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Abstract  

Chronic pain is a complex and multifaceted condition influenced by psychological, social, and biological factors. It poses significant 
challenges to individuals, often leading to stigma and inadequate management. Addressing chronic pain requires a comprehensive 
understanding of its determinants and the integration of multidisciplinary approaches to optimize patient outcomes.This review involved 
a non-systematic evaluation of both foundational and contemporary literature regarding the management of chronic non-malignant pain. 
A literature search was conducted across various databases, including PubMed, Scopus, and MEDLINE, focusing on studies 
published in English from 2018 to 2023. Keywords related to chronic pain, therapeutic methodologies, and multidisciplinary care were 
employed.Findings indicate that a biopsychosocial model significantly enhances chronic pain management by incorporating medical, 
psychological, and social interventions. Evidence suggests that cognitive-behavioral therapy (CBT) and psychosocial treatments are 
effective in alleviating chronic pain and improving patient quality of life. Furthermore, multidisciplinary care involving collaboration 
among healthcare providers leads to better management outcomes and reduced healthcare costs.The effective management of chronic pain 
necessitates a multidisciplinary approach that considers the diverse influences on pain perception and experience. Future research should 
focus on refining these integrative strategies and clarifying the roles of various healthcare professionals in chronic pain management. By 
adopting a holistic perspective, healthcare systems can enhance the quality of care provided to individuals suffering from chronic pain. 

Keywords: Chronic Pain, Multidisciplinary Approaches, Biopsychosocial Model, Cognitive-Behavioral Therapy, Pain 
Management. 

 

Introduction 

Chronic inflammation is a multifaceted phenomenon, including several psychological, social, and biological 
elements that contribute to chronic pain conditions [1]. Individuals with chronic pain often encounter 
ignorance, rejection, and discrimination, which significantly influence their journey through suffering [2,3]. 
The identification of  psychological as well as mental health variables linked to chronic pain, along with the 
obstacles and possibilities for integrating multiple disciplines into its management, is essential for 
optimizing clinical outcomes, as emphasized by Chandler et al. [4]. Consequently, chronic pain must be 
prioritized as a global health issue, since effective pain management is a fundamental human right that every 
healthcare system is obligated to provide. Chronic pain is widely characterized in specialist literature as pain 
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that persists beyond the anticipated healing time after an accident or surgical intervention, often lasting 
longer than three months [5-7]. Vellucci defines chronic pain as pain persisting for a minimum of  three 
months, marked by intermittent and/or continuous pain episodes [8]. The Wisconsin Pain Management 
Task Force's recommendations on pain evaluation and management indicate that chronic pain continues 
even after the underlying cause has been resolved, rendering it independent of  any organic triggering 
element [9]. Melzack and Wall define persistent non-malignant pain as typically persisting for over 6 months 
attributed to non-life-threatening illnesses, has not shown results with existing treatment modalities, and 
may endure indefinitely [10]. The ICD-11 categorization is appropriate for classifying both chronic main 
and chronic secondary inflammation, offering a more accurate and unambiguous depiction of  chronic pain 
syndromes in medical data [11-13]. 

In 2020, the International Association for the Study of  Pain (IASP) established a new definition of  pain as 
“an unpleasant emotional and sensory sensation linked with or approaching that related to actual or 
potential tissue damage.” The updated definition underscores pain as a personal experience shaped by 
social, psychological, and biological variables, accentuating its subjective nature, which may not necessarily 
correlate with physical injury but can be affected by diverse biological, psychological, and social influences 
[14]. The concept of  pain significantly influences clinical practice, promoting a comprehensive, 
personalized, and collaborative therapeutic strategy. Comprehending and using this concept helps enhance 
evaluation, therapy, and eventually, patient outcomes in cases of  pain. 

