
A
s we listen to the latest ad-
vances and trends in our field
at this month’s AAN annual
meeting, perhaps it is time to
reconsider the role of the neu-

rologist in chronic pain management.
Many neurologists have taken a surpris-
ingly passive role by trying to steer clear
of chronic pain patients, perhaps only
offering a brief diagnosis before letting
our colleagues in other fields handle these
difficult cases. It’s time we step up and
use our expertise by playing a more active
role in the treatment process. 

There is definitely a need for our serv-
ices. Millions of Americans experience
chronic pain of all types, including
chronic headache, chronic neuropathic
pain, pain secondary to degenerative
spinal disorders, pain secondary to non-
spinal degenerative joint disease, fibro-
myalgia, soft tissue pain disorders such as
chronic myofascial pain and cancer-relat-
ed pain. These conditions are often dis-
abling, perhaps more so than other med-
ical disorders, and quite costly to the
American economy.

Evaluating chronic pain poses numer-
ous challenges to the neurologist. When a
patient with an acute painful episode
presents to our offices, we search for the
“source” of the pain and expect there to
be a “cure.” For many neurologists, the
mere presence of a chronic pain com-
plaint is a red flag for “I’m not going to
take care of this person,” because they feel
it is too much trouble to do so. However,
the ethics of such an action are question-
able, because we may have the capability
of alleviating their pain and should not
withhold treatment.

Points to Consider
Three points need to be made here. 

(1) Early and aggressive treatment of
acute pain may lead to the prevention of
lifelong chronic pain. 

(2) The pathophysiological processes
that underlie the development of chronic
pain are within the peripheral and central
nervous system, and what better specialty
to assess and treat these patients is there but
neurologists? 

(3) We have a moral and ethical obliga-
tion to try to relieve pain and suffering.
Would any of you like to be left suffering
from a chronic pain condition because it
was too challenging for your physician to
bother with? 

The term “chronic pain” is often
defined as pain that lasts three months or
more; however, in reality, chronic pain is
any that persists beyond the time of nor-
mal healing. In contrast to acute painful
states where the cause of the pain may be
relatively easily determined (e.g., injury),
for patients with chronic pain the exact
cause may be difficult to identify if it per-
sists many years after the original acute
injury or painful event and even with quite
detailed testing. 

As neurologists, we know that—despite
recent neurodiagnostic advances—we have
a long way to go in this area. Just as a nor-
mal EEG does not mean that a person is
not suffering from epilepsy and a normal
MRI of the brain doesn’t mean the absence
of migraine, a “normal” result on
EMG/NCV testing does not indicate the
absence of neuropathic pain. Psychosocial
and other factors often play a role in the
“chronic pain experience,” adding another
difficult dimension to the assessment and

treatment of chronic pain. 
In the midst of these challenges, we

have made major advances in our under-
standing of the pathophysiology of various
chronic pain problems, which in turn have
led to new pharmacotherapeutic and other
treatment options for the management of
chronic pain. It is my opinion that neurol-
ogists, with our comprehensive didactic
training, should be the undisputed leaders
in chronic pain management.

Patients often present to our offices
hoping that their chronic pain will be
instantly “cured.” It is important to
remember that the goals of chronic pain
management must be realistic: to reduce
pain and improve quality of life and func-
tioning, each to the fullest extent possible.
The evaluation and treatment of chronic
pain is not only about finding the proper
medicine, nerve block, or new exercise to
“cure” the pain, largely because this is not
likely to happen in most cases. Rather, the
management of chronic pain involves a
detailed assessment of the problem,
including both medical and nonmedical
aspects, and the development of a compre-
hensive treatment plan. 

Truly holistic care does not involve the
use of the latest supplement but rather the
integration of a variety of treatments
including medical, physical rehabilitative,
psychosocial and other treatment strate-
gies. We as neurologists have a unique abil-
ity to provide a diagnostic assessment and
we should be using an evidence-based
approach to our choice of assessments and
treatments. We have to recognize the
opportunity to do this, not only for our
patients but for our own professional abil-
ities as well.
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Frequently Asked Questions
The clinical assessment is the first step in
the management of any neurologic disor-
der including chronic pain. The goals here
include making the diagnosis of chronic
pain and attempting to make as specific a
diagnosis as possible. At the very least it
should include obtaining the following
information: 

• When did the pain start? 
• Does the patient have a known med-

ical condition that is associated with pain?
• How long has the pain existed? 
• Where is the pain? 
• What does the pain feel like? The

patient should use descriptive terms such as
sharp, stabbing, dull, throbbing, aching,
burning or knifelike to help them vividly
describe the experience.

