, mas ndo € entendida ou integrada

nas atitudes e crencas.

Uso deste livro

Esta livro tem quatro objetives. Primeire, ajudar a uma
variedade de profisstonais da saide em saber como
explicar a dor; queriamos fornecer uma sonduta do
mundo da neurociéncia basica a clinicos ¢ seus pacientes
Begundo, capacitar pesscas com dor para que estas
entendam mals scbre sua situagio e sintam menos medo
da sua dor. Babsmos que o valor de ameaga da dor
contribul diretamente para a experiéncia de dor, e, ao
informar as pessoas sobre o que realments esta
acontecends dentro delas, podemos reduzir ssta ameaga.
Terceiro, ajudar as pessoas com dor & agueles que fazem
parte da vida destas a fazer escolhas melhores em relagho
aos seus tratamentos. E por dltime, apressntar modelos
modernos de trataments & fornscer o tratamento sssencial

para superar a dor e retornar a uma vida normal

© livro € planejado para ser usado comeo wmn manual por
clinicos & fim de axplicarsm dor acs saus paclentes como
um livro de consulta e pesquisa, para ser lido de forma
conjunta pele clinico & pactents; como parte de um
programa de tratamento multidisciplinar cognitivo-
comportamental da dor; ou para o paciente Usar como Wm

reCursc domiciliar

Vooé encontrara conforme 1€, pequencs nimeros
espalhados no meio do texto. Estes estho relacionados as
referénoias para leitura ou a fontes hibliograficas, nas quails
ensontramos & informachs usada no texto. As referéncias
estic listadas em ordem numérica na pigine 128
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Os principlos apresentados neste lives sdo
particularmente condizentes com dores crdnicas nio-
especificas (ex. lombalgia, dor no cotovelo). Mo entanto,
podem ser estendidos acs estados de dor comeo agueles
provenientes da artrite reumatdide & serem usados em
conjunto com outras estratégias de tratamento

Achamos gque uma das qualidades deste livre ¢ que
gualquer um que sofre de der persistents, ou que tenha
uma pessoa amada, um colege ou amige gue também sofra
deste tipo de dor, possa benefloiar-se dirstaments com o
uso dests livro. O beneficio serd maler quando houver
instrugio de um clinico informado, quando necessirio.

Finalmeénte, esperamos que os profissionais da sadds
achem sste Ivro, a visio da dor, o tratamento da mesma, &
a forma como eles si0 apresentados, Gteis, conforme
tantam integrar a clénsia moderna da der na terapls. Todo
esforgo fol feite pare utilizarmos referéncias cientificas,
relevantes & atualizadas. A literatura nesta drea  vasta,
por isso selecionamos a mais epresentativa. Existe
também wmns lists de lvros relevantes ‘de ficil lettura’ no
final do livro na pagins 139

Lorimer ¢ David
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Brasil tem predominancia de género, regido demografica € mecanismo

neurofisioldgico. Sendo estatisticamente apresentados:

62,50% dos adultos do sexo feminino, sudeste e mecanismo neuropatico;

45,59% dos adultos do sexo feminino, centro-oeste e mecanismo nociceptivo;

42% adultos sem predominancia de sexo, centro-oeste e mecanismo nociplastico;

40% dos adultos e 12% de criancas e adolescentes, nordeste e mecanismo

neuropatico;
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Prevaléncia de dor cronica no Brasil: revisao sistematica | . sad

Prevalence of chronic pain in Brazil: systematic review

Débora Pinheiro Aguiar', Cleanis Pereira de Queiroz Souza’, Wania Justina Miranda Barbosa', Francisco Fleury Uchoa Santos-
Janior'#, Anamaria Siriani de Oliveira®

Prevalence of Chronic Pain, Treatments,
Perception, and Interference on Life Activities:
Brazilian Population-Based Survey

Juliana Barcellos de Souza,"* Eduardo Grossmann,™ Fain Research and Management
Dirce Maria Navas Perissinotti,”* Jose Oswaldo de Oliveira Junior,™ Violume 2017, Article I} 4643830, 9 pages
Paulo Renato Barreiros da Fonseca,™ and Irimar de Paula Posso™’ hllp:i:."-'-lﬂi.nrg 1OLL 155/ 200 7 f464 3830
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Prevakéncia
Macional:

?7?

2 artigos
abrangaranm
todo o taritério
brasileiro
57 58%

[ 2 artigos - s6.25%

4 antigos - 51,73% |

| 1 antigo - 20.3%

6 artigos - 41,58% |

[ 2anigos - 49,2%
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—

Prevalence of chronic pain in Brazil: systematic review

Débora Pinheiro Aguiar', Cleanis Pereira de Queiroz Souza', Wania Justina Miranda Barbosa', Francisco Fleury Uchoa Santos-
Janior'2, Anamaria Siriani de Oliveira®

Prevalence of Chronic Pain, Treatments,
Perception, and Interference on Life Activities:
Brazilian Population-Based Survey
Juliana Barcellos de Souza,"* Eduardo Grossmann,™

Dirce Maria Navas Perissinotti,”* Jose Oswaldo de Oliveira Junior,™ Volume 2017, Article ID 4643830, 9 pages
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Esses estudos tiveram como objetivo estimar a prevaléncia de dor crbnica no

Brasil, descrever e comparar as diferencas entre tipos e caracteristicas da dor,

Prevaléncia

identificando os tipos de terapias adotadas e o impacto da dor na vida diaria dos oo

4559%

brasileiros. A maioria das pessoas recorrem a especialistas nas areas de ortopedia,

reumatologia e neurologia. Apresentam também uma prescricio ampla de

analgésicos e anti-inflamatorios para tratamento da dor. O estudo mostrou que a dor

crbnica no Brasil afeta 45,59% dos adultos, com predominancia do sexo feminino, 2atigns
Abrangaraim
oA 0 o q a_o Z o q 0 0 tedo o tarrité
com predominancia de possivel mecanismo neurofisioloégico nociceptivo e maior brasieio
57.58%

prevaléncia de acometimento em regidao de coluna lombar. A Sociedade Brasileira
para o Estudo em Dor (SBED) propde uma campanha nacional pelo tratamento e
controle da dor aguda e cronica. O projeto brasil sem dor da SBED, visa um manejo

educativo pela alta prevaléncia de acometimentos da doenca em nosso territorio.
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Fisioterapia Integrada

propuseram 3 (trés) dimensdes da dor, séo elas:

Sensorial, discriminativa e interpretativa;

Avaliativa, discriminativa e perspectiva;

Afetiva-motivacional, cognitivo-avaliativa e sensorio-discriminativa;

Sensorio-discriminativa, avaliativa-interpretativa e afetivo-interpretativa.
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l‘nl rroOWLEM OF rAiN, since the beginning of the century, has been
dominated by the concept that pain is a sensory experience, Yet pain has a

unigue, distinctly unpleasant, aftective quality that differentiates it from

sensory experiences such as sight, hearing, or ouch, It becomes overwhelm

ing, demands immediate attention, and disrupts ongoing  behavior and
thought Tt motivates or drives the organism into activity aimed at stoppy
the pain as quickly as possible, To consider only the sensory fea
pain, and ignore its motivational and affective properties, is «
part of the problem, and not even the most important po
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SENSORY, MOTIVATIONAL, AND CENTRAL
CONTROL DETERMINANTS OF PAIN

Melzack e Casey, em 1968 relacionaram 3 dimensfes ao universo da dor. A palavra A New Conceptual Model*

“dor” € um rétulo, uma categoria, significando uma infinidade de experiéncias Unicas

2 Bl

IIII rROULEM OF rAIN, since the beginmi
{

m

e diferentes. A dor varia ao longo da vida, tanto pela dimensdo sensitivo-
discriminativa, quanto pela dimensdes afetivo-motivacionais. A magnitude ou
intensidade ao longo dessas dimensdes € influenciada por atividades cognitivas. Se
a lesdo ou qualquer outa entrada nociva falha em evocar o impulso aversivo, a
experiéncia ndo pode ser rotulada como dor. os autores, consideram que a dor é
uma funcao de interacdo das 3 dimensdes e ndo pode ser atribuida a nenhum deles
isoladamente. Claramente, cada uma dessas areas do sistema nervoso central
envolvidas na experiéncia total da dor tem fungdes especializadas. Dentro desse
modelo, essa “fungéo” ndo reside em nenhuma area. Em vez disso, cada porcéo

especializadado cérebro contribui para a experiéncia e a respostacomo um todo.
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A 10 - O componente sensorio-discriminativo abrange:

Fisioterapia Integrada

Intensidade e qualidade da dor;

Intensidade e duracao da dor;

Intensidade, qualidade, impacto e duracao da dor;

Intensidade, localizacéo, qualidade e durac&o da dor.
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128 Skin Senses

multimodal information, past experience, and probability of outcome of
ditferent response strategies. We assume, moreover, that all three forms of
activity influence motor mechanisms responsible for the complex pattern of

overt responses that characterize pain

The Sensory Determinants

Physiological afjd behavioral studies suggest that fflhe sensory-discrimin

itive dimension o = »y the neospinothal-
imic projection system, Neurons in the ventrobasal thalamus, which receive
a large portion of its afferent Hlow, show discrete som otopic organization
(Poggio and Mountcastle, 1963) even alter dorsal column section (Perl and
Whideck, 1961) . In clinical studies, Cook and Browder (1965) have shown

that surgical section of the dorsal columns, long presumed to subserve vir

tually all of the discriminative capacity of the skin sensory system, produced
oint discrimination and localization in seven

no I-<| 1
patients. Moreover, Semmes and Mishkin (1965) found that monkeys with

cortex show marked dehicits in form and rou

lesions of the sensorime
ness discriminations on the ipsilateral side. Since the cortical input from the
dorsal column-lemmniscal pathway is almost entirely contralateral, the dehcit
ction of the neo

appears to be atvibutable to injury of the cortical pre
Ly

These data, taken together, suggest that the neospinothalamic projec

wess information about the

iom of the Tecell output has the cipacity to pl

patial, temporal, and magnitade properties of the input. This capacity, tof

e sure, may be stron mfluenced by, and in part dependent upon, the

fumpamedial lemniscal system which projects to the

wtivity of the dorsal ¢
lorsal horns (Ramon y Cajal, 1952) and the ventrobasal thalamus. We pro
wose, then, that the selection and modulation of the sensory input during
ransmission through the neospinothalamic projection system provide the)

weural basis for the sensory-discriminative dimension of pair

w Motvanonal Determinants

I'here is reason to believe that the brain stem reticular formation and

QU ESTI ONA DOR POD< AST the limbic system, which receive projections from the paramedial ascending
system, are responsible for the aversive drive and affect characteristic of

pamn I'he term "p.num(i..n] ascending system™ is used in this paper to refes

to the spinoreticular, spinomesencephalic, and paleospinothalamic compo
nents of the anterolateral somatosensory pathway. The paramedial ascending
system and the structures with which it connects are not organized to pro
vide discrete spatial or temporal information. There s litde or no evidence
for spatial information transter to the reticular formation (Amassian and

DeVito, 1954; Bach-y-Rita, 1964; Bell, Sierra, Buendia, and Segundo, 1964)
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multimodal information, past experience, and probability of outcome of
ditferent response strategies. We assume, moreover, that all three forms of
activity influence motor mechanisms responsible for the complex pattern of

overt responses that characterize pain

The Sensory Determinants

Physiological and behavioral studies suggest that the sensory-discrimin

ve dimension of pain is subserved, at least in part, by the neospinothal-

nic projection system. Neurons in the ventrobasal thalamus, which receive

¥y ¥
y and Mountcastle, 1963) even after dorsal column section (Perl and

(Poy

Whitlock, 1961) . In clinical studies, Cook and Br

wder (1965) have shown

that surgical section of the dorsal columns, long presumed to subserve vir

tually all of the discriminative capacity of the skin sensory system, produced

no pet ent chang

point discrimination and localization in seven
patients. Moreover, Semmes and Mishkin (1965 found that monkeys with
lesions of the sensorimotor cortex show marked dehcits in form and rough
ness discriminations on the ipsilateral side. Since the cortical input from the
dorsal column-lemmniscal pathway is almost entirely contralateral, the dehcit
appears to be atvibutable o injury of the cortical projection of the neo
spinothalamic system

These data, taken together, suggest that the neospinothalamic projec
tion of the T-cell output has the cipacity to process information about the
spatial, temporal, and magnitade properties of the input. This capacity, to

be sure, may be stror mfue

wed by, and in part dependent upon, the

activity of the dorsal columnpmedial Temniscal system which projects to the

dorsal horns (Ramon y Cajal, 1952) and the ventrobasal thalamus, We pro
s then, that the selection and modulation of the sensory input during
wransmission through the neospinothalamic projection system provide the

neural basis for the sensory-discriminative dimension of pair

The Motivational Determinants

A

>N

—

I'here is reason to believe that the brain stem reticular formation and

the limbic system, which receive projections from the paramedial ascending
system, are responsible for the aversive drive and affect characteristic of

pain, The term “paramedial ascending system™ is used in this paper o refer

to the spinoreticular, spinomesencephalic, and paleospinothalamic compo

——

nents of the anterolateral somatosensory pathway. The paramedial ascending

system and the structures with which it connects are not organized to pro

vide discrete spatial or temporal information. There s litde or no evidence
for spatial information transter to the reticular formation (Amassian and,
DeVito, 1954; Bach-y-Rita, 1964; Bell, Sierra, Buendia, and Segundo, 196,
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multimodal information, past experience, and probability of outcome of
ditlerent response strategies. We assume, moreover, that all three forms of
activity infliuence motor mechanisms responsible for the complex pattern of

overt responses that characterize pain

The Sensory Determinants
Physiological and behavioral studies suggest that the sensory-discrimin
itive dimension of pain is subserved, at least in part, by the neospinothal-
umic projection system. Neurons in the ventrobasal thalimus, which receive
a large portion of its afferent flow, show discrete somatotopic organization
(Poggio and Mountcastle, 1963) even after dorsal column section (Perl and

Whitoeck, 1961) . In clinical studies, Cook and Browder (1965) have shown

that surgical section of the dorsal columns, long presumed to subserve vir
tually all of the discriminative capacity of the skin sensory system, produced
no permanent change in two point discrimimation and localization in seven
patients. Moreover, Semmes and Mishkin (1965) found that monkeys with

lesions of the sensorimotor cortex show marked dehicits in form and rough

ness discriminacions on the ipsilateral side. Since the corti input from the

dorsal column-lemniscal pathway is almost entirely contralateral, the dehcit

appears to be atvibutable to injury of the cortical projection of the neo

AINLIC Systetn

spinothy

wse data, taken together, suggzest that the

wospinothalamic projec
tiom of the Tecell output has the capacity to process information about the

spatial, temporal, and magnitude properties of the input. This capacity, to

be sure, may be strongly influenced by, and in part dependent upon, the
activity of the dorsal column-mediul lemniscal system which projects to the
dorsal horns (Ramon y Cajal, 1952) and the ventrobasal thalamus, We pro
pose, then, that the selection and modulation of the sensory input during
wransmission through the neospinothalamic projection system provide the

neural basis for the sensory-discriminative dimension of pait

The Motivational Determinants

I'here is reason to believe that the brain stem reticular formation and
the limbic system, which receive projections from the paramedial ascending
system, are responsible for the aversive drive and affect characteristic of
pain, The term “paramedial ascending system™ is used in this paper o refex
to the spinoreticular, spinomesencephalic, and paleospinothalamic compo
nents of the anterolateral somatosensory pathway. The paramedial ascending

system and the structures with which it connects are not organized to pro

vide discrete spatial or temporal information. There is litde or no evidence
for spatial information transfer to the reticular formation (Amassian and
DeVito, 1954; Bach-y-Rita, 1964; Bell, Sierra, Buendia, and Segundo, 196
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Chapter 20

SENSORY, MOTIVATIONAL, AND CENTRAL
CONTROL DETERMINANTS OF PAIN

Estudos fisiologicos e comportamentais sugerem quem a g s

dimensao sensorio-discriminativa da dor é atendida, pelo menos T raoma or v, sice e eganig o the cony, s e

domnated by the concept that pain is a sensory experience, Y&t pain has a

unique, dotnctly unpleasant, aftective quality that g
sensory experiences such as sight, hearing, or

em parte pela projecao da via neoespinotalamica. Neuronios no o Ao S o

the pain as quickly as
pan, and agnore

part of t

talamo, em sua parte ventrobasal, recebem em grande parte seu
fluxo aferente e apresentam discreta organizacdo somatotopica.
Os autores prop6em entdo, que a selecdo e modulacao do input
sensorial durante transmissao através do sistema de projecéo
neoespinotalamico fornecem a base neural para a dimensao

sensitivo-discriminativa da dor. e
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LA 11 - O componente afetivo-motivacional abrange:

Fisioterapia Integrada

O sofrimento do individuo relativo a dor;

O impacto da experiéncia agradavel, desagradavel e criativa no individuo;

O impacto da relacédo emocional e psicologica da dor no individuo;

O impacto da relacdo complexa psicofisica na forca de vontade no individuo.
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Fatores que contribuem para padrbes de
atividades geradas pela neuromatriz, que
compreende as areas sensoriais, afetivos
e cognitivos. Os padrdes de saida da
neuromatriz produzem multiplas
dimensbes da experiéncia de dor, bem
como respostas homesostaticas e
comportamentais concomitantes.