Diverse methods for managing chronic pain were created, each presenting distinct therapeutic 
methodologies. The biomedical paradigm emphasizes the physical as well as biological facets of  pain, often 
prioritizing pharmaceutical and surgical solutions. The biopsychosocial paradigm emphasizes the intricate 
interplay of  the social, psychological, and biological elements, promoting a comprehensive approach to 
pain treatment. This concept endorses interdisciplinary treatment methods that include healthcare, 
psychological, and social assistance [1,2]. The treatment modalities for chronic pain are varied and may 
include medication, physical therapy, psychosocial treatments, and alternative therapies, including massage 
and acupuncture [3,4]. Recent advancements underscore the significance of  CBT (cognitive behavioral 
therapy) and other psychosocial therapies in achieving effective control of  chronic pain [1,4]. This research 
aimed to objectively evaluate the data about the significance of  various techniques in managing those 
suffering from chronic non-malignant pain, highlighting the efficacy of  the biopsychosocial framework and 
multidisciplinary therapy initiatives. 

Search Methodology 

An evaluation of  the fundamental and contemporary literature about the management of  persistent non-
malignant pain was performed. The selection criteria for the most recent papers included chronic non-
malignant pain, therapeutic methodologies, original research, and review studies, published in English 
during the last 5 years (PubMed library research).  

Chronic Pain Epidemiology 

Data from Europe reveal that moderate- as well as high-intensity chronic pain, significantly affecting daily 
activities, social standing, and employment, is present in 19 percent of  the mature European populace [15]. 
Individuals with chronic pain use almost double the healthcare resources compared to the general 
community [16]. In the United States, twenty percent of  adults experience chronic pain, while 7.4% endure 
severe chronic pain, mostly affecting women, non-Hispanic whites, and those over 65 years of  age [17]. 

Chronic lower back pain (LBP) illustrates the considerable health and social ramifications of  persistent 
pain. It is a predominant global health concern and the most widespread musculoskeletal disorder globally 
[18-21]. In 2020, an estimated 619 million individuals worldwide had low back pain (LBP), with forecasts 
indicating an increase to 843 million by 2050. Non-specific low back pain, comprising almost 90% of  
patients, significantly impacts quality of  life as well as work efficiency [22,23]. A worldwide survey 
conducted in 2017 revealed that the average incidence of  low back pain (LBP) was 7.50%, and in 13 of  21 
globe areas, it was the main determinant of  years living with disabilities (YLD). Western Europe, specifically, 
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had the greatest years lived with disability (YLDs) attributable to low back pain (LBP), highlighting the 
condition's significant effect on job capability and general well-being [24]. Notably, 38.8% of  Years Lived 
with Disability (YLDs) were associated with modifiable risk factors such as occupational risks, smoking, 
and elevated Body Mass Index (BMI), underscoring the opportunity for avoidance and the requirement for 
improved treatment techniques [22]. The appropriate prevention and treatment of  LBP are essential for 
alleviating the global cost of  chronic pain because to its extensive impact. 

The magnitude of  chronic pain treatment expenses is shown by the association of  12% of  all prescription 
medications with managing persistent pain, resulting in over USD 100 billion in both direct and indirect 
expenditures [25]. Research by Pico and Clark indicates that pain-related expenses (including direct 
expenditures and lost income) in the US surpass the combined costs of  treating illnesses such as diabetes, 
cancer, and heart disease [26]. Twenty percent of  respondents felt that their family physician did not see 
their discomfort as an issue. Up to 40% of  respondents said that physicians favored addressing their illness, 
namely their diagnosis, above their suffering [15]. Chronic pain is becoming recognized as a worldwide 
public health issue, with rising incidence despite extensive research, a growing array of  pharmaceutical and 
non-pharmacological interventions, and the formation of  pain control clinics [27]. 

Determinants Linked to the Emergence of  Chronic Pain 

A multitude of  research demonstrates a correlation between chronic pain and many socioeconomic, 
demographic, and lifestyle variables. These variables may substantially affect the initiation and intensity of  
chronic pain. Studies indicate that women have an increased likelihood of  chronic pain relative to males. 
Women typically report pain, have heightened susceptibility to pain stimulation, and often suffer illnesses 
like fibromyalgia more intensely. This disparity is partially attributable to hormonal, genetic, as well as 
psychological variables. For instance, women seem to endure pain more effectively when they concentrate 
on it and reframe the feeling, whereas males may react more favorably to diversion methods [28,29]. 
Advanced age is significantly correlated with the onset of  chronic pain. With advancing age, people are 
more susceptible to degenerative disorders like osteoarthritis as well as spinal stenosis, which leads to 
persistent discomfort. The heightened risk arises from the inherent deterioration of  the musculoskeletal 
structure over time [29]. 

