
The signs and symptoms of chronic pain syndromes are listed
in Tables 1 (non-neuropathic syndromes) and 2 (neuropathic pain
syndromes). The non-neuropathic syndromes share certain char-
acteristics, the most common feature being muscle-related pain. 

Patients should be asked to describe the nature of the current
pain, including initiating, exacerbating, or relieving factors.
Patients may not describe their pain as chronic, but further ques-
tioning will reveal several episodes of recurrent pain or an exac-
erbation of chronic pain. Similar prior episodes should be quanti-
fied and compared to the current episode. Sources and modes of
treatment, including medications and dosages for physician-pre-
scribed, over-the-counter, or alternative medications should be
determined. Outcomes of previous therapeutic efforts and the
effects on the patient’s functional status are also important. As
prior addiction to drugs is a relative contraindication to opioid
treatment of chronic pain, the patient should be asked directly
about alcohol and drug addiction. Experience with detoxification
programs should also be noted. Current substance abuse is a fre-
quent problem in chronic pain patients. Drug detoxification is
often the first step of the therapeutic plan for new patients

referred to a pain clinic. Finally, a review of systems should be
done to rule out any other conditions with an emphasis on poten-
tial life- or limb-threatening conditions.

Objective findings of acute pain include tachycardia, hyper-
tension, diaphoresis, and muscle spasms on stimulation. Objec-
tive evidence of chronic pain includes muscle atrophy in the dis-
tribution of pain due to disuse, or skin temperature changes due
to the effects of the sympathetic nervous system after disuse or
secondary to nerve injury. Trigger points, another objective sign,
are focal points of muscle tenderness and tension that when stim-
ulated with pressure provoke referred pain, typically in the distri-
bution of the involved muscle. Trigger points should be differen-
tiated from simple focal tender portions of the muscle, as palpa-
tion of the later does not provoke referred pain. Objective evi-
dence of pain does not have to be present for the pain to be factu-
al. Recall that many patients with sickle cell crisis fail to mount a
tachycardia despite severe pain.

Myofascial Headache and Chronic Tension Headache.
Myofascial headache is a variant of tension headache and is char-
acterized by the presence of trigger points on the scalp; constant,
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Table 2. Signs and Symptoms of Neuropathic Pain Syndromes

DISORDER PAIN SYMPTOMS SIGNS

Painful diabetic neuropathy Symmetrical numbness and burning or Sensory loss in lower extremities
stabbing pain in lower extremities, allodynia 
may occur

Phantom limb pain Variable: Aching, cramping, burning, May have peri-incisional sensory loss
squeezing, or tearing sensation

Trigeminal neuralgia Paroxysmal, short bursts of sharp, electric Tearing or red eye may be present
like pain, in nerve distribution

HIV-related neuropathy Symmetrical pain and paresthesias, most Sensory loss in areas of greatest pain
prominent in toes and feet symptoms

Postherpetic neuralgia Allodynia, shooting, lancinating pain Sensory changes in the involved dermatome

Post-stroke pain Same side as weakness, throbbing, shooting Loss of hot and cold differentiation
pain, allodynia

Sciatica (neurogenic back pain) Constant or intermittent, burning or aching, Possible muscle atrophy in area of pain,
shooting or electric shock-like pain, may  possible reflex changes
follow dermatome; leg pain > back pain

Complex regional pain type I (RSD) Burning persistent pain, allodynia, associated Early: Edema, warmth, local sweating 
with immobilization or disuse Late: Above alternates with cold; pale, 

cyanosis, eventually atrophic changes

Complex regional pain type II Burning persistent pain, allodynia, associated Early: Edema, warmth, local sweating 
(causalgia) with peripheral nerve injury Late: Above alternates with cold, pale, 

cyanosis, eventually atrophic changes

Key: ROM = range of motion; RSD = reflex sympathetic dystrophy.


