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ARTICLE

Epidemiology of chronic pain in the office of a 
pain specialist neurologist 
Epidemiologia da dor crônica no consultório de um neurologista especialista em dor
Karen dos Santos Ferreira, José Geraldo Speciali

The world prevalence of chronic pain is approximately 
40%, generating enormous financial and social damage1,2,3,4,5. 

There still is a severe shortage of professionals working 
in this area. Thus, over the last few years, the training of 
health professionals in the pain area has been gaining space 
in Brazil1. Among the new specialties acting in this area, 
Neurology was approved by the Brazilian Federal Council of 
Medicine in 2002 (resolution no. 1634) as an area of activ-
ity in pain6. Over the last few years, the medical residency 
program for Neurologists working with Pain has been im-
plemented at some institutions, resulting in the first group 
of neurologists completing this program with this type of 
training. The objectives of qualifying neurologists for work 
in the Pain area were based on their theoretical knowledge 

of the mechanisms of chronic pain, headaches, neuropathic 
pain, low back pain, rheumatological pain, palliative care, 
as well as their work with invasive procedures (peripheral 
nerve blockade) and anesthesiology procedures of medium 
complexity. Since then, some questions have arisen: what 
kind of working experience have these neurologists had? 
Who are the patients who effectively look for a neurologist 
for treatment and how are they approached?

Within this context, in an attempt to answer these ques-
tions, the objective of the present study was to describe the 
one-year prevalence of chronic pain in the office of a Pain 
Specialist Neurologist who concluded a medical residency 
program at the University Hospital, Faculty of Medicine at 
Ribeirão Preto, University of São Paulo (FMRP-USP).
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ABSTRACT
Objective: The objective of the present report was to describe the working experience of a pain specialist neurologist after concluding a 
medical residency program  on neurology,  area of concentration pain. Method: A retrospective study was conducted for one year in the office 
of a pain specialist neurologist. Patients older than 18 years with chronic pain according to the criteria of the International Association for 
the Study of Pain, were included. Demographic data, chronic pain data and the treatments instituted were investigated. Results: A total 
of 241 medical records were reviewed, mean patient age was 52.4 years  and  79 (66.9%) were women,  and the mean score on a numeric 
pain scale was 8.69. The diagnoses were headaches (74.6%), neuropathic pain (17%) and ostheomuscular pain (8.2%). We did not detect 
cancer pain. Patients  received medication and  procedures of anesthetic blockade. Conclusion: This data can guide new medical residency 
programs on Neurology, area of concentration pain, to plan activities and studies.
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RESUMO
Objetivo: O objetivo do presente estudo foi descrever a experiência de trabalho de um neurologista especialista em dor, após concluir 
um programa de residência médica  em neurologia, área de concentração: dor. Método: Um estudo retrospectivo foi realizado por 1 ano 
no consultório de um neurologista especialista em dor. Pacientes com mais de 18 anos, com dor crônica de acordo com os critérios da 
Associação Internacional para o Estudo da Dor, foram incluídos. Dados demográficos, da dor crônica e tratamentos instituídos foram 
investigados. Resultados: Um total de 241 prontuários médicos foram revisados, a média de idade dos pacientes foi de 52,4 anos, 79 (66,9%) 
eram mulheres, e o escore médio em uma escala  numérica de dor foi de 8,69. Os diagnósticos foram cefaleias (74,6%), dores neuropáticas 
(17%) e dores osteomusculares (8,2%). Não detectamos dor do câncer. Os pacientes receberam medicações e procedimentos de bloqueios 
anestésicos. Conclusão: Estes dados podem orientar novos programas de residência médica em neurologia, sub-área da Dor, para planejar 
as atividades e estudos.
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METhOd

The study was conducted in the office of a Pain Specialist 
Neurologist who had concluded a medical residency program 
at the University Hospital, Faculty of Medicine at Ribeirão 
Preto, University of São Paulo, in 2008. This is an outpatient 
clinic, that attends a specific population from health insur-
ance companies or private patients. All the records of vis-
its held in 2012, involving patients older than 18 years with 
chronic pain according to the criteria of the International 
Association for the Study of Pain (IASP)7, were reviewed. 
Demographic data (age, gender), the characteristics of chron-
ic pain (location, intensity, diagnoses) and the treatments in-
stituted (medication, nerve blocks) were investigated.

