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The clinical situations we encounter rarely mimic textbook 
cases, so the ability to adapt and adjust is critical.
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N
eedless to say, despite the
advances that have been made
in neurodiagnostics, it is not
always possible to know the
precise cause of a given

patient’s chronic pain. On the other hand,
for many acute conditions such as pain
associated with a fracture or a specific
operation, the cause may be more obvious.
Consider the many patients which you
might know of or follow in your practice,
not the problem patients who you label as
drug-seeking perhaps, but the legitimate
patients with post-traumatic neuralgic
complaints or severe multiple sclerosis or
Parkinson’s disease-related pain. It may
not be clear why that patient is experienc-
ing pain. In many instances their chronic
pain must be viewed as a chronic illness
and chronic disease. Consequently, we
must remember that as with other com-
mon chronic diseases, such as hyperten-
sion, although the cause may not be
known, the condition must be treated.

Diagnostic Disconnect
Diagnostic strategies that may be effec-
tive for acute painful conditions may be
of little help in our attempt to diagnose
chronic pain. Although many pain assess-
ment tools exist (see below) and new ones
are being developed, many patients with
chronic pain have their complaints dis-
missed when “insignificant” pathology is
discovered to explain the pain. Clinicians
not infrequently become the decider of
who has “real” pain and who does not,
leading to unnecessary suffering by some
patients. 

Yes, there are all-too-clear limitations
of available diagnostic tests, including

imaging and electrophysiological studies.
How often has a patient been told after
normal electromyography/nerve conduc-
tion velocity (EMG/NCV) testing that
there is “nothing wrong” with them?
Probably too often, and his has occurred
despite clear evidence that the results of
an MRI of the lumbar spine does not
necessarily correlate with the severity of
pain experienced by a patient. 

EMG/NCV testing may be normal in
patients with painful small-fiber neu-
ropathies and other painful conditions.
Although this is completely consistent
with the limits of this test and the patho-
physiology of small-fiber neuropathy, the
negative test result often prompts some
to question the legitimacy of the pain as
opposed to acknowledging the limita-
tions of the diagnostic test. The presence
of psychosocial factors may add to the
complexity of the evaluation and treat-
ment of these disorders. 

Early evaluation and assessment may
be key to the treatment of acute and
chronic pain. Untreated pain may not
only lead to chronic pain but also have
significant negative impact on a patient’s
ability to function from both a physical
as well as cognitive viewpoint.
Employment, recreational, and routine
activities of daily living all may be
adversely affected. Individuals with
chronic pain may initially develop or
have exacerbation of depression, anxiety
and sleep disturbances as well as loss of
self-esteem. Lost workdays, impaired job
performance, absenteeism and presen-
teeism are some ways in which employ-
ment is often limited by the presence of
chronic pain. 

Prescription: A Dose of Realism
Chronic pain management goals must be
realistic, for both you and for the patient:
reduce pain while improving quality of life
and functioning—each as completely as
possible. The evaluation and treatment of
chronic pain almost never leads to the
medicine, nerve block or new exercise that
will “cure” it. The management of chronic
pain does involve a detailed assessment of
the problem, including both medical and
nonmedical aspects, and the development
of a comprehensive treatment plan. The
patient with chronic pain needs to have the
expectation that the pain will be managed
as successfully as possible but not cured.
Medical, rehabilitative and psychosocial
treatment strategies are all appropriate to
consider in this plan following a detailed
assessment of the problem. 

See Table 1 for specific questions to
ask during the pain assessment. Consider
further diagnostic testing to help make as
specific a diagnosis as possible, but it
must not be used to verify or invalidate
the complaint of pain. As previously
mentioned, a normal test result does not
suggest there isn’t a pain problem.

Several currently available patient
questionnaires can assist in the assess-
ment of pain. Individuals with chronic
pain often report widely different pain
levels, even for similar conditions and
similar degrees of functional impairment.
For example, we have all seen a patient
who notes a pain level of 10/10 who is
working and another patient with a pain
level of 3/10 who hasn’t left the couch in
months! It is, therefore, preferable to use
multidimensional and not unidimen-
sional pain questionnaires. 
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Multidimensional tools assist the
assessment of chronic pain patients. One
such tool, the Brief Pain Inventory,
addresses not only the pain level but also
its impact on various functional areas. It
takes only minutes to complete, is a prac-
tical way to assess chronic pain as well as
the results of treatment in a busy practice,
and is widely used in research settings.
Unidimensional tools assess pain intensity
solely and are not as desirable as multidi-
mensional tools. Special pain assessment
tools such as the faces scale or the neuro-
pathic pain scale may be appropriate for
patients who are cognitively impaired or
who have neuropathic pain, respectively. 

