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Chronic pain is sometimes dismissed as being psychiatric in nature. 
But are we short-changing these patients?
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S
uccessful diagnosis and man-
agement of most pain states
relies almost entirely on subjec-
tive patient self-assessment of
the pain’s location, type and

severity. When patients are unable to give
us specific, reliable information, we are
severely constrained in our ability to offer
any sort of respite from the pain. Although
the mechanisms of acute short-term pain
due to injury or other bodily insult are fair-
ly well known, chronic nonspecific pain
continues to baffle physicians. 

However, thought-provoking new re-
search may be able to shed light on this old
conundrum. New information from a
recently published fMRI study reveals that
multiple regions of the brain are involved
in determining pain location and suggests
that some of the observations that are
observed in patients suffering from chron-
ic pain may be explained by as-yet incom-
pletely understood brain mechanisms.
Consider the following two cases, which
are representative of the sort of frustrating
clinical encounters common in pain man-
agement, and then read on to learn how we
may be closer to finding objective evidence
that challenges the conventional wisdom.

Case Examples
Case 1: A 56-year-old patient with chronic
low back and bilateral lumbar radicular
pain is referred to you. As a carpenter, he
injured his lower back and after conserva-
tive therapy (rest, medications, injection
therapy, physical therapy) had failed, he
was advised to undergo a decompressive
laminectomy at the L4-5 level. Imaging
studies correlated well with this recom-
mendation (large extruded L4-5 disc with

severe direct compression of the exiting
nerve root on the right) and multiple sur-
geons and non-surgeons concurred with
this recommendation. 

Although the surgery was completed
successfully, the patient continued to expe-
rience radicular pain in a pattern similar to
his presurgical state after the procedure.
Multiple post-laminectomy imaging stud-
ies demonstrated excellent nerve root
decompression, no significant fibrosis and
no new structural abnormalities to explain
the pain. Medications typically prescribed
for neuropathic pain, including antidepres-
sants, anticonvulsants and others, were
prescribed without meaningful benefit.
There were no other medical explanations
for his pain, which was rated at 8/10. He
had become quite frustrated, especially

because he now had bilateral pain and was
referred to you so that you could assess
whether or not his pain was “real.” 

Case 2: A 35-year-old female without
any significant past medical history is
referred to you for further evaluation of her
complaint of bilateral foot pain. She notes
that she originally complained of left foot
pain following a sports injury. After being
told that she had plantar fasciitis, she was
treated conservatively but was ultimately
diagnosed with tarsal tunnel syndrome
when she was seen by a neurologist and
studied electrophysiologically. She was suc-
cessfully operated on with approximately
50 percent pain and symptom relief, but
two years after the injury and one year after
the surgery she began to develop similar
symptoms in her left foot. 

A detailed evaluation by you revealed
no evidence of any specific major nerve
compression. Although still working, mar-
ried and the mother of two children, she
was finding it increasingly difficult to func-
tion, as her pain level was now consistent-
ly 6/10. She told you that her orthopedic
surgeon suggested that her left foot pain
may be “psychosomatic” and unless you
found a specific nerve lesion, a psychiatrist
should see her. 

Things Aren’t Always
What They Seem
The assessment and treatment of chronic
pain, in general, is quite challenging for all.
Cures are rarely if ever experienced and
much is lacking regarding the ability to
apply conventional neurodiagnostic ap-
proaches to patients with chronic pain.
How would you interpret the findings
observed in the above patients? Many
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patients with syndromes that do not fit
neatly into a known entity are often labeled
as non-physiologic, functional or psycho-
somatic patients. Is this a fair assessment of
the patients discussed above?

Research recently presented by Robert
Coghill, PhD at Wake Forest University
may help to better understand how the
brain processes spatial aspects of pain—
and how it can sometimes mislead
patients. In a study that used fMRI to
highlight the brain regions involved in pain
processing, 12 healthy subjects had two
thermal stimulation devices attached to
their lower leg. The two devices varied in
location from 1.5 to six inches between
subjects. One stimulator was activated,
exposing the patient to a stimulus ranging
from 95 to 120 degrees. After a 30-second
rest, patients received another stimulus and
were asked whether or not it occurred in
the same location as the first one. 

Much to their surprise, the researchers
noticed that several unexpected areas were
being activated while the patient attempt-
ed to identify the location of the pain. In
addition to the the primary somatosensory
cortex—an area well-known to be involved

in pain pathogenesis—the medial pain sys-
tem and areas involving emotion were also
stimulated. The authors concluded that
sensory experiences can be subject to his-
torical bias: the information received from
a new stimulus is compared to “historical
data” in the brain from prior episodes, and
the confluence of the two can sometimes
result in pain sensations occurring in loca-
tions without the corresponding physio-
logical evidence that would otherwise be
expected.

Thus, this study suggests that—poten-
tially at least—some of the patients dis-
missed as “psychosomatic” are being
unfairly labeled as such. Consider this a
cautionary tale. When patients complain
of chronic pain and seem to fit the mold
for a diagnosis of malingering or psychoso-
matic symptoms, avoid the temptation to
rush to judgement.  PN

Charles Argoff, MD is Assistant
Professor of Neurology at New York
University and a frequent lecturer on
pain medicine.

For advertising information, contact Thomas Gangemi: (610) 238-9052, ext. 11

Advertising Index
AstraZeneca
• Zomig .............................................69-70

Athena Diagnostics
• Laboratory Services............................12

Berlex, Inc.
• Betaseron.......................................19-22

Boehringer Ingelheim
• Mirapex PD ....................................59-61

Cadwell Laboratories
• Sierra Wave ...........................................4

Cephalon, Inc
• Provigil .............................................9-10

Eli Lilly
• Cymbalta........................................42-45

Medtrak, Inc.
• Balance Testing .....................................7

MedLink
• web site...............................................65

Schwarz Pharmaceuticals
• Neupro .................................................16

Takeda Pharmaceutical
• Rozerem.............................................2-3

Teva Neuroscience
• Azilect.............................................51-53
• Copaxone .......................................29-33