The Ethics Committee of School of Medicine of Ribeirão 
Preto, University of São Paulo, approved the study (CAAE: 
22649914.4.0000.5440).

Data were processed in the Department of Statistics of 
FMRP-USP using the SPSS software.

RESUlTS

The medical records of 241 patient with chronic pain were 
reviewed. Of the patients evaluated, 79 (66.9%) were women and 
39 (33.1%) were men; mean patient age was 52.4 years (Table 1).

On the occasion of the first visit, the mean score of the nu-
meric pain rating scale was 8.69. The most frequent type of pain 
was headache. The diagnoses were divided into 3 major groups: 
180 patients (74.6%) had headaches, 41 (17%) had neuropathic 
pain, and 20 (8.2%) had ostheomuscular pain. No patient had 
oncologic pain. The sub-diagnoses are described in Table 2. The 
medications most frequently used for treatment were tricyclic 

antidepressants (78, 32.3%), followed by topiramate (53, 21.9%) 
and pregabalin (29, 12%) (Table 3). Opioids were used by 15 pa-
tients (6.2%). Sixty-four patients (26.5%) received procedures of 
anesthetic blockade, the most frequent being blockade of the 
occipital nerves (16, 6.6%), followed by facet (6, 24%), epidural (5, 
2.0%) and intercostal (5, 2.0%) blockade (Table 4).

diSCUSSiOn

In 1997, the Executive Council of the American Academy 
of Neurology (AAN) approved an initiative for the promotion 
of the participation of neurologists in the diagnosis and treat-
ment of pain. In the United States of America (USA), the assess-
ment and management of pain and patient education are crite-
ria for good hospital care. The AAN encourages neurologists to 
participate in an increasing and effective manner in the assess-
ment and treatment of pain, which require learning about this 
topic. The training opportunities for professionals dealing with 
pain include learning during the medical residency, one-year fel-
lowships from the American Board of Psychiatry and Neurology, 
and a growing evidence-based literature. Other specialties also 
deal with chronic pain in the USA, such as anesthesiology, psy-
chiatry, physical medicine and rehabilitation, with the profes-
sionals acquiring qualification by entering one-year fellowship 
programs supported by the American Board of Anesthesiology. 
These fellowships are based on a multidisciplinary program in-
volving several areas, and provide experience in interventional 
procedures, rehabilitation, oncologic pain, palliative care, pedi-
atric pain, neurologic pain, and clinical research8.

In Western European countries, candidates from differ-
ent specialties are selected for fellowships for the Treatment 
of Pain at Excellence Centers in various countries, sponsored 
by the European Federation of IASP Chapters9.

In Brazil, a medical residency program for neurologists 
dealing with Pain has been implemented at several institu-
tions over the last few years, with very preliminary results 
having been obtained regarding the first neurologists who 
have received this training.

Table 1. Chronic pain patients treated in 2012 (n: 241).

Mean age 41.27 
Gender Female 185 (76.7%) Male 56 (23.3%)
Numeric pain scale (mean) 8.69 

Table 2. Pain diagnoses in chronic pain patients treated in 2012 (n: 241).

Headache n (%) Neuropathic pain n (%) Ostheomuscular pain n (%)
Migraine without aura 104 (43.1%) Post-herpetic 8 (3.3%) Fibromyalgia 8 (3.3%)
Migraine with aura 18 (7.4%) Radiculopathy 6 (2.4%) Myofascial pain 5 (2.0%)
Cervicogenic headache 15 (6.2%) Trigeminal Neuralgia 6 (2.4%) Repetitive strain injury 2 (0.8%)
Tensional headache 11 (4.5%) Lumbar stenosis 5 (2.0%) Shoulder pain 2 (0.8%)
Post-traumatic headache 9 (3.7%) Small Fiber Polineuropathy 4 (1.6%) Parkinson disease 1 (0.4%)
Cluster headache 4 (1.6%) Post-laminectomy syndrome 3 (1.2%) Mechanical lumbar pain 1 (0.4%)
Idiopathic intracranial hypertension 4 (1.6%) Diabetic neuropathy 3 (1.2%) Bursitis 1 (0.4%)
Nummular headache 2 (0.8%) Neuropathic facial pain 3 (1.2%)
Other trigeminal autonomic cephalalgias 2 (0.8%) Medular trauma 1 (0.4%)
Primary thunderclap headache 2 (0.8%) Complex Pain Syndrome 1 (0.4%)
Stabbing headache 2 (0.8%) Central pain Post-stroke 1 (0.4%)
Others 7 (2.9%)
Total 180 (74.7%) 41 (17.0%) 20 (8.3%)
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Regarding the patients with chronic pain who seek these 
neurologists, the epidemiological demographic data ob-
tained in the present study are similar to literature data ob-
tained in previous studies about patients with chronic pain, 
aged on average 45 to 65 years and more frequent in women.