Socioeconomic standing (SES) is a crucial factor influencing chronic pain. Individuals with lower 
socioeconomic status are more prone to chronic pain owing to variables like restricted access to healthcare, 
less educational attainment, and heightened exposure to physically strenuous or dangerous employment 
conditions. These variables not only elevate the probability of  pain but also diminish the individual's 
capacity to manage it effectively, resulting in significant physical and psychological problems [30-32]. 
Obesity is a significant risk variable for chronic pain, especially in older persons. Research indicates that 
those with intermediate obesity are twice as likely to have chronic pain relative to individuals with normal 
weight, while those with extreme obesity are almost four times more likely to endure chronic pain. This 
correlation is especially apparent in situations like osteoarthritis when extra weight imposes more stress on 
the joints [30]. Cultural beliefs and regional considerations may profoundly affect the reporting and 
management of  pain. Cultural ideas on pain, accessibility to treatment, and regional medical practices 
significantly influence chronic pain outcomes [31]. 

Employment situation: job insecurity or unemployment is associated with elevated levels of  chronic pain, 
possibly owing to the stress and financial uncertainty inherent in these situations. Chronic pain may result 
in absenteeism and the need for social welfare assistance, hence worsening the individual's financial and 
social circumstances [32-34]. A history of  emotional or physical abuse is associated with a heightened 
probability of  getting chronic pain, since trauma may have lasting impacts on the nervous system as well as 
perception of  pain [33]. Adverse interpersonal relationships: Insufficient social assistance and strained 
interpersonal connections may perpetuate and intensify chronic pain, underscoring the need to address 
these elements in pain treatment approaches [34-36]. 
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Patient Perspectives, Morals, and Expectations 

Culture, attitudes, beliefs, and religion significantly influence chronic pain. Overall, pain-related mindsets 
and opinions are significant indicators for identifying individuals at risk of  developing chronic pain [37]. 
The findings of  the 2021 Najem study indicate that spirituality, hope/optimism, and spiritual/religious 
beliefs may serve as significant sources of  meaning, providing individuals with a sense of  objectivity and 
that faith may facilitate psychological adjustment and encourage the adoption of  adaptive coping strategies 
[38]. Patient expectations may be profoundly influenced by psychological discomfort, including poor mood, 
absence of  a positive outlook, and extended infirmity. Consequently, the psychological effects of  pain must 
be meticulously evaluated, as they may profoundly affect pain severity, patient anticipations, and physical 
capabilities [39]. Research indicates that psychosocial therapies may enhance psychological well-being and 
increase the patient's self-efficacy in managing pain [46]. 

Since the mid-1980s, several studies have promoted the regular evaluation of  patients' views, opinions, and 
projections about pain and its management. Strong et al. as well as Slater et al. posited that an evaluation 
of  attitudes has to be included prior to initiating therapy as a component of  a comprehensive assessment 
[40,41]. The aforementioned information, including pain management capabilities, is essential for planning 
treatment and serves as a predictor of  anticipated treatment results [42-46]. According to Fishbein et al., 
attitudes towards pain include both intellectual and affective elements, reflecting the emotional response to 
a specific item and the patient's comprehension of  pain and its significance to them [47,48]. 

Spinhoven et al. identify two categories of  beliefs. One pertains to attributions, while the other concerns 
expectancies. Attributions pertain to interpretations of  significance and possible risk, while expectancies 
include considerations of  anticipated outcomes, including beliefs about an individual's capacity to manage 
pain and the efficacy of  such attempts [49]. The patient's perceptions of  the etiology of  pain and the 
anticipated efficacy of  the therapy may also affect the choice to undergo the therapy and its probable results 
[50,51]. Beliefs are distinct from attitudes in that beliefs include knowledge of  an item. 

