
CASE STUDY PEER REVIEWED  

A young woman  
with cheek pain after 
a work injury
Commentary by
SUZANNE CARTWRIGHT BSc, BM BS, MMed(PainMgt), FANZCA, FFPMANZCA

A pain specialist discusses the assessment and management of a 
28-year-old woman who has shooting pains into her right cheek after 
a splash injury to her right eye when preparing podiatry instruments 
for sterilisation. She has several stressors – study, work and planning 
her wedding – and psychosocial aspects may be more significant in 
this case than biomedical aspects.

Case scenario
Ms AD, aged 28 years, is studying psychology part time at university and until recently 
was working as a receptionist at a local podiatrist. One of her duties at work was to clean 
the instrumentation ready for sterilisation. When she was doing this a few weeks ago, 
some of the debris splashed into her right eye. She promptly rinsed her eye with water 
and sought review at a nearby optometrist, who reported ‘all clear’.

This incident resulted in continuing discomfort, both physical and psychological, for 
Ms AD. Convinced that there was something ‘nasty going on’ in her eye she sought 
further reassurance from her GP, who referred her to an ophthalmologist. Once again 
she was reassured that there was no likelihood of contamination.

Even though the incident and subsequent follow up was well handled by her 
employer, who paid for all the reviews, Ms AD resigned from the job fearing another 
episode. Moreover, since the incident she has had recurrent painful aphthous ulcers in 
the mouth and a recurrence of cold sores affecting the left upper lip.

Ms AD is now complaining of occasional shooting pains once or twice a day into her 
right cheek. These only started after the work incident and do not appear to have a 
trigger. However, as the pain emanates from her right tragus, investigations will need to 
rule out temporomandibular joint dysfunction.

In the meantime she has agreed to trial an over-the-counter NSAID (she does not 
want to take anticonvulsants) and is addressing the herpes outbreaks with aciclovir in 
preparation for her wedding. With all these stressors it may be possible that emphasis is 
being placed on the psychosocial rather than the biomedical aspects of pain management 
in this case. 

How should Ms AD be managed?

Commentary
Ms AD will require assessment and management across multiple domains. This is likely 
to involve multiple healthcare provider inputs, and co-ordination of this care will be 
important.
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Key points

• Assessment and management of 
patients with persistent pain 
requires consideration of biomedical 
and psychosocial factors. 

• Once serious and/or easily 
treatable pathologies have been 
excluded, the role of nervous 
system sensitisation in persistent 
pain should be addressed.

• Return to work is an important 
treatment goal for people with 
persistent pain, providing a positive 
identity, independence, social 
contact, satisfaction and structure.

• Successfully addressing psycho
social factors at a relatively young 
age can help build the insight and 
skills needed for lifelong wellbeing. 

• GPs have a key role in coordinating 
care, ensuring appropriate medical 
and allied health input and 
encouraging a return to normal 
function.
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Diagnosis 
A never-ending search for a biomedical 
diagnosis is generally unhelpful in patients 
with persistent pain, but serious pathologies 
and easily treatable conditions need to be 
excluded. Although the temporal course  in 
this patient would suggest the pain is related 
in some way to the splash injury, it is possible 
that this is a coincidence or that the splash 
injury and associated events represent new 
stressors that have aggravated a mild pre- 
existing condition. In addition to a primary 
eye or orbital disorder, persisting facial/
ocular pain should prompt consideration of 
headache disorders, trigeminal neuralgia, 

temporomandibular joint dysfunction, 
 dental disorders and, rarely, intracranial 
pathology.

Evaluation of Ms AD should begin with 
a careful history of the pain, as this is diag-
nostic in many headache and facial pain 
disorders. The temporal course and associ-
ated symptoms will guide diagnoses around 
migraine and trigeminal autonomic cephal-
agias. Differing features of differential 
 diagnoses for persistent temporal pain are 
listed in the Table. 

Examination should seek to identify any 
serious abnormality (ophthalmological 
assessment, neurological examination) as 

well as identify the presence and dis-
tribution of any sensory signs (allodynia, 
hyperalgesia, hypoaesthesia, hyperpathia; 
Box  1).1 The presence of hyperalgesia, 
hyperpathia and allodynia may point to 
central sensitisation.

There may be no further need for inves-
tigations, although if trigeminal neuralgia 
is suspected consultation with a neurologist 
and an MRI of the brain and spinal cord 
should be considered to exclude multiple 
sclerosis as well as to assess for a vascular 
cause. The skin lesions should also be exam-
ined to confirm that they do not represent 
shingles.