Gureje et al., published the first large-scale cross-national 
study of persistent pain among primary care patients, con-
ducted by the World Health Organization (WHO), estimating 
its prevalence and impacts in a wide range of countries. Across 
all centers (including two centers in South America, Rio de 
Janeiro and Santiago), 22% of primary care patients reported 
persistent pain (25% of women and 16% of men). Lumbar pain 
were found in 47.8% of 5468 patients interviewed, headache in 
45%, joint pain in 41%, and limb pain in 34.3%5.

The prevalence of chronic pain defined for the gen-
eral population, by a multicenter research conducted in 
17 countries, is about 37% in developed countries and 41% 
in developing countries. They detected lumbar pain in 40% of 
42249 patients interviewed and headache in 14.4%10.

In general, lumbar pain is the most prevalence pain site 
in the world. In a population study, Elliott et al. detected 
1817 patients with chronic pain, 576 of whom reported lum-
bar pain as the main cause of pain3.

The literature about chronic pain is scarce in developing 
countries, and there is a lack of studies conducted at Pain Clinics. 
In South Africa, using face-to-face interviews, Walker reported a 
42.9% prevalence of chronic pain, with lumbar pain in 49.2% of 
this people11. In Brazil, Jacobsen interviewed 485 patients in a Pain 
Unit at the University of Sao Paulo, and reported that the most 
prevalent diagnosis was fibromyalgia (21.9%)12. Ferreira et al., de-
scribed patients with chronic pain treated at the Pain Unit of the 
Central Hospital of Maputo, Mozambique. Of 118 patients inter-
viewed, 79 (66.9%) were women and mean patient age was 52.4 
years. Lumbar pain was the most frequent site of pain (36.4%)13.

In the present study, headache was the main site of pain, 
whereas most world studies have detected low back pain as 

the main pain topography. We believe that patients with oth-
er causes of chronic pain are not being referred yet to neu-
rologists, since pain area of concentration on Neurology is 
recent. Patients with headache are believed to seek more fre-
quently a neurologist rather than a specialist in another area. 
On the other hand, patients with low back pain usually move 
between various professionals such as orthopedists, neuro-
surgeons, anesthesiologists specializing in pain, or rheuma-
tologists before solving their problem. Headache is the cause 
of suffering, disability and loss of quality of life and is one of 
the most important causes of chronic pain in the population. 
According to an article published in Lancet Neurology in 
2008, the prevalence of headache in the general adult popula-
tion is 47%, with 10% involving migraine, 38% tension head-
ache, and 3% chronic headaches lasting more than 15 days14. 
The social costs related to headache in general, including lost 
work days and treatment costs, are considerable15.

Neuropathic pain, as defined by the Neuropathic Pain 
Special Interest Group – IASP, corresponds to pain occur-
ring as a direct consequence of injury or disease, affecting 
the neurosensory system16. Its world prevalence is about 3 to 
8% of the population17,18. In the present study, the most fre-
quent causes among patients with neuropathic pain were 
post-herpetic neuralgia and radiculopathy. Most published 
studies have reported the lower limbs as the most frequently 
affected site17. The care of patients with neuropathic pain is 
a differential item for neurologists who are pain specialists.

Ostheomuscular or musculoskeletal pain is a condi-
tion that includes a variety of disorders which cause pain 
in bones, joints, or surrounding structures. Musculoskeletal 
pain due to excessive use affects 33% of adults and is respon-
sible for 29% of work absenteeism19.