INPUTS TO BODY-SELF
NEUROMATRIX

COGNITIVE-EVALUATIVE
Tonic input from brain  Phasic input f

(cultural learning, past  brain (attention, ‘

experience, personality expectation,
variables) anxiety, depre

ESQUEMA E TENTE OUTRA VEZ!

BODY-SELF
NEUROMATRIX

rom
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OUTPUTS FROM BODY-SELF
NEUROMATRIX

PAIN PERCEPTION
Cognitive-evaluative dimension
Sensory-discriminative dimension
Motivational-affective dimension

(including feelings of stress)

SENSORY-DISCRIMINATIVE
Phasic cutaneaous  Visceral input
sensory input
Tonic somatic input other sensory

i t5 datorias)

Visual, vestibular and

»/

input

ACTION PROGRAMS
Involuntary action patterns
Voluntary action patterns
Social communication
Coping strategies

MOTIVATIONAL-AFFECTIVE
Hypothalamic-pituitary-adrenal system
Noradrenalin-sympathetic system
Immune system
Cytokines

Endogenous opiates; limbic system

time

STRESS-REGULATION PROGRAMS
Cortisol level
Noradrenalin levels
Cytokine levels
Immune system activity
Endorphin levels

time _

Y

Y
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Pain and the Neuromatrix in the Brain

Ronald Melzack, Ph.D.

Abstract: The neuromatnix theory of pain proposes that pain 15 a multidimensional expenience produced by characteristic
“neurnsignature” patterns of nerve impulses generated by a widely distnibuted neural network—the “body-self neuromatrix™—in
the brain. These neurosignature patterns may be inggered by sensory inputs, but they may also be generated independently of
them. Acute pains evoked by bnet noxious inputs have been meticulously mvestigated by neuroscientists, and their sensory
transmission mechanisms are generally well understood. In contrast, chronic pain syndromes, which are often charactenized by
severe pain associated with hittle or no discermible injury or pathology, remain a mystery. Furthermore, chronic psychological or
physical stress is often associated with chronic pain, but the relationship 1s poorly understood. The neuromatrix theory of pamn
provides a new conceptual framework to examine these problems. It proposes that the output patterns of the body-selt
neuromatrix activate percepiual, homeostatic, and behavioral programs after injury, pathology, or chronic stress. Pain, then, =
produced by the output of a widely distnbuted neural network in the brain rather than directly by sensory input evoked by injury,
intlammation, or other pathology. The neuromatrix, which 1s genetically determined and moditied by sensory expenence, 1s the
prmary mechanism that generates the neural pattern that produces pain. Its output pattemn i1s determined by multiple influences,
of which the somatic sensory input 15 only a part, that converge on the neuromatrix.

Dir. Melzack is Professor Emeritus, Department of Psychology, McGill University. Direct correspondence and requests for
reprints to him at Department of Psychology, Mc(nll Umversity, 1205 Dr. Penfield Avenue, Montreal, Quebec, Canada H3A
1B1; 514-393-60%4 phone; 514-398-45% fax; rmelzackizego psych.megill.ca.
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Pain and the Neuromatrix in the Brain

Ronald Melzack, Ph.D.

Abstrace: The neuromatrix theory of pain proposes that pain is a multidimensional experience produced by characteristic
“neurosignature” patterns of nerve impulses generated by a widely distributed neural network—the “body-self neuromatrix™—in
the brain. These neurosignature patterns may be triggered by sensory inputs, but they may also be generated independently of
them. Acute pains evoked by brief noxious inputs have been meticulously investigated by neuroscientists, and their sensory
transmission mechanisms are generally well understood. In contrast, chronic pain syndromes, which are often charactenized by
severe pain associated with hittle or no discermble injury or pathology, remain a mystery. Furthermore, chronic psychological or
physical stress is often associated with chronic pain, but the relationship is poorly understood. The neuromatrix theory of pain
provides a new concepiual framework to examine these problems. It proposes that the output patterns of the body-self
neuromatrix activate percepiual, homeostatic, and behavioral programs after injury, pathology, or chronic stress. Pain, then, s
produced by the output of a widely distnbuted neural network in the brain rather than directly by sensory input evoked by injury,
inflammation, or other pathology. The neuromatrix, which is genetically determined and modified by sensory expenence, is the
primary mechanism that generates the neural pattern that produces pain. Its output pattem i1s determined by multiple influences,
of which the somatic sensory input is only a part, that converge on the neuromatrix.

Dir. Melzack is Professor Emeritus, Department of Psychology, McGill University. Direct correspondence and requests for
reprints to him at Department of Psychology, MeGill University, 1205 Dr. Penfield Avenue, Montreal, QQuebec, Canada H3A
1B1; 514-398-6084 phone; 514-398-48% fax; rmelzackizgego.psych.megill.ca.
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Fisioterapia Integrada

O componente afetivo-motivacional esta relacionado ao
sofrimento relativo a dor. Interagem com as areas do sistema
limbico do sistema nervoso. Os multiplos determinantes da dor
iIncluem o sistema de regulacdao do estresse, com seu
complexo e delicado equilibrio, & parte integrante das multiplas
condicbes que origem a dor crbnica. Melzack propde ainda no
estudo “Pain and the Neuromatrix in the Brain” que a expansao
do campo da dor para incluir a parte neuro-hormonal,
endocrinolégica e imunologica, podem levar a novos caminhos

no universo da avaliacao e tratamento da dor.
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Pain and the Neuromatrix in the Brain

Ronald Melzack, Ph.D.

Abstract: The neuromatrix theory of pain proposes that pain 15 a multidimensional expenience produced by characteristic
“neurnsignature” patterns of nerve impulses generated by a widely distnbuted neural network—the “body-selt neuromatric™—in
the brain. These neurosignature patterns may be tnggered by sensory inputs, but they may also be generated independently of
them. Acute pains evoked by brief noxious inputs have been meticulously imvestigated by neuroscientists, and their sensory
transmission mechanisms are generally well understood. In contrast, chronic pain syndromes, which are often charactenized by
severe pain associated with hittle or no discermible injury or pathology, remain a mystery. Furthermore, chronic psychological or
physical stress 15 often associated with chronic pain, but the relationship 1s poorly understood. The neuromatrix theory of pamn
provides a new conceptual framework to examine these problems. It proposes that the output patterns of the body-selt
neuromainx activate perceptual, homeostatic, and behavioral programs atter injury, pathology, or chronic stress. Pain, then, =
produced by the owtput of a widely distnbuted neural network in the brain rather than directly by sensory input evoked by injury,
inflammation, or other pathology. The neuromatrix, which is genetically determined and modified by sensory expenence, 1s the
primary mechanism that generates the neural pattern that produces pain. Its output pattern 1s determined by multiple influences,
of which the somatic sensory input is only a part, that converge on the neuromatrix.

Dr. Melzack 15 Professor Emeritus, Department of Psychology, McGnll University. Direct correspondence and requests for

reprints to him at Department of Psychology, Me(nll University, 1205 Dr. Penfield Avenue, Montreal, Quebec, Canada H3A
1B1; 514-398-6084 phone; 514-398-459 fax; rmelzackizego.psych.mcgill.ca.
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GU/XAVOFR/raz 12 - O componente cognitivo-avaliativo abrange:

Fisioterapia Integrada

Contextualizacdo da dor relacionada ao momento atual de ensino-aprendizagem da

sensibilidade;

Contextualizacdo da dor a partir das experiéncias atuais e passadas;

Avaliacao da dor a partir de julgamento coerente do processo;

Avaliacao da dor a partir de interpretacdo desproporcional ao processo.
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Pain and the Neuromatrix in the Brain

Ronald Melzack, Ph.D.

- Absiract: The neuromatrix theory of pain proposes that pain is 2 multidimensional expenience produced by characteristic

| ill \ ‘ - “neurosignature” patterns of nerve impulses generated by a widely distnbuted neural network—the “body-self neuromatrix™—in
‘ ALl l the brain. These neurosignature patterns may be triggered by sensory inputs, but they may also be generated independently of
them. Acute pains evoked by brief noxious inputs have been meticulously investigated by neuroscientists, and their sensory
transmission mechanisms are generally well understood. In contrast, chronic pain syndromes, which are often characterized by
severe pain associated with little or no discernible injury or pathology, remain a mystery. Furthermore, chronic psychological or
physical stress 15 often associated with chronic pain, but the relationship is poorly understood. The neuromatrix theory of pain
provides a new conceptual framework to examine these problems. [t proposes that the output patterns of the body-self
neuromatnx activate perceptual, homeostatic, and behavioral programs after injury, pathology, or chronic stress. Pain, then, &
produced by the output of a widely distnbuted neural network in the brain rather than directly by sensory input evoked by injury,
inflammation, or other pathology. The neuromatrix, which i1s genetically determined and moedified by sensory expenience, is the
primary mechanism that generates the newral pattern that produces pain. Its output pattemn is determined by multiple influences,
of which the somatic sensory input is only a part, that converge on the neuromatrix.

Dr. Melzack is Professor Emeritus, Department of Psychology, MceGill University. Direct correspondence and requests for
reprints to him at Department of Psychology, MeGill University, 1205 Dr. Penfield Avenue, Montreal, (Juebec, Canada H3A
1B1; 514-398-6084 phone; 514-398-458% fax; rmelzackimego.psych.megill.ca.
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Pain and the Neuromatrix in the Brain

Ronald Melzack, Ph.D.

Abstrace: The neuromatrix theory of pain proposes that pain is a multidimensional experience produced by characteristic
“neurosignature” patterns of nerve impulses generated by a widely distributed neural network—the “body-self neuromatrix™—in
the brain. These neurosignature patterns may be triggered by sensory inputs, but they may also be generated independently of
them. Acute pains evoked by brief noxious inputs have been meticulously investigated by neuroscientists, and their sensory
transmission mechanisms are generally well understood. In contrast, chronic pain syndromes, which are often charactenized by
severe pain associated with hittle or no discermble injury or pathology, remain a mystery. Furthermore, chronic psychological or
physical stress is often associated with chronic pain, but the relationship is poorly understood. The neuromatrix theory of pain
provides a new concepiual framework to examine these problems. It proposes that the output patterns of the body-self
neuromatrix activate percepiual, homeostatic, and behavioral programs after injury, pathology, or chronic stress. Pain, then, s
produced by the output of a widely distnbuted neural network in the brain rather than directly by sensory input evoked by injury,
inflammation, or other pathology. The neuromatrix, which is genetically determined and modified by sensory expenence, is the
primary mechanism that generates the neural pattern that produces pain. Its output pattem i1s determined by multiple influences,
of which the somatic sensory input is only a part, that converge on the neuromatrix.

Dir. Melzack is Professor Emeritus, Department of Psychology, McGill University. Direct correspondence and requests for
reprints to him at Department of Psychology, MeGill University, 1205 Dr. Penfield Avenue, Montreal, QQuebec, Canada H3A
1B1; 514-398-6084 phone; 514-398-48% fax; rmelzackizgego.psych.megill.ca.
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Fatores que contribuem para padrbes de
atividades geradas pela neuromatriz, que
compreende as areas sensoriais, afetivos
e cognitivos. Os padrdes de saida da
neuromatriz produzem multiplas
dimensbes da experiéncia de dor, bem
como respostas homesostaticas e
comportamentais concomitantes.

INPUTS TO BODY-SELF
NEUROMATRIX

COGNITIVE-EVALUATIVE
Tonic input from brain  Phasic input from
(cultural learning, past  brain (attention,
experience, personality expectation,

OUTPUTS FROM BODY-SELF
NEUROMATRIX
BODY-SELF

NEUROMATRIX PAIN PERCEPTION
Cognitive-evaluative dimension

Sensory-discriminative dimension
Motivational-affective dimension

variables) anxiety, depression) (including feelings of stress)
SENSORY-DISCRIMINATIVE | ACTION PROGRAMS

Phasic cutaneaous  Visceral input . Involuntary af:tlon patterns

sensory input Visual, vestibular and Voluntary action patterns

Tonic somatic input other sensory input Socu.al communication
(trigger points, deformities) Coping strategies
MOTIVATIONAL-AFFECTIVE ’ STRESS-REGULATION PROGRAMS

Hypothalamic-pituitary-adrenal system Cortisol level

Noradrenalin-sympathetic system Noradrenalin levels

Immune system Cytokine levels

Cytokines Immune system activity

Endogenous opiates; limbic system Endorphin levels

Jtime . > time
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O componente cognitivo-avaliativo contextualiza a dor a partir de
experiéncia atuais e passadas. Portanto, relaciona-se com areas do
cortex frontal que desempenha um papel importantissimo na mediacao
entre atividades cognitivas da dor, uma vez que recebe informacdes de
fibras intracorticais de praticamente todos 0s sistemas sensoriais e
associativos e se projeta para formacao reticular e sistema limbico.
Essas atividades que envolvidas no neocortex e que atuam também na
formacéao reticular, podem afetar tanto a experiéncia sensorial em suas
propriedades fisicas, avaliado em termos de experiéncia passada e
presente e modificada antes de influenciar os sistemas sensoriais ou

motivacionais.

-
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t The Skin Senses

3
gundo, and Livingston, 1957; Adey, Dunlop, and Sunderland, 1958; Her
nandez-Peon and Hagbarth, 1953) structures acting on the brain stem reticu

lar formation, Information from other modalities could enter into the

y '
1965; Cuenod, Casey, and MacLean, 1965), The frontl cortex may play a
particularly significant role in mediating between cognitive activities and
the motivational-affective features ol pain since it receives information vi
mtracortcal fiber systems from virtually all sensory and associational cortical
areas (Crosby, Humphrey, and Lauer, 1962) and projects strongly to reticu
lar (Newman and Wolstencroft, 1939) and limbic (Nauta, 1964; Wird and
McCulloch, 1947) structures. The effects of lobotomy, which are character
ized by lowered affect and decreased drive for narcotics and other methods
ol pain relief, could be due to a disruption of the regulating effects of central
control processes on activity in the reticular and limbic systems (Melzack
LT

PAIN EXPERIENCE AND RESPONSE
The word “pain™ is a label, a category, signifying a multtude of differ-
ent, unique experiences. Pain varies along both sensory-discriminative and

motivational-affective dimensions. The magnitude or intensity along these

DY CORIItIvVe ACtIVILICS, SUCH

tionn ol the seriousness of the injury, If injury or any other noxio inpu
fails 1o evoke aversive drive, the experience cannot be labelled %
Conversely, anxiety or anguish without somatic mput is not pain, Pain
must be defined in terms of its sensory, motivational, and central contro
determinanes. Pain, we believe, s o funcuon of the imeractions of all three

ascribed to any one of them. It would be just

determinants, and cannot
to say thae the limbic system is the “pain center' as 1o ascribe that
unction to the posterior thalamus, Clearly, each of the central nervous sys
tem areas involved in the total pain experience has specialized functions. In
a model such as this, “function” does not reside in any one area. Rather
cach specialized portion of the brain contributes to experience and response
as a whole
We believe that the complex sequences of behavior that characterize
pan (Melzack and Wall, 1965) are determmed by sensory, motivational

n motor mechanisms. By “motor system
i areas that contribute to overt behavioral
response patterns, including wor cortex, basal ganglia, and response
producing mechanisms in the hypothalamus, brain stem, and ventral horns
I'here is reason to postulate an intensity monitor immediately after the
spinal gate which s capable of integrating the output of the dorsal horn
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sobre dor. Essa experiéncia € aprendida por 3 processos:

Aprendizagem, cognicao-emocoes e comportamento;

Aprendizagem, intensidade da dor e localizacao da dor;

Aprendizagem, estado emocional e atencao focada,

Aprendizagem, nivel intelectual individuo e intensidade da dor.
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Cognitive and emotional control of
pain and its disruption in chronic pain

M. Catherine Bushnell, Marta Ceko and Lucie A. LOW NATURE REVIEWS | NEUROSCIENCE

REVIEW

Deconstructing the sensation of pain:
The influence of cognitive processes
on pain perception

Katja Wiech'2* SCIENCE sclencemag.org

Topical Review

Habituation to pain: a motivational-
ethological perspective
Annick L. De Paepe™*, Amanda C. de C. Wiliams®, Geert Crombez®

SPECIAL SECTION PAIN RESEARCH
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Cognitive and emotional control of
pain and its disruption in chronic pain

M. Catherine Bushnell, Marta Ceko and Lucie A. Low
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Attentional modulation

Pain score
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Cognitive and emotional control of
pain and its disruption in chronic pain

M. Catherine Bushnell, Marta Ceko and Lucie A. Low

Intensity Unpleasantness

EDITORA

o @niFOA

Centro Universitario
de Volta Redonda




CERTA RESPOSTA!

GU/SVOFR/MaZ

Fisioterapia Integrada

A modulacéo dessaexperiéncia/sintomade dor ocorre através de 3 (trés) vias principais:

1 - aprendizagem: sensibilidade da via nociceptiva (0 aprendizado n&o-associativo que
envolve a modulacéo da sensibilidade da via nociceptiva, uma vez que o individuo entra
em contato com o estimulo — processos de sensibilizacdo e habituacéo; essa vida é

inconsciente e implicita);

2 - cognicdo e emocdes: medidas que tentardo ajudar o individuo a situacdes futuras

potencialmente ameacadoras (predizer eventos ou sensacdes ameacadoras); e,

3 - comportamento: como a tentativa de modular sintomas pode influenciar no

comportamento do individuo, levando a incapacidade (controlar o sintoma).

Estudos de imagem molecular mostram diminuicdo da ligacdo entre opioides enddgenos e
seus receptores em pacientes com dor crdnica, em 3 regibes corticais que sao o cortex

cingulado anterior, cortex pré-frontal e a insula.