CASE STUDY  CONTINUED

Table. Features of differential diagnoses for persistent temporal pain

Feature Diagnosis

Migraine Cluster headache Trigeminal 
neuralgia

Temporomandibular 
joint (TMJ) pain

Dental condition Maxillary 
sinusitis

Location Anywhere Unilateral Limited to 
distribution of 
trigeminal nerve

Unilateral or 
bilateral, over TMJ 
and/or muscles of 
mastication
Radiation to temple/
neck/mouth

Variable, generally 
unilateral
Pain often 
localised to 
affected tooth 

Over maxillary 
sinus, unilateral 
or bilateral 
Can have 
intraoral 
component

Duration Untreated,  
4 to 72 hours

Individual 
headaches, 
seconds to 
minutes

Individual attacks, 
seconds to 
minutes

Can have sudden 
onset

Generally 
intermittent 
seconds to hours

Continuous 

Cranial 
autonomic 
symptoms*

No Yes, on same side 
as headache

No No No No

Periodicity Pattern may 
exist in 
individual 
dependent on 
triggers

Bouts of 
headaches lasting 
15 to 180 minutes 
(generally  
<60 minutes)

Pain free between 
attacks

Severity may 
fluctuate but 
constant 
background pain

Generally none 
identified

None 

Aggravating 
factors

Multiple 
including 
alcohol, 
hormonal 
status 

Alcohol use Touch (including 
light) to affected 
area of face or 
mouth, chewing, 
hot/cold fluids in 
mouth

Mastication, mouth 
opening

Biting, hot/cold 
foods

Standing up

Character Throbbing, 
pulsatile

Throbbing, 
pulsatile

Electric shock, 
lancinating

Aching, deep, can 
be sharp

Deep, throbbing Throbbing, 
pressure 
sensation

* Cranial autonomic symptoms = conjunctival injection, lacrimation, rhinorrhoea or nasal congestion, partial Horner’s syndrome, flushing and facial sweating. 
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The correlation between nervous system 
sensitisation and immune system imbalance 
is often observed. Stress can contribute to 
both conditions.

Psychological factors
Regardless of the cause of this young wom-
an’s pain, the case illustrates the importance 
of considering psychosocial factors alongside 
the biomedical concerns of diagnosis and 
treatment. The patient has a fear of severe 
illness and there are also significant stress- 
related factors (mouth ulcers, concurrent 
wedding planning, the possibility of preg-
nancy or planning a pregnancy) as well as 
loss of employment (with its financial, iden-
tity and social implications/costs) and 
unclear comprehension of the importance 
of psychological factors.

It is worth asking Ms AD what she is most 
fearful of in relation to the pain. Identifying 
any specific fear opens the way for targeted 
reassurance. Asking about any other unusual 
or stressful events in the lead up to the onset 
of pain is worthwhile. There may be other 
factors beyond the eye splash and the 
 wedding that need to be taken into account. 
In addition, Ms AD will benefit from iden-
tification and treatment of any comorbid 
psychological or psychiatric conditions 
(depression, anxiety and sleep disturbance 
being the most common). There may be pain 
catastrophising occurring, as evidenced by 

her worry about something ‘nasty going 
on’. This could be assessed using the Pain 
 Catastrophising Scale, and potentially 
addressed with pain education with or 
 without psychologist intervention.2 

It will also be useful to assess what insight 
this patient has into the psychological fac-
tors that influence pain experience. Her 
training in psychology may or may not 
equate to personal insight. This in turn may 
influence her willingness to seek psycho-
logical input. It is also worth considering 
her skills in problem solving and whether 
these can be enhanced to help her deal with 
her circumstances.

Management options
Physical treatments
The specific physical treatments to be con-
sidered will depend on the diagnosis. In this 
patient, physical treatments may play a role 
in temporomandibular joint disorder (e.g. 
splints provided by a dentist to protect teeth), 
neuropathic pain (desensitisation for allody-
nia) and some headache disorders.3,4

Maintenance of general physical activity 
is advisable because of its general benefits 
on mood and pain. Staged increases in 
 activity, particularly any activity associated 
with pain, can be used as a means of nervous 
system retraining. 

Psychological treatments
Targeted reassurance can be directed 
towards any specific fears identified. Pain 
education can be facilitated by online 
resources such as the Pain Management 
Network (www.aci.health.nsw.gov.au/ 
chronic-pain), books and pain education 
sessions provided through pain management 
services (Box 2). The importance of nervous 
system sensitisation as a mechanism for 
persistent pain may need to be regularly 
reinforced and supported with the idea that 
this does not mean the pain is ‘made up’ or 
lacks treatment options.5 

Formal psychological treatment may be 
considered, such as cognitive behavioural 
therapy or acceptance and commitment ther-
apy strategies for specific pain complaints, 
and also techniques around goal setting 
and problem solving.6,7 Mindfulness-based 

therapies have received much attention 
recently and there is evidence to support their 
use in persistent pain and related symptoms 
such as anxiety.7 Patients with difficulty 
accessing psychology or pain management 
services because of, for example, location or 
cost may benefit from online treatment 
programs.

Procedural options
Procedural options for management depend 
on whether any biomedical diagnosis is 
made. The full scope of possibilities is too 
broad to consider here, but diagnostic use of 
local anaesthetic blocks can identify contrib-
uting structures. There is a risk that over-
emphasis on procedural intervention can 
distract the patient from active engagement 
in physical and psychosocial approaches.

Pharmacological treatments
Regardless of what (if any) drugs are used for 
pain relief, it is key that the prescriber and 
patient understand that the goal is functional 
improvement rather than simply a reduction 
in pain scores. A global assessment measure 
(e.g. the Brief Pain Inventory) should be used 
to determine response to treatment. 

