
by the stroke. Associated allodynia is common as is loss of hot
and cold differentiation. Symptoms usually do not appear until
several months after the inciting stroke, when recovery has
reached a stable state. 

HIV-related Neuropathy. Approximately 33% of patients
with AIDS develop distal sensory polyneuropathy characterized
by shooting pain, numbness, and burning sensations primarily on
the soles, dorsum of the feet, and toes.27 Sensory loss is common
in the areas of greatest pain symptoms. Walking becomes diffi-
cult and quality of life is diminished.28

Diagnosis and Differential
The most important task of the emergency physician is to distin-

guish an exacerbation of chronic pain from a presentation that her-
alds a life- or limb-threatening condition. The history and physical
examination should either confirm the chronic condition or point to
the need for further evaluation when unexpected signs or symptoms
are elicited. Because patients with chronic pain may be frequent
visitors to the ED, the entire staff may prejudge their complaint as
simply chronic or even factitious. Physicians should insist that rou-
tine procedures be followed, including a full triage assessment and
a complete set of vital signs and timely assessment.

Rarely is a provisional diagnosis of a chronic pain condition
made for the first time in the ED. One exception may be complex

regional pain. The sharp pain from acute injuries, including frac-
tures, should be significantly improved at 2 weeks post injury.
Pain in an injured body part beyond this period should alert the
clinician to the possibility of nerve injury, or CRPS secondary to
immobilization. CRPS has the following diagnostic criteria: 1)
presence of an initiating noxious event, or cause of immobiliza-
tion; 2) continuing pain, allodynia, or hyperalgesia with which
the pain is disproportionate to any inciting event; 3) evidence at
some time of edema, changes in skin blood flow, or abnormal
sweating in the region of pain; and 4) exclusion of other diag-
noses that would explain the symptoms and dysfunction. 

Definitive diagnostic testing of chronic pain conditions is dif-
ficult, requires expert opinion, and often involves expensive pro-
cedures such as magnetic resonance imaging (MRI), computed
tomography (CT), and thermography. Furthermore, abnormal
results do not confirm with certainty the cause of the pain. For
example, abnormalities on MRI of the spine and extremities are
common in asymptomatic patients.29,30 Therefore, referral back to
the primary source of care and eventual specialist referral are
warranted to confirm the diagnosis. 

Treatment of Non-Neuropathic Chronic Pain
Syndromes

Evidence-based treatments for specific pain syndromes are
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Table 3. Management of Non-Neuropathic Chronic Pain Syndromes

DISORDER PRIMARY TREATMENT SECONDARY TREATMENT POSSIBLE REFERRAL OUTCOME

Myofascial headache NSAIDs, Tricyclic antidepressants Trigger-point injections,
Phenothiazines IV (acute only) optimization of medical therapy

Chronic tension NSAIDs, Tricyclic antidepressants Optimization of medical therapy
headache Phenothiazines IV (acute only)

Transformed migraine Tricyclic antidepressants Stop prior medications Optimization of medical therapy,
narcotic withdrawal

Myofascial neck pain NSAIDs Tricyclic antidepressants Trigger-point injections,
optimization of medical therapy

Chronic neck pain Tricyclic antidepressants* NSAIDs, Optimization of medical therapy
Opioids

Chronic back pain Tricyclic antidepressants* NSAIDs, Optimization of medical therapy
(no sciatica) Opioids

Myofascial back pain NSAIDs Tricyclic antidepressants Trigger-point injections,
syndrome optimization of medical therapy

Fibromyalgia Cyclobenzaprine Amitriptyline, Optimization of medical therapy,
Tramadol Pregabalin dedicated exercise program

Key: NSAIDs = nonsteroidal anti-inflammatory drugs 

*Preferred tricyclic antidepressants are nortriptyline, start 25 mg/day, or maprotiline, start 50 mg/day.