-
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Cognitive and emotional control of
pain and its disruption in chronic pain

M. Catherine Bushnell, Marta Ceko and Lucie A. LOW NATURE REVIEWS | NEURDSCIENCE

REVIEW

Deconstructing the sensation of pain:
The influence of cognitive processes
on pain perception

Katja Wiech'2* SCIENCE sclencemag.org

PAIN L g
Habituation to pain: a motivational-

ethological perspective
Annick L. De Paepe™*, Amanda C. de C. Willams®, Geert Crombez®

SPECIAL SECTION PAIN RESEARCH
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N 14 - Segundo a ultima atualizacdo da IASP juntamente a CID-11, a dor o
A SLEYCCI cronica é classificada como:

Uma dor aguda que né&o cicatrizou ao curso de 12 semanas (3 meses);

Uma doenca com 7 classificacdes e subclassificagcoes;

Uma dor persistente por mais de 12 semanas (3 meses);

Uma dor persistente por mais de 12 semanas (3 meses) sem sinais aos exames de

imagem de cicatrizacéo tecidual.
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Working tagether for pain rolief

,/, FOR IMMEDIATE RELEASE
World Health Assembly of the WHO Approves 11t Version of the International
Classification of Diseases (ICD-11), Including New Diagnostic Codes for
S —

Chronic Pain
IASP Task Force worked closely with World Health Organization to develop new
classification system of chronic pain for improved patient care and research

WASHINGTON, DC - June 3, 2019 - The World Health Organization (WHO) has
adopted ICD-11, the latest revision of its International Classification of Diseases,
including a new classification system for chronic pain. The decision was made at the
World Health Assembly on 25 May 2019.
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A classification of chronic pain for ICD-11

Rolf-Detlef Treede®, Winfried Rief®, Antonia Barke™*, Qasim Aziz®, Michael |. Bennett®, Rafasl Benoliel®,

Milton Cohen', Stefan Evers?, Nanna B. Finnerup”, Michael B. First, Maria Adele Giamberarding, Stein Kaasa®,
Eva Kosek!, Patricia Lavand’homme™, Michael Nicholas”, Serge Perrot®, Joachim ScholzF, Stephan Schug?,
Blair H. Smith", Peter Svensson®', Johan W.S. Viaeyen"”, Shuu-Jiun Wang"

Glossary of ICD-11 terms.
WHO term Explanation
(Diagnastic) entity The unit of classification, eq. individual diagnoses and
diagnostic chapters
Content model A structured framework that contains all information

required to describe an entity within the /00, A content
model containg Information on an entity's name, its
definition, the affected body system or struciure, the
disease course, it etiology, freatment, and limitationsin
physical, emotional, or social functioning associated
with the eniity

Parent/child Entities are arranged in a hiesarchical ordes, with
a“parent” entity at the top, eg, “chronic pain,” and child
enfities subsumed undemeath, eg, “chronic
neuropathic pain®. Child entiies can be parent fo the
next bevel, eq, “chronic neuropathic pain”® is a parent
relative to “chronic peripheral neuropathic pain®

Multiple parenting Entities can have more than 1 parent. An entity such as
“chronic chemotherapy-induced pain® has, eq, “chronic
cancer pain” and “chronic neurcpathic pain® as parents.
Dne of them Is designated as the “primary™ parent, but
the entity can be found under elther heading. Multipke
parenting thus allows 1 entity i be included in 2 ar more
diagnostic categories
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A classification of chronic pain for ICD-11

Rolf-Detlef Treede®, Winfried Rief®, Antonia Barke™®, Qasim Aziz®, Michael 1. Bennett?, Rafael Benoliel®,

Milten Cohen’, Stefan Evers?, Nanna B. Finnerup”, Michael B. First, Maria Adele Giamberardind, Stein Kaasa®,
Eva Kosek!, Patricia Lavand’homme™, Michael Nicholas”, Serge Perrot®, Joachim ScholzF, Stephan Schug?,
Blair H. Smith’, Peter Svensson™', Johan W.S. Viaeyen™, Shuu-Jiun Wang®

Glosgsary of ICD-11 terms.

WHO term Explanation
(Diagnostic) entity The unit of classification, eg. individual diagnoses and
diagnossic chapters
- Cortent miodel A structured framewark that containg all information

required to describe an entity within the /0. A content
model containg information on an entity's name, its
definition, the affected body systern or structure, the
disease course, s etiolegy, treabment, and limitations in
physical, emotional, or soclal functioning associated
with the entity

Parent/chikd Entities are arranged In a hiesarchical order, with

QUESTIONADOR PODCAST o g, O it canbe gt o e

nest bevel, &0, “chronic newropathic pain® iz a parent
relative to “chronic peripheral neuropathic pain®

Multiple parenting Entities can have more than 1 parent. An entity such as
“chronic chemotherapy-Induced pain® has, eg, “chronic
cancer pain® and “chronic neuropathic pain® as parents.
One of them Is desipnated as the “primary” parent, but
the entity can be found under either heading. Multipke
parenting thus allows 1 entity to be included in 2 or mere
dtagnostic cateqgaries
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Em 2013, a IASP formou uma forgca-tarefa para produzir e atualizar
uma classificacédo de doencas dolorosas para uso internacional.
Como resultado desse trabalho, a nova edicao da Classificacéo
Internacional de Doencgas (CID-11) que a OMS adotou, em 2019,
incluiu uma classificacao de dor cronica pela primeira vez. Nos
proximos anos, o CID-11 sera adotado em varios paises. Assim,
uma definicdo revisada de dor € muito oportuno e alinha-se com
este e outros esforcos atuais para avancar estruturas ontologicas
dentro das quais a dor reside. Esses esforgos combinados da IASP
sdo etapas importantes para reconhecer a dor como uma
importante condicdo de saude, transformando a pesquisa em dor e

o cuidado de pessoas nessacondi¢cdo no mundo todo.
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A classification of chronic pain for ICD-11

Rolf-Detlef Treede®, Winfried Rief®, Antonia Barke®™*, Qasim Aziz®, Michael |. Bennett”, Rafael Benoliel®,
Milton Cohen', Stefan Evers®, Nanna B. Finnerup”, Michael B. First, Maria Adele Giamberarding, Stein Kaasa",
Eva Kosek', Patricia Lavand’homme™, Michael Nicholas”, Serge Perrot®, Joachim ScholzP, Stephan Schug?,

Blair H. Smith", Peter Svensson®"', Johan W.S. Vlaeyen'", Shuu-Jiun Wang

W

| WHO |

| 5P Coundl |

P

Diseases or clinical conditions
adsacinted with chranic pain

B -[ Trpea JDES and ‘A, Bl |DE]
assbaed by A, Barke [DE)

Gerarsl Adhaice

i =
i .

Prirary Pain
L Wlasiiseis |BE]
P Michadas (&L]

Postirausnaic Fain
5. Bchasg (ALl

Postsurgical and
P. Lawand Teoisevss |BE|

Casncer Pain Meuropathic Pain
BALL. Bt (UE) 1. Scholx [US]
S Kaaga |MO| M_E Finnerup | DE)

EDITORA
FOA
rvvy e s

= — PRI, Barsk LRSS KD
E. Kosek (5E|, WSS Tarmino opy g roug
- —| Primary Care fpplicabibsy |
B. Smith {LIE]
H'-\.._ o = h i e
e - R —

S =
Headache Mhsculbosie letal Fabn
% Ewaers (DE| 5 Poarot [FR]
£ Wang (T Rl Cohwm |ALT
Dredscial Pain
P. Saspmssoin |DE)

E. Banolisal (U5)
Visceral Pain
1.0, Giemierading (1T
& Az (LK)




==
15 - A dor aguda acontece com como resultado direto de uma lesao potencial ou real QUESTIO(&E
W de um tecido e é um sintoma. Seu inicio € bem definido e relaciona-se a uma condigcéo

A S CCCII conhecida. A dor crbénica, por outro lado, ndo protege os tecidos e ndo possui uma

Fisioterapia Integrada
funcao bioldgica clara. A dor pode ser considerada cronica se:

A debilidade é incompativelmente maior que os achados fisicos, persiste além do tempo normal

de recuperacéo e ocorre mesmo na auséncia de leséo tecidual encontrada;

Persiste além do tempo normal de recuperacéo e o diagnéstico € conformado pelo exame de

imagem;

A cicatrizacdo do tecido ndo aconteceu cronologicamente dentro do tempo estabelecido pela

IASP de dor aguda (3-6 meses);

Quando a lesao aguda nao foi adequadamente tratada durante seu periodo temporal.
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Chronic pain as a symptom or a disease: the IASP
Classification of Chronic Pain for the International
Classification of Diseases (ICD-11)

Rolf-Detlef Treede®*, Winfried Rief®, Antonia Barke®, Qasim Aziz®, Michael |. Bennett”, Rafael Benoliel®,
Milton Cohen', Stefan Evers®, Nanna B. Finnerup™, Michael B. First, Maria Adele Giamberardino®, Stein Kaasa"™",

Beatrice Korwisi®, Eva Kosek®, Patricia Lavand'hommeF, Michael Nicholas®, Serge Perrot’, Joachim Scholz®,
bb.cc

Stephan Schug™", Blair H. Smith", Peter Svensson™™*, Johan W.S. Viasyen” =™, Shuu-Jiun Wang
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The IASP classification of chronic pain for ICD-11:
chronic primary pain

Michael Nicholas®, Johan W.S. Viaeyen®™>, Winfried Rief®, Antonia Barke®, Qasim Aziz', Rafael Benoliel?,
Milton Cohen", Stefan Evers', Maria Adele Giamberardino!, Andreas Goebel®, Beatrice Korwisi®, Serge Perrot|,

Peter Svensson™", Shuu-Jiun Wang®®, Rolf-Detlef Treede®*, The IASP Taskforce for the Classification of
Chronic Pain
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The IASP classification of chronic pain for ICD-11:
chronic secondary musculoskeletal pain

Serge Perrot®, Milton Cohen®, Antonia Barke®, Beatrice Korwisi®, Winfried Rief®, Rolf-Detlef Treede™, The IASP
Taskforce for the Classification of Chronic Pain
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Chronic pain as a symptom or a disease: the IASP
Classification of Chronic Pain for the International
Classification of Diseases (ICD-11)

Rolf-Detlef Treede™*, Winfried Rief®, Antonia Barke®, Qasim Aziz®, Michael |. Bennett”, Rafael Benaliel®,
Milton Cohen', Stefan Evers?, Nanna B. Finnerup™, Michael B. First, Maria Adele Giamberardino®, Stein Kaasa"™",

Beatrice Korwisi®, Eva Kosek®, Patricia Lavand'homme®, Michael Nichalas®, Serge Perrot’, Joachim Scholz®,
Stephan Schug™, Blair H. Smith”, Peter Svensson™™, Johan W.S. Vlasyen” =2, Shuu-Jiun Wang™"==
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A dor cronica ndo possui uma funcdo biologica clara, ndo é
considerada um sintoma, mas a propria doenca. Possui 3
subcategorias temporais e 2 associadas a origem. As temporais
sao: dor cronica continua, dor cronica recorrente e dor cronica
associada a flare-up. E as duas categorias sao classificadas em
dor cronica primaria e secundaria. O tratamento da dor cronica
€ complexo e as melhores respostas ocorrem quando a
abordagem é interdisciplinar. . A implementacao da dor crénica
na CID-11 propde levar melhor classificacdo e codificacéo
diagnostica, avancando assim o reconhecimento da dor crénica

como uma condicdo de saude prevalente.

PAIN e

The IASP classification of chronic pain for ICD-11:
chronic primary pain

Michael Nicholas®, Johan W.S. Viaeyen™9, Winfried Rief®, Antonia Barke®, Qasim Aziz', Rafael Benoliel?,
Milton Cohen”, Stefan Evers', Maria Adele Giamberarding!, Andreas Goebel®, Beatrice Korwisi®, Serge Pearrot|,
Peter Svensson™", Shuu-Jiun Wang™®, Rolf-Detlef Treade®*, The IASP Taskforce for the Classification of
Chranic Pain
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The IASP classification of chronic pain for ICD-11:
chronic secondary musculoskeletal pain

Serge Perrot®, Milton Cohen®, Antonia Barke®, Beatrice Korwisi®, Winfried Rief®, Rolf-Detlef Treede™, The IASP
Taskforce for the Classification of Chronic Pain

EDITORA

ryyy
FOA
rvvy




N
GU/XVOFR/raz

Fisioterapia Integrada

16 - O modelo biopsiciossocial proposto por Engle e amplamente adotado no mundo quando
falamos em neurofisiologia da dor, descreve que a iniciacdo, manutencao e percepcado da dor é
influenciada por fatores biolégicos, psicossociais e fatores do sistema de movimento. Quando
falamos de abordagem atualizada sobre a dor, a ideia de se utilizar os mecanismos
neurofisiolégicos apresenta maiores probabilidade de auxilio ao paciente comparada a atuacao
pautada em sinais e sintomas, segundo Cliford Wolff e Mitchell Max. Quais sdo 0s mecanismos

neurofisioldgicos propostos atualmentepela lASP?

Sensibilizacao central, sensibilizacdo periférica e facilitacao medular;’

Nociceptivo, neuropatico e sensibilizacao central;

Nociplastico, neuropatico e sensibilizacao periférica;

Neuropatico, nociceptivo e nociplastico.
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A Mechanism-Based Approach to
Physical Therapist Management of Pain

Ruth L Chimenti, Laura A. Frey-Law, Kathleen A. Sluka
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Proposed taxonomy for the classification of pain compared with the existing LASP taxonomy from 2011 (hittp://www.iasp-pain.
org/Taxonomy), changes highlighted.

. Descriptor Definition Notes
Naciceptive pain Pain that arises from actual or threatened damage to The term is used to describe pain cccurring with a normally
nenneural tissue and I due ta the acthation of nociceptars functioning sematosensory nenvous system
Meuropathic pain Pain caused by a lesion or disease of the sormatosensary Meuropathic pain Is a clinical description (and not a diagnosts)
NENVOLS System that requires a demanstrable lesion or a disease that satisfes

5
established neurological diagnostic criteria. The term kesion ks
commanly used when diapnostic investigations (2g, imaging
neurophysiology, blopsies, |aboratory tests) reveal an
abnormality or when there was obwiows trauma. The tem
disease s commanly used when the underlying cause of the
leson is known (e, stroke, vasculitis, diabetes mellitus, genetic
abnormality). Somatosensory refers to Information about e
bady per se induding visceral organs, rather than information
about the external warld {eg, vision, hearing, or offacton). The
presence of symptoms or signs (eq, touch-evoked pain) alone
does nat |ustify the use of the term neuropaihic. Some disease
entiies, such as tripeminal neuralgia. are cumently defined by
their clinical presentation rather than by objective diapnostic
testing. Other diagnoses such as postherpetic neuralgia are
normally based on the history. It is comman when investigating
neuropathic pain that diagnostic testing may yleld inconclusive or
even inconsistent data. In such Instances, clinical judgment is

)

il / M requl reduce the totadty of findings in a patient into one
( {/ putative diagnoesis or concise group of diagnoses
/ 4 ’ Nociplastic/algopathic/nocipathic pain Pair that arises from aftered nociception despite no Patients can have a combination of nociceptive and
- clear evidence of actual or threatened tissue damage neciplastic/algopathic/nocipathic pain

causing the activation of peripheral nocicepiors or

evidence for disease or lesion of the somatosensory

system causing the pain
Pain of unknown onigin {previously Pair of unknow cause and ovigin Pain that canmot be classified a5 newropathic, nociceptive ar
idiopathic pain) nociplastic/sigopathic/nocipathic

——————
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Caontents lists available at Sciencelkrect

Musculoskeletal Science and Practice

journal homepage: www.elsavier.com/locate/msksp

Original article
A new clinical model for facilitating the development of pattern recognition = W
skills in clinical pain assessment™ =

David M. Walton™', James M. Elliott”
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Figure 3: The diathesis-stress biopsychosocial model of chronic pain
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Fisioterapia Integrada

Os mecanismos neurofisiolégicos apresentam uma probabilidade de maior auxilio ao
paciente quando comparado ao modelo de sinais e sintomas apenas. Eles foram
atualizados em 2016 pela IASP, sendo o Ultimo mecanismo a compor o quadro
descrito foi 0 mecanismo nociplastico. O objeto dessa revisdo em 2016, foi propor
um debate através de um terceiro mecanismo destinado a caracterizar a dor cronica
através de uma funcdo nociceptiva alterada. Eles séo categorizados em 3 classes.
S&o eles: nociceptivo: dor devido a um dano real ou potencial ao tecido nao neural
proveniente da ativacdo de nociceptores; nociplastico: dor em decorréncia de
alteracdes na nocicepcao apesar de auséncia de evidéncias de dano tecidual real ou
potencial, causando a ativacdo de nociceptores periféricos ou de evidéncias de
doenca ou lesdo do sistema somatossensorial causando a dor; e neuropatico: dor

causada por uma lesao ou doenga do sistema somatossensorial.

-

QUESTIONA[LKI]

Physical*Therapy

Review Pain #MAPTA OXFORD

A Mechanism-Based Approach to
Physical Therapist Management of Pain

Ruth L. Chimenti, Laura A. Frey-Law, Kathleen A. Sluka

The Biopsychosocial Model of the
Assessment, Prevention, and Treatment of
Chronic Pain

Kelley Bevers,' Lynette Watts,' Nancy D Kishino,® Robert J Gatchel

sity of Toxas at Arlington, Texas, US; 2 West Coast Spine Restaration Conter, Riverside, Catifornia, US

PAIN E»

Do we need a third mechanistic descriptor fomi'
chronic pain states?