Foster et al. performed research examining the correlation between pain perception and clinical results. The 
study's findings indicated that respondents with beneficial medical results experienced less severe 
repercussions, experienced less emotional responses including fear and anger, exhibited fewer symptoms, 
and possessed a heightened sense of  management of  their issues [52]. The patient's coping mechanisms, 
ranging from passive to active, led to decreased pain perception and enhanced satisfaction with treatment 
outcomes [53]. Attitudes and beliefs around pain significantly influence people' perceptions and 
management of  chronic pain. Comprehending these cognitive elements is essential for efficient pain 
treatment. A variety of  approved instruments exist for evaluating these views and beliefs. The first 
instrument created was the Pain Identification and Belief  Questionnaire (PIBQ), intended to collect data 
about patients' beliefs and comprehension of  their pain [43,53]. Subsequently, the Pain Impaired 
Relationship Score (PAIRS) was developed to assess the extent to which individuals with chronic pain 
perceive that pain affects their performance [49]. These instruments assist clinicians in recognizing 
maladaptive attitudes and provide a foundation for cognitive–behavioral therapies designed to enhance pain 
management results. 

A study by Symonds et al. indicates that the adverse perspectives and beliefs of  individuals with chronic 
pain may influence the attainment of  targeted treatment results [54]. The feeling of  pain and the 
apprehension about the disease's length may serve as indicators for forecasting the patient's recovery and 
reintegration into the workforce [55-57]. May found that altering the patient's pain-related views and 
behaviors helped expedite healing and facilitate a return to regular activities [58]. Darlow et al. indicate that 
the predominant anxiety among patients is that chronic pain would impair their job performance and that 
physical exercise may exacerbate pain-related issues [59]. Hanney et al. and Linton et al. posited that negative 
thoughts in individuals with chronic pain may exacerbate pain, subsequently resulting in functional 
restrictions and persistent pain patterns [60,61]. The education of  healthcare workers must equip them to 
comprehend and acknowledge the patient's knowledge, particularly their health-related beliefs and 
expectations [62]. 
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Biopsychosocial Treatment Model and Social Support 

The biopsychosocial model, introduced by Engel as a substitute for the biomedical method, provides an 
extensive framework for comprehending sickness and wellness via the integration of  social, psychological, 
and biological factors [63,64]. This approach is especially pertinent to chronic pain since it considers the 
intricacies of  individual pain experiences, shaped by sensory, cognitive-affective, and interpersonal aspects 
[65,66]. Pain as well as nociception are separate processes; sensory neuronal activity alone does not provide 
a comprehensive understanding of  pain [14,67]. 

The biopsychosocial paradigm is deemed crucial for efficient pain management. It offers a structure for 
multidisciplinary biopsychosocial recovery, incorporating physical training and patient instruction 
(biological element), cognitive-behavioral therapy (psychological component), and discourse on workplace 
and social environment issues (social component) [68-72]. This interdisciplinary approach, using non-
pharmacological methods, aims to enable patients with prolonged pain to control their clinical signs [73,74]. 

The biopsychosocial paradigm promotes a comprehensive perspective on pain, taking into account all facets 
of  the patient's being, including physiological, social, and psychological dimensions [74]. Conventional 
biological therapeutic approaches often inadequately address chronic pain and may exacerbate impairment 
[76,77]. The biopsychosocial approach prioritizes cooperation among the patient and medical personnel, 
enhancing patient autonomy and mitigating the effects of  chronic pain on everyday activities [78]. The 
biopsychosocial framework has shown its efficacy as a beneficial paradigm for managing chronic pain, 
particularly in enhancing patient outcomes via a complete and integrated strategy [79]. Notwithstanding the 
progress in this domain, there persists a need for enhanced focus on psychological as well as social elements 
within treatment strategies [80]. The COVID-19 pandemic has demonstrated the significance of  
biopsychosocial therapies, such as telerehabilitation, in sustaining patient care under difficult conditions 
[81]. The ongoing evolution of  research necessitates the combination of  both classic and novel 
methodologies to effectively address the complex character of  chronic pain [82]. 

Alongside conventional therapies such as medication, psychotherapy, as well as physical therapy, novel 
methods like virtual reality (VR) have recently emerged as effective instruments in chronic pain control. 
Virtual reality enables patients to participate in immersive settings that may alleviate pain perception and 
enhance related illnesses including depression and anxiety [83]. Despite encouraging first results, further 
study is required to confirm the efficacy of  VR in therapeutic environments. 