Table 3. Medications most frequently used by chronic pain 
patients treated in 2012.

Medication n (%)

Tricyclic antidepressants 78 (32.3%)

Topiramate 53 (21.9%) 

Pregabalin 29 (12.0%)

Dual antidepressants 18 (7.4%)

Valproate 13 (5.3%)

Clorpromazine 10 (4.1%)

Gabapentine 8 (3.3%)

Propranolol 8 (3.3%)

Flunarizine 8 (3.3%)

Verapamil 4 (1.6%)

Indometacine 4 (1.6%)

Opioids 15 (6.2%)

Capsaicine 1 (0.4%)

Table 4. Procedures received by chronic pain patients treated 
in 2012.

Procedure n (%)
Anesthetic blockade
Occipital nerve block 16 (6.6%)
Facet joint block 6 (2.4%)
Epidural block 5 (2.0%)
Intercostal nerve block 5 (2.0%)
Suprascapular nerve block 5 (2.0%)
Surgical scars 3 (1.2%)
Gasser ganglia block 2 (0.8%)
Supratrochlear nerve block 2 (0.8%)
Maxillary e mandibular 2 (0.8%)
Numular points 2 (0.8%)
Auriculotemporal nerve block 2 (0.8%)
Sympathetic ganglia 1 (0.4%)
Supraorbital nerve block 1 (0.4%)
Others (femoral nerve, joint blocks) 3 (1.2%)
Myofascial
Trigger point injection 6 (2.4%)
Radiofrequency 3 (1.2%)
Total 64 (100%)
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About 18 million people in the world suffer oncologic pain, 
which is usually incapacitating, being very intense in 30% of 
patients. It should be pointed out that cancer pain is still un-
dertreated even in more socioculturally advanced countries 
due to poor information on the part of health professionals in 
the area of palliative care and pain relief and to resistance of 
the patients themselves due to cultural factors20. In the present 
study we did not detect cancer pain among our patients. We 
believe oncologic pain patients are being treated by their on-
cologists and they do not reach the neurologic clinic.

Regarding the treatments instituted, the medications most 
frequently used were amitriptyline, topiramate and pregaba-
lin. The use of amitriptyline and topiramate was justified by 
the large number of patients with headache, with amitripty-
line and pregabalin being the medications of choice for neu-
ropathic pain21. The choice of the drugs was not influenced by 
socio-economic status of the patient, the price of the drug or 
the availability of the drug at the public health system. Opioids 
were seldom used, perhaps because of the absence of cancer 
pain in the present sample. A still controversial question is the 
use of opioids for non-oncologic chronic pain in disorders such 
as headache, neuropathy, post-laminectomy syndrome, fibro-
myalgia and other pain syndromes8. Invasive procedures (an-
esthetic blockade) were performed in 64 (26.5%) patients. We 
should emphasize that neurologists who are qualified for the 

treatment of chronic pain must be prepared to provide special-
ized care and procedures.

Over the last few years, the presence of neurologists in the 
area of treatment of cronic pain has become a world trend. The 
programs of medical residency for neurologists working with 
pain encourage neurologists to participate in an increasing and 
effective manner in the evaluation and treatment of pain. The 
training opportunities for the professionals working with this 
treatment are an important step for the improvement of the ef-
fectiveness of the treatment instituted. Since this specialty is new, 
it would be desirable to be made public information campaigns 
to medical and lay people, so patients can be properly referral.

In conclusion, chronic pain is a serious health problem all 
over the world, generating physical disability and social, emo-
tional an economic damage. A first step for a more effective 
approach to the problem is to know it prevalence and pecu-
liarities. The present study shows that the training of neurolo-
gists working in the pain area should give priority to the fol-
lowing causes of pain: primary headaches, neuropathic pain 
and musculoskeletal pain, with emphasis on Fibromyalgia 
and Miofascial pain in these last area. Next, more profession-
als should be habilitated for providing care, establishing treat-
ment strategies, and finally, the performance of these profes-
sionals should be evaluated. Only in this way will it be possible 
to improve the way we deal with such relevant problem.
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