Eva Kosek®*, Milton Cohen®, Ralf Baron®, Gerald F. Gebhart”, Juan-Antonio Mico®, Andrew S.C. Rice’,
Winfried Rief?, A. Kathleen Sluka"

Pain Mechanisms: A New Theory

A gate control system modulates sensory input from the

skin before it evokes pain perception and response.

Ronald Melzack and Patrick D. Wall

19 November 1965, -Volume 150, Number 3699 SCIENCE
e
0

Four decades later: what’s new, what’s not in our
understanding of pain

Coantamber 220 « Volume 161 s €
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Fisioterapia Integrada o~ .
sao elas:

Quimica, quimica nao inflamatoria e manutencao tissular;

Quimica, térmica e mecanica,

Mecanica, quimica e motora;

Quimica, central e periférica.
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PAIN

Features and methods to discriminate between
mechanism-based categories of pain experienced
in the musculoskeletal system: a Delphi expert

consensus study

Muath A. Shraim?, Kathleen A. Sluka®, Michele Sterling®, Lars Arendt-Nielsen®, Charles Argoff®, Karl S. Bagraith',

Ralf Baron?, Helena Brisby", Daniel B. Carr', Ruth L. Chimenti, Carol A. Courtney®, Michele Curatold', Beth D. Damall™,
Jon J. Ford", Thomas Graven-Nielsen®, Melissa C. Kolski®, Eva Kosek®, Richard E. Lisbano®, Shannon L Merkle',
Formy Parker, Felipe J. J. Reis"™, Keith Smart®, Rob J. E. M. Smeets??, Peter Svensson®, Bronwyn L. Thompson®®,
Rolf-Detlef Treede®™, Takahiro Ushida™, Owen D. Williamson™, Paul W. Hodges™*

The Discriminative Validity of “Nociceptive,”
“Peripheral Neuropathic,” and “Central Sensitization™ as
Mechanisms-based Classifications of Musculoskeletal Pain

Keith M. Smart, PhD* Catherine Blake, PhD,7 Anthony Staines, PhD,}
and Catherine Doody, PhD7

Clin | Pain * Volume 27, Number 8, October 2011

Smart et al

Delivering transformative action in paediatric pain:
a Lancet Child & Adolescent Health Commission

Christopher Eccleston, Emma Fisher, Richard F Howard, Rebeccah Slater, Paula Forgeron, Tonya M Palermo, Kathryn A Birnie, Brian | Anderson,

Christine T Chambers, Geert Crombez, Gustaf Ljungman, Isabel jordan, Zachary jordan, Caitriona Roberts, Neil Schechter, Christine B Sicberg,

Dick Tibboel. Suellen M Walker. Dominic Wilkinson. Chantal Wood

worw thelancet com/child-adolescent  Published online October 13, 2020  https://doi.org/10. 101 6/52352- 4642 (2
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Delivering transformative action in paediatric pain:
a Lancet Child & Adolescent Health Commission

Panel 3: Pain definition and classifications

In 2020, a new International Association for the Study of Pain
task force proposed an updated definition of pain as “an
unpleasant sensory and emotional experience associated with
actual or potential tissue damage, or described in terms of such
damage”,* with added text to recognise that, in many
circumstances, pain could not be verbally mediated: “Verbal
description is only one of several behaviours to express pain;
inability to communicate does not negate the possibility thata
human ora non-human animal experiences pain”**Fain can be
classified or described in multiple ways, some of the most
frequently used include:

By somatosensory mechanism

= Nociceptive pain: pain that arises from actual or
threatened damage to non-neural tissue and is due to the
activation of nociceptors (ie, pain-detecting nerves).
MNociceptive pain is the mechanism operating in most
everyday painful experiences and, when it results from

an injury or a damage, it should resolve when healing has
occurred. In infants, children, and throughout later
development, the mechanisms of nociceptive pain change
with age.

MNeuropathic pain: pain caused by a lesion or disease of the
somatosensory nervous system. When the system that
detects pain is itself damaged, it can generate pain,

although it might not respond to a previously painful
stimulus. Cellular and molecular mechanisms of
neuvrapathic pain are different from those of nociceptive
pain, and are less likely to resolve with the healing process.
During development and maturation, the mechanisms
and clinical presentations of neuropathic pain differ with
age and depend on the underlying cause of damage.
Nociplastic pain: pain that arises from altered nociception
despite no clear evidence of actual or threatened tissue
damage causing the activation of peripheral nociceptors or
evidence for disease or lesion of the somatosensory system

woorwthelancet com/child-adolescent  Published online October 13, 2020  https://doi.org/10.1016/52352-4642(2
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1] Anderson,

ne B Sieberg,

causing the'pam. (_hanges in nociceptive processing
mechanisms can be shown in some individuals for whom a
dear underlying cause is not detectable by currently
available methods.

By time

+  Acute pain: pain that lasts =3 months (eg, acute
postoperative pain and vaccination pain). Mechanisms of
acute pain are mostly nodeceptive and resalution is normally
expected when healing occurs.

+  Chronic pain: pain that lasts or recurs for =3 months
(eg, chronic musculoskeletal pain and chronic disease-
related pain). Chronic pain can involve nociceptive,
neuropathic, and nociplastic mechanisms.

+  Indinical situations, pain might also be described as
continuous (ie, background pain) or intermittent
(ie, episodic pain), or as either predictable (ie, incident) or
unpredictable (ie, spontaneous).

By context or location

+  Disease-related pain: pain that is associated with specific
diagnoses or conditions (eg, juvenile inflammatory arthritis
and cancer pain).

+  Tissue or organ-dependent pain: pain arising from specific
tissues or organs (eg, visceral, musculoskeletal [associated
with bone, joint, and muscle], headaches, and pelvic pain).

+ latrogenic pain: pain associated with or following medical
treatments (eg, procedure pain including vaccination,
surgical, or medical [ eg, chemotherapy-induced
neurapathy | interventions).

+ Idiopathic pain (also known as functional or primary pain):
pain for which there is no dlear identified cause (eg, chronic
primary abdominal pain)

When pain is described in terms of context, mechanisms might

be naciceptive, neuropathic, or nociplastic, and could also be

acute or chronic.
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Updating the definition of pain

Amanda C. de C. Williams™*, Kenneth D, Craig"

1. Introduction

Text box 1

Pain definition
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E uma dor devido a dano real ou potencial ao
tecido ndo neural, proveniente da ativacdo de
nociceptores; existindo uma seérie de drivers
(fontes geradoras) da dor predominantemente
nociceptiva. Possui 3 (trés) subclassificacoes
descritas pela IASP atualmente, sao elas: quimica,

guimica nao inflamatoria e manutencao tissular.

PAIN S

The IASP classification of chronic pain for ICD-11:
functioning properties of chronic pain

Boya Nugraha®, Christoph Gutenbrunner®, Antonia Barke®, Matthias Karst®, Jérg Schiller®, Peter Schafer®,
Silke Falter®?, Beatrice Korwisi®, Winfried Rief®, Rolf-Detlef Treede®*, The IASP Taskforce for the Classification of
Chronic Pain

The Journal of Pain, Vol 15, No 3 (March), 2014: pp 241-249
Awvailable online at wiww jpain.org and www.sciencedirect. com
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Focus Article

The ACTTION-American Pain Society Pain Taxonomy (AAPT):
An Evidence-Based and Multidimensional Approach to Classifying
Chronic Pain Conditions

Roger B. Fillingim,* Stephen Bruehl,' Robert H. Dworkin,” Samuel F. Dworkin,
John D. Loeser,” Dennis C. Turk," Eva Widerstrom-Noga,” Lesley Arnold,**
Robert Bennett,'' Robert R. Edwards,” Roy Freeman, " Jennifer Gewandter, "
Sharon Hertz,"' Marc Hochberg,”” Elliot Krane, * ** Patrick W. Mantyh,'

John Markman,""" Tuhina Neogi, " Richard Ohrbach, " Judith A. Paice,"

Frank Porreca,”"" Bob A. Rappaport,**** Shannon M. Smith,'""" Thomas J. Smith,
Ajay D. Wasan,

Mark D. Sullivan,”™" G. Nicholas Verne, ™ !

and Ursula Wesselmann™"**
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Fisioterapia Integrada

Localizada e difusa;

Difusa e generalizada;

Central e periférica;

Periférica e somatica.
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Physiol Rev101: 258-301, 2021
First published June 25, 2020; doi: 10.1152 /physreyv.00045.2015

NEUROPATHIC PAIN: FROM MECHANISMS TO
TREATMENT

Nanna Brix Finnerup, Rohini Kuner, and “Troels Staehelin Jensen

Danish Pain Research Center, Department of Clinical Medicine, Aarhus University, Aarhus, Denmark; Department
of Neurology, Aarhus University Hospital, Aarhus, Denmark; and Department of Pharmacology, Heidelberg

University, Heidelberg, Germany
' ﬁ Possible neuropaibec pan
Hisbory of relevant newological lesion or dssass®
(3 A

Pain distribution neurcanatomically plausible®

Probable neurapathic pain

Fain is assocaled with sersary signs in the same neurcanatomically
plausible distribution on clinical examinations

v
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Confimed neurcpathic pan
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Peripheral neuropathic pain Central neuropathic pain
Postamputation pan Trigeminal n ainful rackculopathy Central post-stroke pain

tump and phaniom pain)

Postherpetic neuralgia

Panful polyneuropathy

FIGURE 4. QOessification of neuropathic pain and exarmpies of the neurcanstormcal dstribution of i A
sory abnoemaities [ 139)
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peripheral sensitization
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Dor causada por uma lesdo ou doenca do sistema nervoso

somatossensorial; mesmo que a condicao de base tenha sido tratada ou - ‘

curada. A dor neuropatica pode ser espontdnea ou evocada, como

resposta aumentada a um estimulo doloroso. O diagnostico requer um

historico de lesdo ou doenca do sistema nervoso e uma distribuicdo

neuro anatomicamente plausivel da dor; os sintomas e sinais negativos

como diminuicAo ou perda da sensibilidade, e positivos como

hiperalgesia e alodinia, indicando o envolvimento do sistema nervoso

somatossensorial devem ser compativeis com o territorio de inervacéao da

estrutura nervosa afetada.
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Fisioterapia Integrada o~ .
sao elas:

Verdadeira e aumentada;

Verdadeira e falsa;

Intensa e desproporcional;

Real e imaginaria.
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Topical Review
"’;,Dﬂ,f-

Do we need a third mechanistic descriptor for;'
chronic pain states?

Eva Kosek®*, Milton Cohen®, Ralf Baron®, Gerald F. Gebhart®, Juan-Antonio Mico®, Andrew S.C. Rice’,
Winfried Rief?, A. Kathleen Sluka"

Historical overview of mechanistic pain terminology.

Nociceptive Neuropathic
1994 Nat defined Pain initited or caused by a primary kesion or dysfunction in the nenous system
2008* Pain due to stimulation of primary nociceptive nerve endings Pain due to lesion or dysfunction of the nenvous system
i . 2007-2010 Pain due to activation of primary nocicepiors
; ' N ) Pain arising from activation of nociceptors

Pain resuiting from nexdous stimulation of normal tissue with
2 nomal SomalDsensory Nenus system

am1* Pain that arises from actual or threatened damage to non Pain caused by a leslon o disease of the somatosensory nenvous system
neural tssue and |5 due to the activation of noclcaptars

Aninntant Py WS rined in thiss s

&
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Proposed taxonomy for the classification of pain compared with the existing IASP taxonomy from 2011 (http://www.iasp-pain.
org/Taxonomy), changes highlighted.

Descriptor Definition Notes
Maciceptive pain Pain that arlses from actual or threatened damage to The term is used to describe pain occurring with a mormally
nonneural tissue and | due to the activation of nociceptors functioning somatosensory Nervous system
Neurogathic pain Pain caused by a lesion or disease of the somatosensory Neuropathic pain Iz a clinical description (and not a diagnosis)
NEMVOLE SyStem that requires a demanstrable lesion or a disease that satisfies

establighed neurological diagnostic criteria. The term lesfon ks
commonly used when diapnostic investigations (eq, Imaging
neurcphysiclogy, biopsies, |aboratory tests) reveal an
abnormality or when there was obwious trauma. The term
dhsesse |5 commanly used when the underying cause of the
lession I known {eq. stroke, vasculiis, diabetes mellitus, genetic
abnormality). Somatosensovy refers to information about the
body per se Including wisceral organs, rather than Information
ahout the external world feg, visian, hearing, or oifaction). The
prezence of symgtoms or signs (eg, touch-avoked pain) alone
does not |ustify the use of the term neurppaific. Some disease
entities, such as tripeminal neuralgla, are cumently defined by
thelr clinical presentation rather than by objective diagnostic
testing. Other diagnoses such as postherpetic neuralgia are
normally based on the history. It is commaon when investigating
neurcgathic pain that diagnostic testing may yield inconclushve or
even inconsistent data. In such Instances, cnical judgment |s
required to reduce the totalty of findings In a patient into one
putative dizgneses or concise group of diagnoses
Nociplastic/algopathic/nocipathic pain FPain that arises from altered nociception despite no Patignts can have a combination of nociesptivie and

clear evidence of actual or threatened tissue damage nociplastic/algopathic/nocipathic pain

causing the activation of peripheral nociceptors or

evidence for disease or lesion of the somatasensory

5‘ \“ )\M ‘
Il \h"(e '

i
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\ system causing the pain
Pain of unknown origin (previously Fain of unknown cause and origin Pain that cannot be classified as newropathic, nociceptive or
Il \\\\\‘\\‘ idiopathic pain) nociplastic/slgopathic/nocipathic
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PAIN

Do we need a third mechanistic descriptor for

chronic pain states?

Eva Kosek™*, Milton Cohen®, Ralf Baron®, Gerald F. Gebhart®, Juan-Antonio Mico®, Andrew 5.C. Rice,

Winfried Fief, A. Kathleen Sluka”

1. Introduction

The redefinition of neurcpathic pain,® which specifically
excludas the concept of “dysfunction,” has |eft a large group
of patients without a valid pathophysiological descriptor for
their experience of pain. This group comprises people who
have neithar obvious activation of nociceptors nor neuropat
[defined as disease or damags of the somatosans:
but in whom clinical and psychophysical findings sugges
altered nociceptive function. Typical swch patient groups
include those lsbelled as having fibromyalgia, complex
regional pain drome [CRPS) type 1, other instances of
“musculoskeletal” pain (such as "nonspecific” chronic kow-
back pain), and “functional” eral pain disorders [such as
irmitabde bowel syndrome, bladdar pain syndrome). The aim of
this topical review was to propose, for debate, a third
mechanistic descriptor intended for chronic pain character-
ized by altered nociceptive functan.

1.1. Historical raview

Bafore developing any argument for a third descriptor to
accommodate these patients, it is worthwhils reviewing the
history of pein terminology. Traditionally, pain mechanizms
have been dvided into “nociceptive” and “neuropathic”

categories. See Table 1 for the historical overview of these
definitions.

HEER
. Fain Rocoarcy,
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1.2. Implications of the changed definition of

“newropathic pain"

In tha 2005 iteration, “nocicepive” pain was the nomn, the “detault™
or commaon sense expenence of inury = damage =pain, familiar to
humans. But it evoheed that any pain that was not “nocicepiive™
might be termed “neurcpathic™ because the |atier descriptor
induded “dysfunction,” which wes tsken to inclide any infemed
change in nocicepiive function. Athough it has abways been
possible to invobe ancther category, such as “unknown”™ or
“idiopathic,” that strategy runs & poor third to the other 2, as there
is no implication of a putative mechanism.

The 2011 redefinition of neuropathic pain makes biological and
etymological ssnse. The note that accompanies this definition is
stringent: Meuropathic pain i & clinical descrption land not
iz). which requires a demaonstrable lesion or a disss
tablished neuroiogical dagnostic criteria. This
robust definition is not being challenged.

Howewer, the note that accompanies the 2011 redefinition of
nocicepiive pain—pain that anises from actual or threatened damage
fo nonneursl tissus and is due to activasion of nocceptors—states:
This term is designed o contrast with neuropathic pain BT
B used #0 descrba pain oocuming with a nommally functioning
somalosansony nenous sysfem o contrast with the abnomma!
iimction ssen i neuropathic pain iemphasis added). This parpet-
uates e “nociceptive-neuropathic™ dichotomy as above, except
fhiat now the “default” position is neuropathic pain, so that any pain
condition that is not characterized by damage toneuronal Sssue may
atiract the tem “nocicepiive.” This is not only counterintuitve, as
surely “a normally functioning somatcesnsory nenous system”
shouid be taken as the basis for any contrast, but also it f&k o
accommodate 8 lange group of patients in whom “activaiion of
nocicepions” cannot be confidently estabished.

2. Proposals

This situation requires clarfication. The proj
here, as presented in Table 2. include:
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Refere-se a uma categoria de base fisiologica, que é
particularmente aplicavel a condicbes de dor primaria PAIN [T b

cronica, descrita na CID-11 em 2019 junto a OMS, ou Do we need a third mechanistic descriptor for
chronic pain states?