A Comprehensive Strategy for Managing Chronic Pain 

The successful management of  chronic pain necessitate an integrated medical and cognitive-behavioral 
strategy. This method combines many therapy methods, guaranteeing that patients have thorough care 
customized to their individual requirements. Successful results need a tailored, systematic strategy including 
medication, psychotherapy, integrative therapies, and interventional techniques [84]. 

Patients undergoing multidisciplinary care get advantages from prompt diagnosis and intervention, which 
are essential for controlling the underlying disorders linked to chronic pain. The participation of  health 
experts from several specializations enables patients to select among pharmacological as well as non-
pharmacological therapies, leading to more effective and personalized care [85]. Studies demonstrate that 
concurrent and early intervention targeting the psychological, physiological, and social dimensions might 
diminish pain perception, enhance psychosocial well-being, and lower societal costs [86]. The ramifications 
of  an integrated strategy include not only analgesia but also enhanced muscular activity and strength, 
mitigation of  pain-related behaviors, less dependence on specific medications, alleviation of  depressive 
disorders and loneliness, and reintegration into the workforce [87]. Nonetheless, therapies primarily 
centered on pharmacology and interventional techniques lead to heightened use and misuse of  opioids 
[88]. Disregarding the influence of  behavioral as well as psychological aspects in patient treatment is an 
injustice to individuals and a squandered opportunity for improved financial resource management [5]. 
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To facilitate access to multimodal pain management, it is crucial to use psychosocial treatments in 
conjunction with therapeutic, behavioral, supplementary, and integrative medicine [6]. Multidisciplinary 
pain clinics must be ready to address all forms of  pain, with healthcare personnel holding comprehensive 
understanding of  clinical techniques pertinent to chronic pain management and being well-versed in all 
applicable standards. This guarantees current, evidence-based, and secure care, with a coordinator 
overseeing medical services to uphold high standards [89]. Regular interaction among multidisciplinary staff  
members about individual patients and overall advancement is essential for maintaining continuity of  care, 
preventing redundant medical testing, and promptly recognizing treatment failures [9]. 

Experts concur on the need for a comprehensive strategy for chronic pain treatment that encompasses 
multidisciplinary communication and cooperation. Research indicates that patients with comprehensive 
documentation of  their issues, including chronic pain, get superior follow-up treatment [10]. Falkham et al. 
emphasized the beneficial impacts of  interdisciplinary multimodal initiatives in primary care on diminishing 
pain intensity; enhancing mental and physical operation, physical activity, as well as health-related aspects 
of  life; and decreasing both short-term and long-term sick leave [90]. Connell posited that multidisciplinary 
approaches using cooperation enhance pain treatment results relative to standard care [91]. 

The composition of  multidisciplinary teams often comprises three physicians (such as primary care doctor, 
anesthesiologist, as well as psychiatrist) alongside other healthcare workers (such as psychiatrist, a 
physiotherapist, as well as nurse) [13]. Additional teammates could involve neurologists, orthopedic 
specialists, neurosurgeons, as well as physical therapists. Multidisciplinary teams may provide consulting 
services, including advice via case reviews and talks with primary care clinicians for psychosocially complex 
individuals experiencing pain and addiction [4]. 

Timely intervention for low back pain complaints at the basic level of  healthcare, as opposed to hospital 
settings, might diminish disability and pain severity while accelerating the return to labor [11]. The thorough 
multidisciplinary management of  chronic non-malignant inflammation, highlighting diverse tactics and 
specialized interventions conducted by a multidisciplinary team, is medically as well as financially superior 
to non-multidisciplinary therapy or standard healthcare [6-8]. The primary benefit of  this method is the 
provision of  early availability of  pain relief, which reduces late diagnoses, facilitates successful treatment, 
and prevents expensive consequences. This may significantly enhance the patient's standard of  life and the 
long-term sustainability of  medical systems [19]. Excluding patients with complicated chronic pain from 
basic medical care, as proposed by Dassieu et al., might enhance the accessibility of  multidisciplinary 
therapy for these individuals [92]. 