Striking a Balance
The goal of treatment is to provide clini-
cally significant analgesia with an accept-
able side-effect profile. Pharmacologic,
interventional, rehabilitative and cogni-
tive-behavioral approaches singly or in
combination may be considered. There is
growing awareness that multidrug therapy
may provide optimal outcomes. Some
patients will need both opioids and non-
opioids concurrently. This has recently
been formally demonstrated in a study
completed by Gilron et al. of patients with
neuropathic pain in which the use of
gabapentin and morphine together was
more successful than either alone. Regard-

less of how effective a single agent or mul-
tiple agents may be, rarely if ever is the
pain completely alleviated. 

Established guidelines based on con-
sensus unbiased expert opinion for the
condition(s) you are treating should be
considered when developing a treatment
plan. Regrettably, such guidelines are not
uniformly available; e.g., an international
panel has just published guidelines for
neuropathic pain, but similar multination-
al, evidence-based, expert-developed
guidelines do not exist for chronic low
back pain, an even more common set of
disorders. Furthermore, it is not terribly
uncommon for patients referred to pain
clinics to have already “failed” guideline-
directed therapy. When considering any
type of therapy, goals need to balance effi-
cacy, tolerability, cost and safety.

When feasible, choose the approach
that requires the least laboratory monitor-
ing. If more than one drug is to be pre-
scribed, whenever possible use one agent
at a time, titrate for therapeutic effect vs.
side effect(s) in a manner consistent with
the pharmacokinetics of the agent. Each
patient needs to be evaluated and treated
as an “N of 1” study. Two patients with
post-herpetic neuralgia may have dramati-
cally different responses to the same treat-
ments; this is in essence another of the
many challenges of clinical medicine. 

Keep in mind that you would never
maintain a patient on an anticonvulsant
regimen that didn’t control the patient’s
seizures sufficiently; therefore, keep in
mind from a pain management viewpoint
that each treatment you offer (medical or
otherwise) should be considered as a trial
therapy. Patients should not remain on a
regimen lacking benefit. Even if you just
read the latest article stating that a partic-
ular therapy is the best choice, you must
individually assess and reassess each indi-
vidual patient. If it is both safe and effec-
tive, continue. If not, either amend how
the treatment is offered (increase the dose,
change the route of delivery) or change the
treatment. The patient should be told at
the beginning of treatment that it will be
changed if it is not effective.

Whenever treating a patient pharma-
cologically—be it with an antidepressant,
anticonvulsant, muscle relaxant, opiate
analgesic, NSAID, topical analgesic or any
other agent—the patient and you must
have a logical and clear sense of what con-
stitutes treatment success or treatment fail-
ure. Most of what we experience with our
patients lies somewhere in between
absolute success and absolute failure; in
fact, substantial clinical research suggests
that patients will report clinically mean-
ingful improvement when they experience
on average 30 percent pain reduction. 

In summary, the management of pain,
and especially chronic pain, should be
viewed in the same way as any other
chronic disease: (1) determine the cause as
best as possible, (2) use drug regimens that
balance efficacy, safety and  side effects, (3)
assess progress, adverse effects and compli-
ance, and discontinue ineffective or intol-
erable regimens, and (4) consider that
multidisciplinary therapy may be required
to achieve the optimal outcome. PN
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Table 1. Pain Assessment Questions
1. When did the pain start? 

2. Was the specific onset of
the pain remembered (as
for example, with post-her-
petic neuralgia or trauma)? 

3. Was there a specific
cause to the pain (e.g.,
injury, surgery)? 

4. Are there already known
medical or surgical condi-
tions for the patient (e.g.,
diabetes, osteoarthritis,
osteoporosis, connective
tissue disease) that can

provide clues regarding the
cause of the chronic pain? 

5. For how long has the
pain existed? 

6. Where is the pain? 

7. What does the pain feel
like—is it sharp, stabbing,
dull, throbbing, aching,
burning, knife –like, or a
combination of these? 

8. What impact on physical
function is associated with
the pain? 

9. What makes it better?
What makes it worse? 

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

11. What diagnostic testing
is required to assist in the
assessment? 

12. Is there a history of
substance abuse?

13. Is there a history of
tobacco or alcohol use?