Eva Kosek®*, Milton Cohen®, Ralf Baron®, Gerald F. Gebhart”, Juan-Antonio Mico®, Andrew S.C. Rice',
Winfried Riefd, A. Kathleen Sluka”

seja, € a dor que surge do processamento anormal de dor

sem qualquer evidéncia clara de dano ao tecido ou

Historical overview of mechanistic pain terminology.

patoldgica discreta, envolvendo 0 sistema Nociceptve Neuropathc
1994 Mot defined Pain Initiated or caused by a primary lesion or dysfunction in the nervous system
. . . . . 2005 Pain due to stimulation of primary nociceptive nerve endings Pain due to lesion or dysfunction of the nervous sysiem
somatossensorial; o0s procedimentos intervencionistas OOTANG B o actaton o g e

Pain resuiting from noxdots stimulation of normal tssue with

estao relacionados a resultados piores em individuos com

i mireal 0 damage to non Pain caused by a leslon or disease of the somatisensony nenous system
ue fo the activation of nociceptors

dor nociplastica quando comparados a individuos com dor

nociceptiva.
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20 - A dor crbnica pode ser dividida em primaria e secundaria. A dor cronica primaria é definida ./‘
QUESTIONA[LKI]
U —d

como dor em uma ou mais regides anatdmicas que persiste ou se repete por mais de trés meses e
GU/XAVOFR/AZ

Fisioterapia Integrada

estd associada a sofrimento emocional significativo ou incapacidade funcional (interferéncia nas

atividades de vida diaria e participacdo em papeis sociais) e que ndo pode ser mais bem explicada

por outracondicdodedor crénica. Elas sao sub-classificadas em:

dor cronica generalizada; sindrome de dor complexa regional tipo 1; dor crénica primaria

orofacial ou cabeca; dor cronica primaria visceral e dor crénica primaria musculoesquelética;

dor crbnica esporadica; dor visceral; dor orofacial ou cabeca e dor musculoesquelética;

dor crbnica difusa; dor generalizada e dor somatica;

dor cronica musculoesquelética; dor cronica visceral; dor crénica orofacial ou cabeca e dor

psicossomatica.

EDITORA

ryyy
FOA
rvvy



RESPOSTA ERRADA! CLIQUE NO VIDEO, QUESTIONALITN]

e INTERAJA E TENTE OUTRA VEZ!

PPAIN S

The IASP classification of chronic pain for ICD-11:
chronic primary pain

Michael Nicholas®, Johan W.S. Viaeyen™°", Winfried Rief®, Antonia Barke®, Qasim Aziz', Rafael Benoliel?,
Milton Cohen™, Stefan Evers', Maria Adele Giamberarding, Andreas Goebel®, Beatrice Korwisi®, Serge Perrot!,
Peter Svensson™", Shuu-Jiun Wang®¥®, Rolf-Detlef Treede™*, The 1ASP Taskforce for the Classification of
Chronic Pain

Abstract

This article describes a proposal for the new diagnosis of chronic primary pain (CPP) iniCD- 11, Chronic primary pain is chosen wg
pain has persisted for more than 3 months and is associated with significant emotional distress and/or functional disability, and the
pain is not better accounted for by another condition. As with all pain, the article assumes a biopsychosocial framework for
understanding CPP, which means all subtypes of the diagnosis are considered to be multifactorial in nature, with biclogical,
psychological, and social factors contributing to each. Unlike the perspectives found in DSM-5 and ICD-10, the diagnosis of CPP is
considered to be appropriate independently of identified biological or psychological contributors, unless another diagnosis would
better account for the presenting symptoms. Such other diagnoses are called “chronic secondary pain® where pain may at least
initially be conceived as a symptom secondary to an underlying disease. The goal here is to create a classification that is useful in
both primary care and specialized pain management settings for the development of individualized management plans, and to assist
both clinicians and researchers by providing a more accurate description of each diagnostic category.

Keywords: [C0-11, Classification, Chronic pain, Chronic primary pain, CRPS, CWP, Fibromyalgia, Headache, Orofacial pain,
Visceral pain, Musculoskeletal pain, Idiopathic pain, Functional pain

1. Background an chronic primary pain ICD-T0 refers to pain attibutable exclusnely to an underhying

¥ There are 2 main diagnostic classification systems used intemation-  pathophysiclogical mechanism.'® In the absence of a dear (path-
ally for chronic pain, apart from headaches: the Diagnostic and  ophysiclogical) eticlogy, and when biological, psychological, and
Statistical Manua! ([DSM) published by the Armerican Psychiatic  social factors seem to be confributing to a chronic pain pre-
Association (APA), and the Intemational Classifcation of Diseases  sentation,> K5D-10 offers only the option of “somatoform pain
€0} published by the World Health Organization (WHO). However,  disorder.” However, this classification cannot be used when
both have been found wanting in their accounts of chronic pain - pathophysiclogical factors are also considered to be contributing
conditions, In particular, neither system reflects the developmentsin - to the pain [.‘mbler'l."“’
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2

The IASP classification of chronic pain for ICD-11:
chronic primary pain

Michael Nicholas®, Johan W.S. Viaeyen™=", Winfried Rief®, Antonia Barke®, Qasim Aziz', Rafael Benoliel”,
Miton Cohen”, Stefan Evers', Maria Adele Giamberarding’, Andreas Goebel®, Beatrice Korwisi®, Serge Perrot',
Pater Svensson™", Shuu-Jiun Wang®®, Roli-Detlef Treede™*, The IASP Taskforce for the Classification of
Chronic Pain

Legand

-‘ ¢ - -

| S0 |l 1= i Addtionat i Directly subardinate
Toleveldiagnosis | 1 S B b parentofthe §o

4 ik H i diagnosis ; Additional parent

Figura 1. The general structure of the classfication of chromic primany pein. Leval 1 and 2 are part of the 201 8 frozen version of iC0-11; lewel 3 has been antared
Ino the toundation layes. According to the new concept of multiple parenting in WC0-11, an ent by may belong to more than one group of disgnosss.
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Lancet 2021; 397: 2082-97
See Comment page 2029

This is the first in a Series. of
three papers about chronic pain

Johns Hopkins School of
Medicine, Baltimore, MD, USA
{Prof § P Cohan MD); Walter
FReed National Military Medical
Center, Uniformed Services
University of the Health
Sciences, Bethesda, MD, USA
(Prof § P Cohen);
MNeurosdentific Division,
Department of Psychology and
Behaviowral Sciences, Aarhus
University Hospital, Aarhus,
Denmark (Prof LVase PhD);
Mayeo School of Medicine,

Chronic Pain1

Chronic pain: an update on burden, best practices, and new
advances

Steven P Cohen, Lene Vase, William M Hooten

Chronic pain exerts an enormous personal and economic burden, affecting more than 30% of people worldwide
according to some studies. Unlike acute pain, which carries survival value, chronic pain might be best considered to be
a disease, with treatment (eg, to be active despite the pain) and psychological (eg, pain acceptance and optimism as
goals) implications. Pain can be categorised as nociceptive (from tissue injury), neuropathic (from nerve injury), or
nociplastic (from a sensitised nervous system), all of which affect work-up and treatment decisions at every level;
however, in practice there is considerable overlap in the different types of pain mechanisms within and between
patients, so many experts consider pain classification as a continuum. The biopsychosocial model of pain presents
physical symptoms as the denouement of a dynamic interaction between biological, psychological, and social factors.
Although it is widely known that pain can cause psychological distress and sleep problems, many medical practitioners
do not realise that these associations are bidirectional. While predisposing factors and consequences of chronic pain are
well known, the flipside is that factors promoting resilience, such as emotional support systems and good health, can
promote healing and reduce pain chronification. Quality of life indicators and neuroplastic changes might also be
reversible with adequate pain management. Clinical trials and guidelines typically recommend a personalised
multimodal, interdisciplinary treatment approach, which might include pharmacotherapy, psychotherapy, integrative
treatments, and invasive procedures.
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Chranic primary pain

| | | |
A d Or Crén ICa rl mérla é a d Oen a Chranic widespraad Comples regional pain ha:;;:“hrcﬁmjw Chronic primary mﬂmﬁwfﬂain
P ¢

pain syndrome pain SEED N B [odher than orofacial |

propriamente dita. Seu mecanismo L o} | BT N ge—n
neurofisiolégico  predominante é o B | ;;::;:::;:: L 7-'-.'-_'-?_'};7{:-:
nociplastico. Normalmente se observa N— pss— ,,
quando nao existe histéria pregressa do [ [ e

paciente, ou seja, ndo ha um evento R, WL T W S

detectavel ou uma alteracdo estrutural que A R I
justifique sua dor. g Bt R
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esta associada a um aumento da excitabilidade do sistema nervoso e uma diminuigao

GU/SVOFR/MaZ

Fisioterapia Integrada

de seu controle inibitério nocivo difuso. Sao fatores de risco que aumentam o risco de

desenvolver dor crbnica:

Dificuldades de sono, fadiga, alteracdes psicoldgicas e sedentarismo;

Alteracdes psicologicas, fator genético, envelhecimento e desidratacao;

Sedentarismo, cirurgia prévia, marcador biologico ativo e dieta restritiva de

carboidratos:

Dor aguda néo tratada corretamente, marcador biologico ativo, sedentarismo e

fibromialgia.
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® ChronicPain1

Chronic pain: an update on burden, best practices, and new
advances

ohens. Lene Viase William M Hooter wwrw thelnoet com Vol 397 May 29, 2021

Nodplastic

« Traumatic {sphnal cord injury)
«Vircular (stroke) 4

« Newodegenedative (Parkinson's
[ EEF)

« Atoimmun (aitiphe sderosi)

« Inflamenatory (transverse mypelitis)

Peripteral

= Infactions (HEV, 3cute herpes 105es of A ’
pastherpetic newralga) s ‘

» Nerve compeassion (carpal tunned i3 5
syndroms) )

« Trauma (complex mgional pen
syndiome type 2)

« Matabolic (anvloidosis, sutritional
deficioncies) 1}

« lschaemic (periphecl vasodar dissase, H
diabetes) 3

« Toudc {chomotheragy-induced
periphesal evuropathy)
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ritable bowe! ' W
syndrome

bladder pain syndrome)
wl somatic sensitisation
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Nodceptive

Treatment consideraty

lammatory drugs

Figure 2: Slustrative drawing showing the various

of path ptive, and iph pain, along with treatment considerations
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® ChronicPain1

Chronic pain: an update on burden, best practices, and new

advances
wwiw thelincet com Vol 397 May 29, 2001
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Figure 1: Biopsychosocial meodel of pain showing the complex interaction
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Chronic pain: an update on burden, best practices, and new

advances
wwiw thelincet com Vol 397 May 29, 2001

Pamnel: Best practices for pain management

Development of a treatment plan that includes

establishing a diagnosis, and measurable outcomes that

foous on improvernents in aspects such as quality of life

Emphasis on an individualised, patient-centred approadh

Use of a multidisciplinary approach, which might include

restorative therapies (eq, physical therapy, exercise),

phammacotherapy, procedural interventions, behavioural

treatments, and complementary and integrative theraples

+  Safer and less invasive treatments incleding self-care
{weight boss, exercise) should be used before more
imvasive treatments

+  Treatment should be tailored to the diagnosis and
patient {eq, non-steroidal anti-inflammatory drugs for
nipdicaptive pain; younger patients (<30 years old) are
maore likely to develop tolerance to and be harmed by
opioids)

= {are should be based on the biopsychosocial model
Q U E ST I O NA D O R P O D CA ST = {Consideration of the needs of some populations that are

confronted with unique challenges associated with pain,

including children, older people (265 years), radal and

ethnic minorities, and military personnel

Address barriers to access to care (eq, financial kssues,

stigma)
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W ChronicPain1

Chronic pain: an update on burden, best practices, and new
advances

O modelo biopsicossocial postula dor e incapacidade como
interacbes multidimensionais e dinamicas entre fatores

biol6égicos, psicolégicos e sociais que reciprocamente

influenciam uns aos outros. Caracteristicas como depressao, 5
ansiedade, sono e condigdes sociais adversas podem ser o R e e e

resultado de dor cronica. E menos conhecido que esses

fatores predispdem os individuos a dor crénica. e
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22 - No capitulo “Neurobiologia da Dor e Analgesia”, escrito pela renomada pesquisadora .7‘

N1 72 _ . N :
\:gli/ Kathleen A. Sluka, no livro “Eletroterapia Aplicada a Reabilitacdo — Dos Fundamentos as QUESTIONALIT]

A SR Evidéncias” (Richard E. Liebano, 2021), o sistema nervoso central equilibra a atividade excitatoria

ou inibitéria por meio de estrutura e vias nociceptivas. As metas do tratamento sao reequilibrar a

atividade das vias envolvidasnanocicepcédoe dor, portanto:

Aumentando o estimulo da via direta motora e inibindo o estimulo da via indireta

somestesica;
Estimulando a via sensitiva e via motora (trajeto sensorio-motor);

Reduzindo a atividade das vias excitatorias (facilitatorias) e aumentando a atividade

das estruturas inibitérias;

Estimulando a atividade das vias excitatorias (facilitatorias) e reduzindo a atividade

das estruturas inibitorias.
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Eletroterapia Aplicada a

Reabilitacao

Dos Fundamentos as Evidéncias

Richard Eloin Liebano
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Reabilitacao

Dos Fundamentos as Evidéncias
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Independentemente do local da dor (regido do corpo onde doi), de
gual sistema acometido (somatico, visceral ou neural), do tecido
envolvido (nervos, muasculos, cartilagem, tecido visceral) até mesmo
0s estimulos passivos de ndo serem de detectados e os passivos de
deteccdo. Esses mecanismos séao filtrados por 2 (duas) espécies de
controle ou caminhos. Um caminho descendente (top-down) e um
caminho ascendente (bottow-up). Porém independente do sistema ou
caminho s&o em sua totalidade influenciados e modulados por fatores
enddgenos, mas também por fatores exdgenos (aspectos psicologicos
e sociais da dor). Porém a repercussao ao final € bioguimica e

neurofisioldgica, sendo a nivel molecular e de dificil diagndéstico.

-

QUESTIONA[LKI]

Eletroterapia Aplicada a

Reabilitacao

Dos Fundamentos as Evidéncias

Richard Eloin Liebano
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N 23 - S4o0 questionéarios e escalas utilizados na avaliagcao do paciente com
L e

dor:

Escala Tampa de Cinesiofobia, Inventario de Sensibilizagcdo Central (CSl), Escala de

Pensamentos Catrastoficos, Pain Detect, Douleur Neuropathiqgue 4 Questions;

Critério de Ottawa, WOMAC, IKDC;

CADE-Q SV, ELSA, DASI;

Inventario de Sensibilizacdo Central (CSl), Pain Detect, DASI, WOMAC.
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DOR & NEURDMODULACAD = HOPA SCNP g subdrea 2.1 000800 = 0)

Nome:

. s .
B s

Sexa: F[) M) L'imland.:.d:'.. . \"'.L

Idade:, Daka: __ Jf f Testagem:

H* hamco Entrevistadar:

{5 sintomas avaliadas por este questiondrio se referem a sua presenca didria ou na maioria dos dias dos

tltimns tris meses

Circule na coluna da direita a melhor resposta para ada questéo.
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TRADUCAO, ADAPTACAO TRANSCULTURAL E
AVALIACAO PRELIMINAR DA PAIN CATASTROPHIZING
SCALE-PARENTS PARA USO NO BRASIL

Translation, cross-cultural adaptation and preliminary evaluation

A dor é uma Cond|gé0 SUbJenva, portanto, dIfI’CII de mensurar. OS of the Brazilian version of the pain catastrophizing scale-parents

numerosos questionarios sobre dor sdo classificados e orientados

para permitir uma avaliacdo de forma mais objetiva e reprodutivel

e ~ . Original Research Article
dos multiplos fatores que estdo associados a dor. Os
P q Cross-Cultural Adaptation and Validation of the
questionarios sdo preenchidos pelos proprios pacientes e revelam Brazilian Portuguese Version of the Pain

Catastrophizing Scale

o nivel e a qualidade da dor, fatores como depressao, ansiedade,

medo, insegurancga, incapacidade e catastrofismo.

EDITORA

ryyy
FOA
rvvy




-

QUESTIONA[LKI]

24 - O processamento da dor no cérebro envolve uma rede de estruturas que
Y ¢

LTl conferem a experiéncia dolorosa uma assinatura (neurotag), dentro de um

Fisioterapia Integrada

carater pessoal e individual. Trés principios se relacionam a intensidade

dessas assinaturas:

Atencéo, foco e persisténcia;

Massa neuronal, preciséo neural e neuroplasticidade;

Neuroplasticidade, persisténcia e precisao neural;

Neuroplasticidade, cognicdo e neuroplasticidade.
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Pain Perception
Multiple Matrices or One?
Paul Geha, MD: Stephen G, Waxrman, MD, PhD Jamia Neurology  Fublished cnline Aprl 25, 2006
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Cognitive and emotional control of
pain and its disruption in chronic pain
M. Catherine Bushnell, Marta Ceko and Lucie A. Low
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Cognitive and emotional control of
pain and its disruption in chronic pain
M. Catherine Bushnell, Marta Ceko and Lucie A. Low
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Structural plasticity and
reorganisation in chronic pain

O processamento ciclico e a sintese de impulsos nervosos impdéem uma  Rohini Kuner'* and Herta Flor®>

MATURE REVIEWS | NEUROSCIENCE VOLUME 18 | JANUARY 2017 |21

caracteristica padrao de estimulos ou “assinatura neural” (neurotags). Trés

EXPERT REVIEW
principios relacionam-se com a intensidade dessas assinaturas e de . . .
The dynamics of the stress neuromatrix
plasticidade cerebral. Sdo eles: (1) massa neuronal, relacionando-se ao o Malecular Psychiatry (2016) 21, 302-312
N Sousa' '@ © 2016 Macmillan Publishers Limited  All ights reserved 1359-4184/16
namero de células cerebrais integrantes em uma determinada neurotag e ————————
sua eficacia sinapticas entre elas; (2) precisdo neural, ou seja, o quanto International Journal of Health Sciences

o _ _ september 20114, Vol 2, No. 3, pp- 3345
consegue-se inibir as células cerebrais nao integrantes; e (3)

Therapeutic Neuroscience Education, Pain, Physiotherapy and the Pain

o z c . N i
neuroplasticidade, & a propriedade do sistema nervoso central de sofrer curomateix

~ . . . . Adriaan Louw' & Emilio ] Puentedura’
alteracOes estruturais e funcionais em respostas as atividades.