1. Definitions of pain terms*1

Allodynia 
Pain due to a stimulus that does not 
normally provoke pain

Hyperalgesia 
Increased pain from a stimulus that 
normally provokes pain

Hypoaesthesia 
Decreased sensitivity to stimulation

Hyperpathia 
A painful syndrome characterised by an 
abnormally painful reaction to a stimulus, 
especially a repetitive stimulus, as well as 
an increased threshold

* International Association for the Study of Pain

(IASP) definitions.

2. Australian book resources for
pain education and persistent
pain management

• Explain Pain, 2nd ed, by D. Butler and
G.L. Moseley. Adelaide: NOI Group
Publications; 2013. ISBN: 978-0-
9873426-6-9. Available from:
www.noigroup.com/en/Store

• Rewire Your Pain – An Evidence-based
Approach to Reducing Chronic Pain, by
S. Davies, N. Cooke and J. Sutton.
Perth: Painless Health; 2015. ISBN
978-0-9943686-0-7. Available from:
www.rewireyourpain.com

• Manage Your Pain: Practical and
Positive Ways of Adapting to Chronic
Pain, 3rd ed, by M. Nicholas, A. Molloy,
L.Tonkin and L. Beeston. Sydney: ABC
Books (Harper Collins Australia); 2011.
ISBN 978-0730497653. Available
through booksellers and online
(paperback and e-book)
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A trial of simple analgesics is appropriate, 
but there should be a defined time frame, an 
appropriate dose (i.e. one that is expected to 
be therapeutic), a plan to re-evaluate and 
appropriate cautioning about risks (particu-
larly with excessive dosing). 

Several agents can be considered to 
address neuropathic pain and central sensi-
tisation.8 If Ms AD’s pain is identified as 
neuropathic then tricyclic antidepressants 
(e.g. nortriptyline or amitriptyline starting 
at 5 to 10 mg at night and slowly titrating up 
to 25 to 75 mg) are appropriate first-line ther-
apy with the best number needed to treat for 
neuropathic pain. Serotonin and noradren-
aline reuptake inhibitors can be particularly 
helpful in addressing neuropathic pain con-
currently with depression or anxiety as they 
are effective for both conditions. Use of anti-
convulsants such as pregabalin or gabapentin 
may be a challenge in young people, who can 
find their adverse effect of cognitive impair-
ment debilitating. A discrete area of neuro-
pathic pain may respond to topical lignocaine 
(a 5% transdermal patch formulation is 
available but not PBS subsidised). Opioids 
are unlikely to have a role in treating neuro-
pathic pain because of their long-term risks, 
including overdose, abuse and other harms.9 

Should Ms AD be found to have a head-
ache disorder then different agents are likely 
to be appropriate for treatment or prophy-
laxis of specific conditions.

A diagnosis of trigeminal neuralgia would 
suggest carbamazepine as first-line therapy.8 

Care coordination
Care co-ordination will be a key role for the 
GP in Ms AD’s case. Ensuring that appro-
priate medical and allied health input occurs, 
balancing the role of medical specialist input 
against the potential for overmedicalisation 
of the situation, and encouraging a return to 
normal function while promoting the devel-
opment of insight into her psychological state 
can all occur within this role. 

Return to work
The benefits of return to work extend beyond 
the financial aspects and return to work is 
an important treatment goal for people with 
persistent pain.10 Work presents people with 

independence, a positive identity, social 
contact, satisfaction and structure. Ability 
to return to work in the context of pain is 
influenced by the beliefs and attitudes of the 
employee and employer, rather than by pain 
or any success of symptomatic interven-
tions.11 Return to work is more likely when 
a short duration of time off work occurs and 
a return to work co-ordinator is involved.12 

Failure to return to work at this stage may 
deny Ms AD the benefits of future work. 
The longer she does not work, the more 
likely she is to not succeed in subsequent 
attempts at employment. It would be impor-
tant to   establish whether the goal is to return 
to the previous job (her resignation is clearly 
a potential problem here) or to seek new 
employment. It would also likely be impor-
tant to address the fear of a similar incident 
occurring, as well as her beliefs about how 
much the pain impacts her abilities. The 
general principles of return to work apply: a 
supported and staged return to work with 
progressive  reintroduction of problematic 
duties (in this case, instrument cleaning). 
Assistance for this may be available through 
the appropriate Workcover insurers.

A comment on age
Age is an interesting factor in this case. Man-
agement plans need to consider that Ms AD 
may well have more than 50 years of life 
ahead of her. She may intend a pregnancy in 
the near future, thus there are implications 
for pharmacological treatment. Diagnosti-
cally, trigeminal neuralgia (and the associated 
possibility of multiple sclerosis) should be 
considered as a cause of the facial pain in a 
young woman. The exercise of successfully 
addressing psychosocial factors at a relatively 
young age can help build the insight and 
skills needed for lifelong wellbeing. 

An appropriate outcome
A successful return to employment, regard-
less of whether pain persists, would be a 
satisfying outcome for this woman, her 
family, her treating team and society. PMT
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