Summary  

The management of  chronic pain necessitates interdisciplinary collaboration and ongoing assessment of  
therapeutic efficacy, with primary healthcare playing a pivotal role as the first point of  patient contact. The 
biopsychosocial paradigm of  therapy is essential for addressing chronic pain, taking into account biological, 
psychological, and societal variables. Social support is a significant determinant of  improved health as it 
diminishes one's perception of  stress and detrimental occurrences. Assistance from friends, relatives, and 
healthcare professionals enhances patient activity, improves pain tolerance, and diminishes pain severity. 
The management of  chronic non-malignant illness is affected by several biopsychosocial aspects outside 
medical considerations; thus, the therapeutic strategy must be tailored to these variations. To achieve a 
satisfactory result in treating those who have chronic non-malignant inflammation, healthcare providers 
must evaluate a comprehensive array of  elements grounded in the biopsychosocial model. 

The management of  chronic pain necessitates a comprehensive strategy that encompasses the 
psychological, social, and biological dimensions of  the condition. This study emphasizes the multifaceted 
nature of  pain and the benefits of  the biopsychosocial theory, which, in conjunction with a multidisciplinary 
strategy, offers a thorough framework for comprehending and addressing chronic pain. Timely 
identification and assistance, as well as patient education and the incorporation of  psychosocial strategies, 
are essential for effective therapy. 
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 استراتيجيات متعددة التخصصات لإدارة الألم المزمن: دمج علم الأعصاب والطب النفسي وطب الألم لتحسين نتائج المرضى 

 الملخص

 :الخلفية

تتأثر بالعوامل النفسية والاجتماعية والبيولوجية. وهو يشكل تحديات كبيرة للأفراد، وغالباً يعُدَ الألم المزمن حالة معقدة ومتعددة الأبعاد 

ج هما يؤدي إلى الوصمة الاجتماعية وسوء الإدارة العلاجية. يتطلب التعامل مع الألم المزمن فهمًا شاملاً للعوامل المؤثرة عليه وتطبيق ن

 .متعدد التخصصات لتحسين نتائج المرضى

 :جيةالمنه

شمل هذا الاستعراض تقييمًا غير منهجي للأدبيات الأساسية والمعاصرة المتعلقة بإدارة الألم المزمن غير السرطاني. تم إجراء بحث في 

، مع التركيز على الدراسات المنشورة باللغة الإنجليزية بين MEDLINEو Scopusو PubMedعدة قواعد بيانات، بما في ذلك 

 .استخدام كلمات مفتاحية تتعلق بالألم المزمن، والأساليب العلاجية، والرعاية متعددة التخصصات . تم2023و 2018عامي 

 :النتائج

يعزز بشكل كبير من إدارة الألم المزمن من خلال دمج التدخلات الطبية  الاجتماعي-النفسي-نموذج الطب الحيويتشير النتائج إلى أن 

والعلاجات النفسية والاجتماعية فعالة في التخفيف من الألم  (CBT) العلاج السلوكي المعرفي والنفسية والاجتماعية. وتؤكد الأدلة أن

المزمن وتحسين جودة حياة المرضى. علاوة على ذلك، يؤدي التعاون بين مقدمي الرعاية الصحية ضمن فرق متعددة التخصصات إلى 

 .تحسين نتائج العلاج وتقليل التكاليف الصحية

 :الاستنتاج

لب التعامل الفعاّل مع الألم المزمن اتباع نهج متعدد التخصصات يأخذ في الاعتبار التأثيرات المتنوعة على إدراك الألم وتجربة يتط

المريض. ينبغي على الأبحاث المستقبلية التركيز على تطوير هذه الاستراتيجيات التكاملية وتوضيح أدوار مختلف المتخصصين في 

خلال تبني منظور شامل، يمكن لأنظمة الرعاية الصحية تحسين جودة الرعاية المقدمة للأفراد الذين يعانون من  إدارة الألم المزمن. من

 .الألم المزمن

الاجتماعي، العلاج السلوكي المعرفي، إدارة -النفسي-الألم المزمن، المناهج متعددة التخصصات، النموذج الحيوي :الكلمات المفتاحية

 .الألم
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