Cognitive and emotional control of
pain and its disruption in chronic pain

M. Catherine Bushnell, Marta Ceko and Lucie A. Low
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Fisioterapia Integrada

Uma area especifica do cérebro que esta ativada durante estimulacao nociceptiva;

A regiao do cortex somatossensorial 1 e 2 responsaveis pelo processamento da dor;

As regides associadas do neocortex responsaveis pelo processamento da dor;

O conjunto de diferentes regides do cérebro que estao ativadas durante estimulacao

nociceptiva.
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UM POSSIVEL EXEMPLO DE
TRAMA/TEIA NEURAL DA DOR

I. CORTEX PRE-MOTOR / MOTOR
organza ¢ prepare os eovimenlos

2. CORTEX CINGULADO
concentracdo, feco

3. CORTEX PRE-FRONTAL
resolucdo de problemas, men

4. AMIDALA
medo, condicionamento de medo, »ic

5. CORTEX SENSORIAL
digrimvisacdo senseniof

6. MIPOTALAMO | TALAMO
respostos oo estresse. regulogdo

7. CEREBELO

riments ¢ cogwgdo

8 HIPOCAMPO
memdniag. copwgdo = ciol
dicranamenta de

9. MEDULA ESPINHAL

Explicando a Dor
Dawid 8. Butler e G. Lorimer Moseley
Tradugac: Tanja Samira Jorgic
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— SISTEMA NERVOSO SIMPATICO P
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— SISTEMA ENDOCRING

— SISTEMA DE PRODUCAO DA COR

3 LOGIC Vi
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®ois tarde 1e Ineasore &

Explicando a Dor
Dawid 8. Butler e . Lorimer Moseley
Tradugac: Tanja Samira Jorgic
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PAIN

Pain Supplement 6 (1999) S121-5126

A neuromatrix da dor € o conjunto de diferentes regides do cérebro que

From the gate to the neuromatrix

estdo ativadas durante estimulagcdo nociceptiva. As descricdes dos Ronald Melzack

Department of Psvehelogy, MeGi University, 1205 Dr, Penfield Avenue, Mowtreal, Quebec H2A 1R), Canada

estudos da neuromatrix relacionam-se a nove areas corticais e

subcorticais. Essas diferentes areas interagem com suas demandas e

ORIGINAL ARTICLE

suas diferentes tarefas. Os estimulos divergem para permitir processos o
An fMRI-Based Neurologic Signature

paralelos em diferentes componentes da neuromatrix e convergem para of Physical Pain

permitir interacdes entre produtos de processamento de saida. O

processamento ciclico e a sintese de impulsos nervosos impdem uma Explicando a Dor

Davwrid 8. Butler e (. Lorimer Moseley
Traducao: Tanja Samira Jorgic

Heigroup Publications, Adelaide Australia, 2000
18 North Steeet, Adelaide Ol West, Bouth Australla 3000

caracteristica padréo de estimulos ou “assinatura neural” (neurotags).
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Fisioterapia Integrada

processamento da dor.” Elas compartilham informacdes de:

estimulos nociceptivos, motores, emocionais, do sistema nervoso autdbnomo

simpatico e parassimpatico:

estimulos sensoriais de ameaca e protecao da dor;

estimulos motores de protecéao e vigilancia da dor;

estimulos nociceptivos centrais e do sistema nervoso periférico.
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Neural representations and the cortical body matrix:
implications for sports medicine and future directions

Sarah B Wallwork, ' Valeria Bellan,” Mark | Catley,' G Lorimer Moseley™-*
Valhwerk SE, et al Br | Spores Med 20165;50:090-906. dei: M0, 11 36bjsporte- 20154095356
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Neural representations and the cortical body matrix:
implications for sports medicine and future directions

Sarah B Wallwork," Valeria Bellan," Mark | Catley,’ G Lorimer Moseley -
Wallwork 5B, of afl Ar  Sports Med! JO06;50:990-996. da: 8011 36bjsports-201 5095356
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QUESTIONADOR PODCAST

The NEW ENGLAND JOURNAL of MEDICINE

| REVIEW ARTICLE

FRONTIERS IN MEDICINE

Mapping Symptoms to Brain Networks
with the Human Connectome

Michael D. Fox, M.D., Ph.D.

A Map of Anatomical Connectivity B Specific Fiber Tracts C Map of Functional Connectivity

Figure 2. The Human Brain Connectome.

Current human brain maps of anatomical connectivity (Panel A) can be used to isolate specific fiber tracts, such as those passing
through the posterior cingulate (Panel B). Maps of functional connectivity can be used to identify brain regions with spontaneous activity
that is positively correlated (yellow or red) or negatively correlated (blue or green) with any other region, such as the posterior cingulate
(Panel C).
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A intensidade da dor pode ser dissociada da magnitude da resposta

na matriz da dor. Os estimulos nociceptivos podem provocar respostas

CERTA RESPOSTA!
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Neural representations and the cortical body matrix:
implications for sports medicine and future directions

Sarah B Wallwork, ' Valeria Bellan," Mark J Catley,' G Lorimer Moseley™*

Walkwork 5B, af al Br

A -

1 Sports Meg J00E;50:990-006. dai: 8011 36bjsports-h01 5085356

Mociception
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. . - ~ - N . driven -
corticais com uma configuracdo espacial semelhante a da neuromatrix. L
Sendo assim, uma neurotag de dor (pain neurotag) € descrita, como: Bpededthrest [~ T
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Fiven . e — r___.fz/f. avement

envolvidas no processamento da dor.” S&o regibes do cérebro que ao

mesmo tempo compartilham informacbes de estimulos nociceptivos,
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body position/location

Social threat
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transmitidas da periferia aos centros superiores:

Sensibilizacao alterada e borramento;

Hiperalgesia e alodinia;

Hiperalgesia e sensibilizagao alterada;

Sensibilizacéo difusa e hipersensibilidade.
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New concepts ol pain

Anne-Priscille Trouvin **, Serge Perrot *""

Rheumatology

4 Lhmité INSERM U987, Hopirel Ambroise Pard, Parls Descartes University, 9 averwe Chark
Bowlegne Billancourt, France
U Centre d'Fvaluation et Traitement de fa Doulewr, Hapital Cochin, Paris Descartes Uniw
Frubourg Sainr facques, 75004, Paris, France

Pain Ther (2020) 9:51-815 Ch:)rm
hutpsdoi.org/ 10.1007/5401 22-020-0021 T-w updases

PRACTICAL APPROACH

Not All Pain is Created Equal: Basic Definitions
and Diagnostic Work-Up

Cesare Bonezzi - Diego Fornasari - Claudio Cricelli -

Alberto Magni - Giuseppe Ventriglia

The Discriminative Validity of “Nociceptive,”
“Peripheral Neuropathic,” and “Central Sensitization” as
Mechanisms-based Classifications of Musculoskeletal Pain

Keith M. Smart, PhD* Catherine Blake, PhD,T Anthony Staines, PhD,}

Smart ef al Clin | Pain * Volume 27, Number 8, October 2011
“““...Mmh ‘ } Quantitative Sensory Testing in Chronic
- ' Musculoskeletal Pain

Zakir Uddin, BScPT, MSc, PhD*" and Pain Medicine 2015
Joy C. MacDermid, BSc, BScPT, MSc, PhD** doi: 10, 1093/pmy|
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Quantitative Sensory Test
Musculoskeletal Pain

Zakir Uddin, BScPT, MSc, PhD*" and
Joy C. MacDermid, BSe, BScPT, MSc, PhD*+
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ing in Chronic

Pain Medicine 2016; O 1=10
doi: 10,1093 pmApnv 05

‘T‘ | l Q5T Modality QST Parameter Method

l ‘“ " Current Current perception threshold Method of limits
Vibration Vibration threshold Method of limits
Pointing touch Touch threshold Mathod of limits
Light touch Touch threshold Method of levels
Blunt pressure Pressure pain threshold and tolerance Method of levels

Hypersensitivity | Hyperesthesia (Hyperalgesia, All

odynia) |

Basal Pain Sensitivity Normal sensitivity

Figure 2 Basal pain sen-

. . . sitvity and abnormal pain
Hyposensitivity | Hypoesthesia (Numbness, Paresthesia) | ¥ A
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_________________ mal Se
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Clinical features and pathophysiology of complex regional
pain syndrome

www thelancet com{nevrology Vol 10 July 2011

Johan Marinus, G Lorimer Moseley, Frank Birklein, Ralf Baron, Christian Maihafner, Wade S Kingery, Jacobus | van Hilten

Ipsilateral cortical changes
nhibtion and Texctation in M1

Central sensitisati
Allodynia, hyperalgesia, secondary
hyperaigesia, and wind-up
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CERTA RESPOSTA!

A facilitacdo do sinal de forma que a informacao retransmitida para centros superiores, nao

esteja acoplada a intensidade ou duracdo do estimulo periférico, podendo resultar em fenbmenos

neurofisioldgicos de hiperalgesia (dado que o estimulo € doloroso, ele € percebido como mais

doloroso) e alodinia (perceber um sintoma como doloroso, quando na verdade nado €). Esses dois

fendmenos serdo apresentados em qualquer tipo de sensibilizacao: que

€ uma amplificacdo de uma

resposta neuronal, de uma via sensorial (no caso a via nociceptiva), uma vez que se entra em

contato com o estimulo..

Temporal Summation Conditioned Pain Modulation
(=1}
) ———
T i T T
/ ! Sasaine Posoondonng
by of simud =i
'\n‘ EENY

Central Sensitization

~a
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PAIN

www.elsevier.com/locate/pain

{‘

PAIN" 152 (2011) 52-515

IASP

Review

Central sensitization: Implications for the diagnosis and treatment of pain
Clifford ]. Woolf

Program in Neurabiology and FM Kirby Neurobiology Center, Children’s Hospital Baston, Department of Neurobiology, Harvard Medical School, Bostan, MA, USA

New concepts of pain

Anne-Priscille Trouvin * ", Serge Perrot *

Rheumatology

* Unité INSERM LSBT, Hopital Ambrodse Paré, Paris Descartes University, 9 avenue Charles de Gaufle, 92700,
Bowlpgne Billancourt, France

" Centre d'Eweluation et Traitement de la Doulewr, Hapital Cochin, Paris Descartes University, 27 rue du
Faubourg Saint Jacques, 75014, Paris, France

JOURNAL OF MANUAL & MANIPULATIVE THERAPY, 2017
VOL 25,N0. 3, 118-127 a Taylor&Francns
hittps://doi.org/10.1080/10669817.2017.1300397 Taykor BFra
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W) Check for updaies

Mechanisms of chronic pain - key considerations for appropriate physical
therapy management

Carol A. Courtney?, César Ferndndez-de-las-Pefias®c and Samantha Bond?*

Quantitative Sensory Testing in Chronic
Musculoskeletal Pain

Zakir Uddin, BScPT, MSc, PhD*" and Pain Mediche 2016; O: 1-10
Joy C. MacDermid, BSe, BScPT, MSe, PhD*+ doi: 10.1092pm/pnv1 05
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Fisioterapia Integrada

partir de materiais de baixo custo, através de estimulos simples como:

Toque leve (bola de algodao ou gaze), picada (clipe de papel ou alfinete) e temperatura (tubo

de agua a 40 graus C);

Togue leve (bola de algodao ou gaze), reflexo tendineo (martelo neurologico de buck) e

estetoscopio;

Reflexo tendineo (martelo neuroldgico de taylor), diapaséo e lente de maddox;

Otoscopio, lanterna clinica e esfigmomandmetro.
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Journal of Psychosomatic Research 117 (2019) 32-40

Contents lists available at ScienceDirect

Journal of Psychosomatic Research

journal homapage: www.elsevier.com/locate/|psychoras

Review article

Central sensitization in chronic pain and medically unexplained symptom
research: A systematic review of definitions, operationalizations and
measurement instruments

Carine den Boer™"', Linne Dries”, Berend Terluin”, Johannes C. van der Wouden™,
Annette H. Blankenstein®, C. Paul van Wilgcn""', Peter Lucassen”, Henriétte E. van der Horst"

Table &
Categories of measurement instruments and examples of specific tests.
Measurement instrument What is measured? Examples
Quantitative sensory testing (QST) Hyperalgesia, allodynis, temporal  Thermal stimuli: threshalds for cold pain, heat pain, cold detection and heat detection: oz,
summation putting the hand in an iced water bath [411
Tactile stimuli: pressure pain thrashalds (PPTs) [109,116]

Vibratary ar vibrotactile stimuli: detection thresholds for vibration or combination of tactile
and vibeatory stimuli, e, electric toathlbnsh [120]
Electrical stimuli: reaction to electrical pulses with electrodes
Distention: distending the rectum or cesophagus with an inflatable balloon [66]
Ischemic stimuli: ischemic compression of the arm with a cuff [110]
Reaction on specific pain mediators, eg. reaction on injection with hypertonic saline [67]

Two different quantitative sensary tests Conditioned pain modulation Tonic phasic stimulation: phasic heat test with counterirritation of cald [60,130]

together [(CPM) Ischemic stimulation: inflating an acclusion cuff, comparing pressire pain priar to and during

cuff inflation [110]
The nociception withdrawal reflex e.g. Hioffman) reflex: stimulation of median nerve with an
EMG device, measurement af H wave (a compound muscle action potential) [44]
Measurement of the cutaneous silent pericd (CSP): a brief pause in musele action potentials
fallowing strang stimulation of a cutaneous nerve during 2 sustained voluntary contraction

[45]

MRL, fMRI, PET, somatosensary evoked Structural and functional brain Mensurement of changes in brain morphology (global and regional gray matter volumes),

patentials (SEP) changes changes in density and changes in signaling [95]

Measurement of cytokine bevels Labaratory evaluation Measurement of serum levels of pro-inflammatory interlenkines (1-1, 1L-6, TL-8) and anti
inflammatory interdeukines (IL-4, IL-10); serum bevels of TRF-alpha, a pro-inflammasary
cytokine [87,140]

Measurement of newrotrophine leveks Laboratory evaluation Mensurement of serum levels of nerve growth factor (NGF) and brain derived neurotrophic
factor (BDNF) [26]

Questionnaires Symptoms, history of functional Central sensitization Inventary (CSD) [27,43-54]

syndromes
Sensory aspects of hypersensitivity  Sensory Hypersensitivity Scale (SHS) [E0]
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VIEWPOINT

HUBERT VAN GRIENSVEN, M5c (Pain), PhD, MCSP, DipAc® = ANNINA SCHMID, M Manip Ther, PhD, MMACP. MC5P?
TEODORA TRENDAFILOVA, BSc (Honsy » MATTHEW LOW, BSc (Hons), M5c, MMACF, MCSP*#

Central Sensitization in Musculoskeletal
Pain: Lost in Translation?

i

tertiary hyperalgesia raises
suspicion of contribution of
central mechanisms

Measurement Properties of

Clinical Tests Compared to
Clinical Sign Semi-objective Test (QST) Clincial Test Semi-objective Tests
Cold/heat hyperaigesia  Therrmal tester Cold/hot test tubes Presence of secondary o weemmt rates (Zhu et aly

Cold tube: hrgh fest-retest
reliability (Cathcart and Pritchard,
Tiley and Bisset)

Mechanical byperalgesia

Weighted pigrick stimulators, blunt
pressure AEVM'.EV

¢

Toothpickheurotip, blunt pressure
(thurr, eraser)

4

Hk

Presence of secondary or
terbary hyperalgesia raises
suspicion of c fion of
central mechanisms

Agreement rates (Zhu et al)y:
Toothpick: 52.6% -84.6%
Thumb pressure: 575%-86.8%
Eraser pressure: 60.0%-84.2%

Nerve palpatian: high test-retest reli
ability (Pedersini et al, Fingleton
etal)

Dynamic mechanical

Cotton wool tip, soft brush

Cotton wool tip, Soft brush

Pan elicited on light touch

Good to high ntes

redabulity of

pinprick, thermal
~-

rical)

toothpick/neurotp

atrain of stimuli compared
0.2 single stimulus raises
suspicion of contribution

of central mechanismes.
Also observe for painful

aftersensations (prolonged
pain after repeated stimuli
have stoppad)

alodynia 7/ ( raises suspicion of contribu alodynia tests (Geber et al)
tion of central mechanisms
. «
Temporal summation Repeated nociceptive stimulation (eg, Repeated pinprick stirmulation with Exacerbation of pain ratingsfor  Agreement rates (Zhu et al):

Tocthpick: 425%76.5%
Wind-up with piprick moderate
test-retest reliability (Geber et al)

Spatial summation

Difierent sizes of thermodes, different numbers of pressure probes

Presence raises suspicion
ribution of central

mechanisms

Descending inhibition

Conditicned pain modulation (condit

the contralateral foot)

—
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d test stimulus over different areas,
for example, one foot immersed in ice water and pressure pain threshold over

Presence raises suspicion
of contribution of central
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PAIN

Imaging vs quantitative sensory testing to predict
chronic pain treatment outcomes

Karen D. Davis™®
Available online at www.sciencedirect.com
.Gl."ﬁ‘@ﬂlﬂ‘ﬂT“
European Journal of Pain 10 {2006) 77-88

www. EuropeanfournalPain.com

l‘h“‘l:

Quantitative sensory testing: a comprehensive protocol
for clinical trials

R. Rolke “*, W. Magerl *, K. Andrews Campbell ¢, C. Schalber *, S. Caspari *,
F. Birklein °, R.-D. Treede

LY | Quantitative sensory  iorrossosons:
» Sl testing (QST)

M. Miicke'? - H. Cuhls? - L. Radbruch? - R. Baron® - C. Maier® - T. Télle® -
R.-D. Treede® - R. Rolke’
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https=/fdoi.org/10.1007/s40122-020-00217-w updates
PRACTICAL APPROACH

Trés estimulos sdo usados para testar a sensibilidade a
discriminacao de toque leve com uma bola de algoddo ou
gaze, picada com uso de um clipe de papel e/ou alfinete e
temperatura com um tubo de agua a 40 ° C. A partir desta
avaliacao, podemos determinar se o0 paciente apresenta ou
nao déficits sensoriais, possibilitando avaliar a resposta do
sistema nervoso aos estimulos exdgenos somaticos nocivos
e inofensivos, e eventualmente a dor. Os fisioterapeutas
devem estar atentos a sensibilizacdo central e considerar
potencias top-down e bottow-up no contexto de uma

abordagem biopsicossocial centrada na pessoa.