• What impact on physical function is
associated with the pain? 

• What provokes the pain? What allevi-
ates the pain?

• Are there past medical, neurologic, or
psychosocial factors that help you, the
treatment provider, to understand the pain
better? 

• What diagnostic testing is required to
assist in the assessment? 

The purpose of diagnostic testing is to
help clarify the pain diagnosis. It cannot be
used to validate or invalidate the existence
of pain. Having said that, negative tests are
sometimes used by doctors and insurance
companies daily as a means of denying the
existence of pain in a patient.

Individual patients with chronic pain
often report widely different pain levels,
even for similar conditions and similar
degrees of functional impairment. For-
tunately, several assessment tools are
available for our use and each applies to a
different situation. The Brief Pain In-
ventory addresses not only the pain level
but also the impact of that pain on vari-
ous functional domains. It is a validated
tool, takes only minutes to complete, and

is a practical way to assess chronic pain as
well as the results of treatment in a busy
practice. 

Other tools, such as the Visual Ana-
logue Scale or the Pain Intensity Scale,
assess only pain and not function. Longer
and more detailed tools also are available
but are not as practical or easy to use. And
some tools have been developed for specif-
ic conditions such as neuropathic pain.
Being familiar with these diagnostic meth-
ods is as important for the pain manage-
ment specialist as a carpenter’s knowledge
of his own toolbox. 

What It Means To Us
Once you have comprehensively evaluated
your chronic pain patient and are trying to
decide whether or not to treat him or her,
remember that whatever course of action
you develop needs to be one with an
acceptable side effect profile. A treatment
plan may include pharmacologic, interven-
tional, rehabilitative and cognitive-behav-
ioral approaches singly or in combination.
We as neurologists can coordinate these
treatments and can be trained to perform
many of them, but what is stopping us
from doing interventions when we do have

the appropriate training? Shouldn’t we be
providing our patients with treatment as
well as diagnosis and assessment? With
respect to pharmacotherapy, there is grow-
ing empirical evidence in pain manage-
ment that “rational” polypharmacy may be
most successful for patients with chronic
pain, so how is this different from epilepsy
management or movement disorders treat-
ment or hypertension management? 

Neurologists must play an active role in
chronic pain management. It is a rewarding
and exciting area of neurology that is
actively and rapidly developing. I suspect
that in the future this will be reflected by an
increasing number of pain management
course offerings at the AAN as well as an
expansion of pain management training
during neurology residency. For more
information on the role of the neurologist
in chronic pain management, please join
the AAN’s Pain and Palliative Care Section
at this year’s annual meeting. PN
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Pain Management Courses at the AAN Annual Meeting
This year’s annual meeting has several opportunities to learn more about pain management. Here are some
of the lectures being offered:

Back to School
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Sun., April 10

Mon., April 11

Wed., April 13

Fri., April 15

Sat., April 16

Pharmacological Approaches to Pain Management

Precision Diagnosis and Treatment of Back and Neck Pain

Case Studies in Headache

Update in Childhood Headache

Headache in Adults I

Headache in Adults II

Headache Therapy

Pain Management: Principles and Practice

Debate on Headache

6:45–8:30 a.m.

7:30–10:30 p.m.

7–10 p.m.

9 a.m.–12:45 p.m.

9 a.m.–12:45 p.m.

1:15–5 p.m. 

7–9 p.m. 

9 a.m.–12:45 p.m.

9 a.m.–12:45 p.m.

Charles Argoff, MD is Director of the
Cohn Pain Management Center of
the North Shore-LIJ Health System
and Assistant Professor of Neurology
at New York University and a frequent
lecturer on pain medicine.

                            