Not All Pain is Created Equal: Basic Definitions
and Diagnostic Work-Up

Cesare Bonezzi (® - Diego Fornasari « Claudio Cricelli -

Alberto Magni - Giuseppe Ventriglia

r 1
[ VIEWPOINT ]

HUBERT VAN GRIENSVEN, M5c (Pain), PhD, MCSF, DipAc' = ANNINA SCHMID, M Manip Ther, PhD, MMACF, MCSP®
TEODORA TRENDAFILOVA, B5¢c (Honsy = MATTHEW LOW, BSc (Hons), M5c. MMACFE, MCSP*#

Central Sensitization in Musculoskeletal

Pain: Lost in Translation?
e\ e N B
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e -r associados a processos de sensibilizacao central e/ou periférica em ambito

Fisioterapia Integrada

clinico através de qual aparelho?

Esfignomamometro;

Algbmetro de pressao;

Baropodometro;

Dinamoémetro.
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Reliability, Standard Error, and Minimum
Detectable Change of Clinical Pressure

Pain Threshold Testing in People
With and Without Acute Neck Pain
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QUESTIONADOR PODCAST

Quantitative sensory
testing (QST)

M. Miicke'< - H. Cuhls® - L. Radbruch? « R. Baron® - C. Maier® - T. Télle* - Schmerz
R.-D. Treede® - R. Rolke’ DOl 10.1007/500482-015-0093-2

Table 1 Clinical signs, quantitative sensory testing, and possible underlying neurobiological mechanisms

Clinical signs Definition Quantitative sensory testing Possible underlying neurobiclogical mechanisms
Testing for presence of plus or minus signs Deafferentation  Peripheral Central
[tested peripheral fiber types) sensitization  sensitization
Plus signs Sensitivity to test stimuli
Hyperalgesia Increased pain
sensitivity® of
To heat ... the skin Heat stimulation by means of thermaotesting 1l T —?
C, AB)
To cold ... the skin Cold stimulation by means of thermaotesting 1 = T
(C, AB)
For pinprick stimuli ... the skin Calibrated needle stimuli {pinprick) (C, AS) 1 T T
For blunt pressure ... deeper tissues Pressure abgometer (C, AG) 1 T2 —?
Allodynia® Pain in response to non-  Brush, cotton swab, Q-tip (AR) to skin brushing — — T
nociceptive stimuli®
Minus signs
Hypoesthesia Decreased sensitivity Light cold stimulation by means of thermotest- | — -, 1r
(thermal/ for nonpainful stirmuli img (AG), light heat stimulation by means of
miechanical/other) thermotesting (C), von Frey filaments (AR), cali-
brated tuning fork (64 Hz, Rydel-Seiffer) (AB)
Hypoalgesia Decreased sensitivity To cold/heat stimulus by means of thermatest- — —
(thermal/ for painful stirmuli img (C, Ad)Calibrated needle stimuli (pinprick)
mechanical/other) |C, Ad)Pressure algomaeter (C, AS)
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Systematic Review and Meta-Analysis

Quantitative sensory testing and predicting
outcomes for musculoskeletal pain, disability,
and negative affect: a systematic review and

meta-analysis

Vasileios Georgopoulos™™, Kehinde Akin-Akinyosoye™®, Weiya Zhang™™®, Daniel F. McWillams
Paul Hendrick™®, David A. Walsh®®®

a0,

Contants lists available at ScienceDirect

European Journal of Pain

journal hemepage: www.EuropeanJournalPain.com

Reference values of mechanical and thermal pain tests in a pain-free population

Alban Y. Neziri **, Pasquale Scaramozzino®, Ole K. Andersen®, Anthony H. Dickenson ¢,
Lars Arendt-Nielsen ©, Michele Curatolo®

Instrumental validity and intra/inter-rater
reliability of a novel low-cost digital
pressure algometer

Daniel Jerez-Mayorga’, Carolina Fernanda dos Anjos?,
Maria de Cassia Macedo®, llha Gongalves Fernandes®,
Esteban Aedo-Mufioz®, Leonardo Intelangelo® and

Alexandre Carvalho Barbosa®
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Podemos avaliar o limiar de dor a pressdo com o0 uso de
um algdbmetro de pressao que nos fornece informacdes em
Kg/cm2. A algometria de pressdo pode ser utilizada em
diversos segmentos corporais (ventre muscular, tenddo e
superficies 6sseas). O aparelho valida e viabiliza medi¢des
rotina clinica,

guantitativas de limiares de dor na

beneficiando a avaliacdo principalmente na atencao
primaria. A comprovacdo atual é que um algébmetro de
pressdo de baixo custo € valido e confiavel o suficiente
para ser considerado um equipamento padréo para avaliar 3 |
o limiar de dor & presséo. indices de testes quantitativos
sensoriais de hipersensibilidade a dor podem ajudar a
desenvolver intervencdes direcionadas com o objetivo de
melhorar os resultados em uma variedade de condi¢des

musculoesqueléticas.

O\M. |

“UNIT |

0-10kg:d=5g
10-50kg:d=10g

|4

selection button; (5) Adapted terminal.

Figure | Adapted pressure algometer—PA. (1) Display; 12) On Urguﬂcm (3) Tare buton: [-m_.m
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Systematic Review and Meta-Analysis

Quantitative sensory testing and predicting
outcomes for musculoskeletal pain, disability,
and negative affect: a systematic review and
meta-analysis

Vasileios Georgopoulos™™*, Kehinde Akin-Akinyosoye™”, Weiya Zhang™™®, Daniel F. McWilliams™©
Paul Hendrick™4, David A. Walsh®®=

Contents lists available at ScienceDirect

European Journal of Pain

journal hemepage: www.EuropeanJournalPain.com

Reference values of mechanical and thermal pain tests in a pain-free population

Alban Y. Neziri **, Pasquale Scaramozzino ®, Ole K. Andersen ¢, Anthony H. Dickenson®,
Lars Arendt-Nielsen , Michele Curatolo®

Instrumental validity and intra/inter-rater
reliability of a novel low-cost digital
pressure algometer
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Esteban Aedo-Mufoz®, Leonardo Intelangelo® and
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pode ser investigada em ambito clinico através do teste de:

Teste de disdiadococinesia;
Teste de sensibilidade dolorosa epicritica;

Teste de CPM (conditioned pain modulation);

Teste de palestesia ou sensibilidade vibratoria.

-
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PAIN

Imaging vs quantitative sensory testing to predict
chronic pain treatment outcomes
Karen D. Davis®"
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Personalized Pain Medicine: The k

-h 1w

Clinical Value of Psychophysical %"
Assessment of Pain Modulation Profile

Rambam Maimonides Medical Journal 4 October 2013 + Volume 4 + Issue 4 + 00024

Yelena Granovsky, Ph.D.* and David Yarnitsky, M.D.
Special Issue on Pain

Guest Editors: Elon Eisenberg and Simon Vulfsons

The Nociception Spectrum

Lower <« Supra-threshold > Higher
Lower <« Temporal Summation » Higher
More Efficient «— CPM —> Less Efficient

—————— ]

Anti-nociceptive

Pro-nociceptive

Figure 2. The Expression of Psychophysical Tests along the Pain Modulation Profile.
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The Journal of Pain, Vol 13, No 10 (October), 2012: pp 936-944
Awailable online at www. jpain.org and www.sciencedirect.com

RESEARCH

American
Pain(€~
Society

EDUCATION

TREATMENT
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Critical Review

Conditioned Pain Modulation in Populations With Chronic Pain:
A Systematic Review and Meta-Analysis

Gwyn N. Lewis,* David A. Rice,*! and Peter J. McNair*

*Health and Rehabilitation Research Institute, AUT University, Auckland, New Zealand.
'Pain Management Unit, North Shore Hospital, Auckland, New Zealand.

942  The Journal of Pain Systematic Review of Conditioned Pain Modulation

Table 3. Summary Results of the Moderator Variable Analysis

Ereecr Size
Mooeraror P varue Sussrous N Heoee's & [95% Ci] P warue
Gender .02 Female 1 1.25 [.75-1.75] =001
Mixed 19 53 [.16-.89] =001
Age 003 <40 10 1.48 [93-1.58] <001
Mixed 12 55[.1-1.0] .02
=40 8 28 [-.26-83] 3
Pain condition 2 Arthritis 3 A3[.0-91] 08
Fibromyalgia 7 55 [.34-73] =001
IBS [ 1.40 [.27-2.53] o
Headache [ 87 [.26-1.69] .oos
Other 9 1.44 [.4-2.45] .00s
Outcome measure 4 Pain threshold 14 6113 ] o1
Pain rating 15 .90 [44-1.36] =001
Reflex measure 3 1.33 [.30-2.36] .o
Conditioning stimulus type B Cold water 17 B4 [.43-1.28] =001
QUESTIONADOR PODCAST A
lschemia 8 87 [.25-1.49] D06
Capsaicin 1 86 [-.87-2.58] 3
Test Electrical ] T1[14-1.27] o
Pressure 15 65 [.21-1.10] 004
Thermal El B4 [.28-1.41] 004
Conditioning stimulus pain B Equal 17 76[.34-1.18]
More in patients 7 B8 [0-1.3]
Mot stated [ 87 [.28-1.67]

Abbreviations: n, number of studies entered; €I, confidence interval; 1BS, imtable bowel syndrome,
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O teste Conditioned Pain Modulation (CPM) pode ser
utilizado na pratica clinica paira avaliar o funcionamento anti-
nociceptivo. A Modulagdo Condicionada da Dor (CPM) pode
ser usada para predizer a saude, integridade e a forca dos
sistemas enddgenos da dor (dois paradigmas psicofisicos —
espectro pr6 ou anti-nociceptivo), através de controle
inibitério nocivo difuso. Os circuitos endogenos de
modulacdo da dor possuem a capacidade de aumentar ou
reduzir a magnitude percebida dos estimulos aferentes, ou
seja, uma dor pode inibir a outra (controle inibitério nocivo

difuso);

CERTA RESPOSTA!

Comprehensive Review

PPAIN "

Reliability of conditioned pain modulation:
a systematic review

Donna L. Kennedy™*, Harriet |. Kemp®, Deborah Ridout®, David Yarnitsky®, Andrew S.C. Rice®

PAIN

Imaging vs quantitative sensory testing to predict
chronic pain treatment outcomes

Karen D. Davig™®

Personalized Pain Medicine: The
Clinical Value of Psychophysical A
Assessment of Pain Modulation Profile

Rambam Maimonides Modical Journal 4

Yelena Granovsky, Ph.D.* and David Yarnitsky, M.D.
Special Issue on Pain
Guest Editors: Elon Eisenberg and Simon Vulfsons

October 2013 + Volume 4 + Issuo 4 + 00024
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passivo, que pode ser feita de qual forma?

Eletroneuromiografia e dinamometria;

Balde de gelo e esfigmomanometro;

Eletromiografia e estesiometria;

Baropodometria e estabilometria.
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PAIN

Imaging vs quantitative sensory testing to predict
chronic pain treatment outcomes

Karen D. Davis™"

Conditioned pain
modulation (CPM)

Pain
Experience
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Central sensitisation in chronic pain conditions: latest “ ()
discoveries and their potential for precision medicine

ni Kopreli,

elly Ickmans, josué Fernd
le 5

ndberg, Laurence Leysen, David Rice, Mi . uratolo

wwrw thelanoet comfrhesmatology Vel 3 May 2021

Sensitivity to bght

Stress as an aggravating factor caus
concentration difficulties; memory

problems; sleep problems

ncreased pain sensitivty
to mechanical pressure
cold, heat, and wibration

Sersitivty to odowrs

Discrepancy between
peripheral drivers of
pain and the magnitude
of pain and disability
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Comprehensive Review

Reliability of conditioned pain modulation:
a systematic review
Donna L. Kennedy®*, Harriet |. Kemp®, Deborah Ridout®, David Yarnitsky®, Andrew S.C. Rice®

4 8 8

Shoulder pain Chranic low back pain Fibromyalgia

Lower limb tendinonathies Naontraumatic neck pain Travrnatic neck pain
Postcancer pain Chronic fatigue syndrome
Paediatric pain Tersion-type headache
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Comprehensive Review

-
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PAIN

Reliability of conditioned pain modulation:
a systematic review

Donna L. Kennedy™*, Harriet |. Kemp®, Deborah Ridout®, David Yarnitsky®, Andrew S.C. Rice®

CPM

Conditioned Pain Modulation, the DNIC-like Phenomenon

= CPM = (VAS Post — VAS Pre)
Rt / \

Test Stimulus Test Stimulus

VAS

L

Temp

Conditioning Stimulus

Figure 1. An Example of a Conditioned Pain Modulation (CPM) Test Protocol.

) Personalized Pain Medicine: The H{g
Clinical Value of Psychophysical =

RAMBAM

Assessment of Pain Modulation Profile =7

Yelena Granovsky, Ph.D.* and David Yarnitsky, M.D.

Special Issue on Pain
Guest Editors: Elon Eisenberg and Simon Vulfsons

O teste do CPM passivo consiste em 3 (trés) fases: pré-estimulo: avaliar o limiar de dor a
pressdao 3 locais anatbmicos diferente com o algbmetro de pressdo. O estimulo
condicionante que pode ser aplicado pela imersédo de um dos membros num balde com gelo
ou atraves de esfigmomandmetro. A descri¢cdo de carga pelo manguito é de 20 em 20mmHg
até que a percepcao de dor aconteca, e ap0s esse primeiro limiar o paciente deve relatar
uma EVA média de 5 pontos. A partir desse estimulo condicionante aguardamos 2 minutos
em teste. Pds-estimulo: reavaliamos o limiar de dor a pressdo nos 3 pontos anatdmicos
ainda sob efeito do estimulo através do esfigmomandmetro. Escores positivos com: (limiar
pos — limiar pré) = sdo indicativos de uma funcdo anti-nociceptiva preservada. Ou seja, 0

sistema nociceptor auxilia com o mecanismo enddgeno.
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aumentado na pratica clinica, através de qual fendmeno?

Wind-Up (somacao temporal);

Parestesia;

Paresia;

Hipoestesia.
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PAIN

Imaging vs quantitative sensory testing to predict
chronic pain treatment outcomes

Karen D. Davis®®

Conditioned pain
modulation (CPM)
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Pain
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The Journal of Pain, Vol 14, No 3 (Masch), 2013: pp 281-289
Available Oniine 3t www DI 069 3T Www SLNCEdIrect Com

The Osteoarthritis Knee Model: Psychophysical Characteristics and

Putative Outcomes

R. Norman Harden,*"' Gila Wallach,* Christine M. Gagnon, *' Arzhang Zereshki,*
Ai Mukai,**"* Meryem Saracoglu,**' Maxine M. Kuroda,*-' Joseph R. Graciosa,*
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Wind-up and the NMDA receptor complex from a
clinical perspective

I

Per K. Eide

— > 4 —
- a 3, European Journal of Pain (2000) 4: 5-17 .
( ] doi:10.1053/eujp.1999.0154, available online at http://www.idealibrary.com on IDEAL _)
{ d
? ) S A\ o
. 4 } ; Review Article
“k’ | . 3
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Department of Neurosurgery, The National Hospital, University of Oslo, Oslo, Norway
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European Journal of Pain (2000) 4: 5-17 . Ve
doi:10.1053/eujp.1999.0154, available online at http://www.idealibrary.com on IDEAL (\‘Lf ,)

A presenca de somacao temporal ind-Up) € um dos sintomas que podem indicar
b ¢ ¢ P & P) que p Review Article

um estado de pro-nocicep¢do aumentado. Com a utilizacdo de um algébmetro de

pressdo de baixo custo, podemos quantificar a avaliacdo. O primeiro passo é Wind—up and the NMDA receptor complex from a
identificar o limiar de dor a presséo do paciente utilizando o algdmetro. O protocolo clinical perspective

de somacéo temporal (Wind-Up) € descrito com a realizacéo de 10 (dez) repeti¢cGes Per K. Eide

do estimulo pressoérico no paciente, retornando ao zero (ou negativo do aparelho). Department of Neurosurgery, The National Hospital, University of Oslo, Oslo, Norway

Durante a quinta (5) e a décima (10) repeticdo solicitamos ao paciente que aponte L. ] . L .
Comentarios: mecanismos anormais periféricos - somacao

novamente sua EVA. Como ja realizamos 5 pressdes até esse momento do teste, a "

tendéncia é que o paciente perceba um pouco mais o limiar j& avaliado, com um . - A
os resultados dos exames clinicos com doentes com dor cronica,

pouco mais de intensidade. Dessa forma teremos 3 (trés) valores: no inicio do
sugerem que o receptor NMDA pode apresentar um novo alvo para a

protocolo quando avaliamos o limiar de dor analdégica do paciente. Durante o 5 - - .,
modulacdo somacéao anormal da dor.

(quinto) momento e ao 10 (décimo) momento do teste. O resultado do protocolo de

somacgdo temporal é a diferenca entre a escola visual analégica na 10 (décimo) PR RTINS

- z o o n ~ gna o FOR PROFESSIONAL
estimulo e no estimulo inicial. Interpretacdo do teste: (escore positivo = pro- EDUCATION

IN PAIN
nocicepcao aumentada). Third Edition
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33 - Paciente sexo feminino, chega a consulta apresentando dor lombar ha cerca de 6 (seis) anos, de origem lenta e QUESTIONALEL]

progressiva, sem eventos traumaticos descritos, levando a uma baixa probabilidade de lesdes teciduais, e maiores

possibilidades de eventos de sensibilidade aumentada nos tecidos. Sedentaria e histérico de depressédo. Testes
guantitativos sensoriais (QST) apresentado hiperalgesia e alodinia. Dessa forma, uma possivel hipétese com as

descricbes da anamnese nos leva ao mecanismo:

Neuropatico;

Nociceptivo;

Nociplastico;

Neuropatico com sobreposicao nociceptiva.
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pain management: the trolley analgesic model
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Perspective

A Mechanism-Based Approach to
Physical Therapist Management of Pain

Ruth L. Chimenti, Laura A. Frey-Law;, Kathleen A. Sluka

RL. Chimenti, PT, PhD, Deparirment
of Physical Therapy and Rehabitation | poiy reduction is a primary goal of physical therapy for patients who present with acute or
Science, University of lowa, lowa City, P . _ .g o P . I o
persistent pain conditions. The purpose of this review is to describe a mechanism-based
approach to physical therapy pain management. It is increasingly clear that patients need
LA Frey-Law, PT, PhD, Deparment | to be evaluated for changes in peripheral tissues and nociceptors, neuropathic pain signs
of Physical Therapy and Rehabditation | and symptoms, reduced central inhibition and enhanced central excitability, psychosocial
Sekence, Uniierslly of lous. factors, and alterations of the movement system. In this Perspective, 5 categorics of pain

(A)
Nociceptive Nociplastic Neuropathic

Ievwea.

*Exercise *Education sExercise *Education «Education
*Massage *Exercise *Exercise *Exercise
*TENS *Massage *Massage *Manipulation
*Manipulation
*TENS
Nociceptive Nociplastic
«Topical analgesic | | *Serotonin- sGabapentinoid | [*Serotonin- | [*Muscle relaxant
*Nonsteroidal noradrenaline noradrenaline
Anti-inflammatory | |reuptake inhibitor reuptake inhibitor
*Opioid Tricyclic *Tricyclic
*Channel blocker | |antidepressant Sntidepressant L
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Dor de origem lenta e progressiva, sem eventos traumaticos descritos, levando a uma baixa probabilidade de les6es teciduais, e maiores possibilidades de eventos de
sensibilidade aumentada nos tecidos (sensibilizacdo). Dessa forma, uma possivel hipétese com as descricbes da anamnese nos leva ao mecanismo
neurofisiolégico nociplastico. Associado aos testes quantitativos sensoriais, com utilizacdo do algbmetro de pressao, avaliando a hiperalgesia/alodinia mecéanica,

seguindo um padrao mais local ou difuso (como relatado pela paciente) sem uma area neuro anatémica especifica.

Utilizamos uma carga de 1kgf por 1 segundo, dentro da area relatada dolorosa. Solicitamos o relato do paciente do momento ao qual a pressao comece a incomodar.
Depois avaliamos o limiar no lado contralateral a queixa dolorosa. Observando a sensibilidade comparada a presséo, o lado doloroso apresenta um limiar mais baixo.
Quando progredimos com os testes para area toracica, observamos um limiar de dor mais predominante em um dimidio corporal. Ou seja, sem padrédo neuro anatémico
definido. Quando avancamos com avaliacdo dos testes quantitativos sensoriais (QST) com estimulos de picada com a agulha, e comparamos o dedo médio da mao direita
com a coluna lombar a direita, observamos sinais sensoriais aumentados e possivel hiperalgesia. Quando continuamos a exploracao do teste, observamos sinais de
hiperalgesia e alodinia espalhados em todo dimidio direito e sugestiona uma possivel pré-nocicepcdo aumentada em regides superiores das vias nociceptivas. Continuando
a avaliacdo através do teste de Wind-Up ou Somacédo Temporal, avaliamos a repeticao do estimulo varias vezes e a tendéncia é que a dor piore para 0 mesmo estimulo,
levando a um resultado positivo no teste. Quando chegamos na quinta repeticdo do teste, apresentou mais dor relatada pela EVA (de 5 foi para 7) e na décima repeticao

novamente mais dor (EVA de 7 foi para 8), o que indica Wind-Up positivo.

O teste positivo remete sinais de pré-nocicepgéo, sendo assim, o aumento da via nociceptiva esta presente. Seguimos o exame clinico através do CPM avaliando o
funcionamento da via analgésica enddgena, induzindo dor na paciente. Padronizamos a regido do trapézio contralateral ao lado doloroso, inflando o esfigmomanémetro até
a sensacao dolorosa de EVA média. Aguardamos por 2 minutos, repetimos a algometria sobre a mesma area testada inicialmente, ainda sobre efeito do estimulo
condicionante (esfigmomanémetro) apresentando um aumento do limiar ao final do teste, 0 que mostra uma via analgésica funcionante. As abordagens que podem

contribuir com o auxilio de progressédo do quadro doloroso, estdo em exercicios que irdo ativar o sistema de opioides enddgenos auxiliando na neuromodulacdo da dor
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34 - A partir dos dados coletados na anamnese e exame clinico, o paciente apresentou os testes de Wind-Up .7‘

(Somac&o Temporal) positivo e CPM (Modulacdo Condicionada da Dor) funcionante. Sendo assim, optou-se por [ECAUERILLVND OR]|
conduta fisioterapica através de terapia manual e cinesioterapia. Com o Wind-Up (Somacédo Temporal) positivo,
teriamos algumas possibilidades por intervencdo através de terapia manual. . Quando observamos pelo CPM
(Conditioned Pain Modulation — Modulacdo Condicionada da Dor) um sistema anti-nocicepcao preservado, a

escolha por exercicios terapéuticos passa a ser uma boa estratégia. A escolha por essa conduta pode se beneficiar
entao:

mobilizac&o articular grau 2 associada a exercicios localizados;

manipulacao articular (thrust) associada a exercicios sistémicos;

manipulacao articular (thrust) associada a exercicios localizados;

mobilizac&o articular grau 4 associado a exercicios sistémicos.
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Point of View

Advancing Physical Therapist Interventions by

Investigating Causal Mechanisms
Hopin Lee, Sarah E Lamb

December 2017 Volume 97 MNumber 12 Physical Therapy B 1119

Point of View: Advancing Physical Therapist Interventions by Investigating Causal Mechanisms

Mechanisms of Effective Interventions Mechanisms of Ineffective Interventions
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Caontents lists available at Sciencellrect

Musculoskeletal Science and Practice

journal homepage: www.elsevier.com/locate/msksp

Original article
A new clinical model for facilitating the development of pattern recognition = M
skills in clinical pain assessment™ =

David M. Walten™', James M. Elliott"

" Famliy af Nesith Scisce, Wemern Linterary Ganards, Casada
" Facyity of Hoith Soieoces, The Ustversity of Sydney, mnd she Koling inetimre, Bopsd Norsk Shore Hopied, KSW, Aurmba

Socioenvironmental

Cognitive / Belief Sensorimotor

Dysintegration

Emotional /
Affective

Nociceptive /
Physiological

Central Peripheral
Nociplastic Neuropathic
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Pain Physician 2014; 17:447-457 » ISSN 1533-3159

[ Epidemiology ‘

Applying Modern Pain Neuroscience in Clinical
Practice: Criteria for the Classification of
Central Sensitization Pain

Jo Nijs, PhD'?, Rafael Torres-Cueco, MSc?, C. Paul van Wilgen, PhD*, Enrique Lluch Girbés,
Msc3, Filip Struyf, PhD'5, Nathalie Roussel, PhD1,5, Jessica Van Oosterwijck, PhD'%, Liesbeth
Daenen, PhD", Kevin Kuppens, MS5c"%7, Luc Vanderweeén, MSc'%, Linda Hermans, MSc,
David Beckwée, M5c', Lennard Voogt, PhD"?, Jacqui Clark, M5c'®, Niamh Moloney, PhD"",
and Mira Meeus, PhD®7

| Musculoskeletal pain |

| Disproportionate pain experience? |

s —— wo

The lournal of Pain, Vel 20, No 11 (Movember), 2019: pp 12491266

. RESEARCH u ; lo 1 I _
| Diffuse pain distribution? | no Central Sensitization Ameman Available anline at www jpain.org and www.sciencedirect.com
- EDUCATION
Pain@ 2
Societ TREATMENT P
YES NO 0Cl y ADVOCACY ELSEVIER

| Central Sensitization | | Central Sensitization Inventory = 40 7

Focus Article

= < Exercise-Induced Hypoalgesia in Pain-Free and Chronic |
[SCENtrATSSHEMIZATon= no Central Sensitization Pain Populations: State of the Art and Future Directions _—

Fig. 1. Algorithm fgr the classification of central sensitization (CS) pain.

David Rice,*_,; Jo Nijs,"*¥ Eva Kosek, * * Timothy Widema_n,; Monika | Hasenbring, "’
Kelli Koltyn, " Thomas Graven-Nielsen, *® and Andrea Polli*-*
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Com o Wind-Up (Somacao Temporal) positivo, teriamos algumas possibilidades por intervencdo através de terapia manual.

Manipulacao articular (thrust) ou mobilizacao articular, gerando 0 mesmo efeito terapéutico.

A escolha pela manipulacdo se baseia que um estimulo Unico ndo reproduzira a somacdo de estimulos que a mobilizacao
articular repetidamente pode gerar sobre o sistema nervoso da paciente, o que pode contribuir para aumento de sensibilidade,
ndo conseguindo gerar efeitos analgésicos usando o teste como referéncia para a escolha do tipo de manobra utilizada. A

prescricéo de exercicios também se baseia nessa hipotese.

Quando observamos pelo CPM (Conditioned Pain Modulation — Modulacdo Condicionada da Dor) um sistema anti-nocicepcao
preservado, a escolha por exercicios terapéuticos passa a ser uma boa estratégia. Porém como a paciente apresenta Wind-Up
positivo, pode ndo responder bem a exercicios com foco local na area dolorosa, pela somacéo de estimulos. Portanto a escolha
de exercicios que nao sejam analiticos e sim sisttmicos, como exercicio aerobico de baixa-moderada intensidade, pode ajudar

mais estimulando o sistema enddgeno descendente de neuromodulacéo da dor.
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Quando pensamos em um diadlogo que contemple e auxilie todo conteddo que aprendemos até

N aqui, ele deve ser pautado em exercicios direcionados a cognicdo. Através de uma comunicacao
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guetransfiraateoriada Pain Neuroscience Education apraticaclinica.

Chegamos ao final do quiz Moderna Dor, e nessa ultima questao apresento um dialogo pratico

entre fisioterapeuta e paciente, transcrito e narrado como na secédo Box 1, 3 e 4, do artigo

“Applying contemporary neuroscience in exercise interventions for chronic pain: treatment

protocol”,publicado em 2017 na BjPT.

Brazilian Journal of Physical Therapy 2017;21(5):378-387

Brazilian Journal of BIFT

Physical Therapy

v.journals.elsevier.com/brazillan-journal-of-physical-therapy

CLINICAL TRIAL PROTOCOL

Applying contemporary neuroscience in exercise
interventions for chronic spinal pain: treatment
protocol™

® CrossMark

Anneleen Malfliet2>"*, Jeroen Kregel"<, Mira Meeus"<d, Barbara Cagniec,
Mathalie Roussel™ 9, Mieke Dolphens©, Lieven Danneels®, Jo Nijs*"¢

Table 1 Example of an "activity form’ completed by a chronic low back pain patient.

Write down movements/ activities of which you think they
will worsen your complaints or disorder, and/or that are 0-
limited due to your pain

Level of conviction
S [1]

Unconvinced Extremely

convinced

Vacuuming, mopping the floor, bending forward
Bending forward and lifting something heavy
Carrying groceries on one side

Rotational movements of the back

Prolonged sitting or standing

-]

o oo

» Home-exercises should also be applied using a time-
contingent approach.

Several exercises, movements and activities used in the ¢ Home exercises should be implemented in a functional
exercise program were also practiced at home. However, way (e.g. bending forward while unloading the dish-
some general principles were applied: washer}.

Exercises should only be performed at home when the
patient is confident and secure to perform the exercise
alone.

Exercise program at home

» The content, frequency and amount of home exercises
should always be decided in consultation with the patient.

Box 1: Communication regarding the transfer from
theory (PME) to practice (cognition-targeted exer-
cises).

lot regarding the underlying mechanisms of your pain
problem. | know that you have got a lot of new
information. How are you processing this? Do you feel
like this new knowledge is applicable to your
situation?”’

Patient {P): '"Well, as you indicate, it has been a great
deal of new information, a lot of things | have never
heard of, but it is all very recognizable and it gives me
a little relieve. | am still a bit reticent, but | feel
confident.""

T: "'Do you now understand how pain, behavior,
thoughts and emotions are related and how they all
influence and maintain each other? Is it clear that
avoiding certain painful or fearful movements will
maintain the pain problem?*

P: "'Yes, that is clear, but | do not see how we will
change this?"

T: ""Well, that is something we will do together during
the next step of this therapy, in which we will initiate
certain movements and activities. During these
movements/activities we will no longer pay attention
to the pain, this pain will no longer be of any value to
you. Do you understand why?"’

P: "'Because the pain signal is not a reliable signal and
not an accurate representation of what is effectively
going on in my neck/back?

T: "'Indeed! This means that when pain occurs while
performing a certain exercise, you will not stop this
exercise. You will complete the exact amount of
repetitions we agreed on before starting the exercise.
Do you feel confident about this approach?’

P: "I understand why I have to do this, but I am still a
bit nervous about actually doing it.""

T: "'That makes sense, that is why we will start with
easily accessible exercises. | will guide you, perform
the exercises together with you and all exercises will be
applied in mutual agreement of both of us.

Box 3: Communication regarding cognition-targeted

motor control training.

contraction (e.g. 105) of some specific muscles in the
painful region. Do you have any idea why we are
activating these specific muscles?”

Patient (P): ""Maybe to strengthen these muscles so
they will hurt less?""

T: ""Remember all the things we discussed before. We
then agreed on the fact that you have become more
sensitive to signals coming from the neck/back than
people without chronic neck/back pain. Remember that
| have examined your neck/back before you started this
program and that | did not find any important
abnormalities in muscle strength or endurance. What
does that tell you about this exercise now?'"

P: "'That it is not aiming at strengthening my muscles,
but that it is targeting my pain system? But how does
that work?"*

T: "Indeed! When activating muscles, this will send
signals to the brain. Normally these signals should be
interpreted correctly, leading to the information that
your muscles are working. Do you know why this [eads
to pain in your case?™”

P: ""Yes, becouse of the education | now understand
that certain signals coming from my neck/back are
interpreted as pain or danger, while they are just
messages of movement.'"

T: ""Correctly, so when you are performing this
exercise, muscles are being activated and sending
signals to the brain. It is important that when you
experience pain during this exercise, you are aware of
this information and that you know that the pain is not
a reliable signal."”

Box 4: Communication regarding regular movement.

are logically registering this and certain signals will be
produced. We already discussed that this is giving you
pain because of your hypersensitive pain system, while
normally (in non-pain persons) this should give at most
a certain inconvenience. Could you come up with an
explanation why regular movement will help you in this
situation?™"
Patient (P): " Because regular movement will prevent
these certain signals to be produced?”’
T: "'Indeed, that is one of the explanations! Besides
this, there is also another very important mechanism
that becomes active during movement. Do you
remember the example | gave about the cyclists who
reached the finish during a race even a broken
collarbone?*’
P: ""Yes, | remember the story. | think it had something
to do with what you called the "pharmacy’ in our body,
which contains very strong analgesics. ™’
T: ""Correct! Do you remember what can activa is
pharmacy?'’
P: ""Physical activity. "’
T: ""Indeed, 5o does it sound logical &
movement during prolonged sitting wil
relieve by activating the pharmacy? '
P: ""Yes, | guess it is worth a tny. "'
|~
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