Pain is personal, but diagnosing it cannot be guesswork. That is the tension at the center of every good pain
clinic visit. A patient arrives with a story that may be sharp, vague, burning, deep, constant, or unpredictable. The
body rarely labels the source clearly. Knee pain might begin in the hip. Arm numbness may trace back to a
compressed nerve in the neck. Low back pain can come from a disc, a joint, a muscle, an inflamed nerve root, or

more than one of those at the same time.

That is why diagnostic work in a pain clinic matters so much. Treatment works best when it is aimed at the real
driver of symptoms, not just the place where the patient feels pain. A clinic that takes diagnosis seriously does
not jump straight to injections, medications, or procedures. It starts by asking better questions, using the right

tools, and interpreting results with restraint and experience.

Pain rarely follows a simple map

One of the most common misunderstandings about pain is that the painful spot must be the problem spot. In
practice, it often does not work that way. Referred pain can send discomfort across broad areas. Nerve pain can
travel along a pattern that looks unrelated to the actual injury. Longstanding pain can also change the nervous

system itself, making the experience more widespread and less tidy than the original issue.

A person with hip arthritis may complain mainly of groin pain, but some describe knee pain first. Someone with a
lumbar disc problem might report pain in the buttock, calf, or foot, with very little back pain. A patient with
shoulder pain may assume the joint is damaged when the true issue is irritation of the cervical spine. These are
not rare exceptions. They show up every week in any busy pain clinic.

This complexity is the reason diagnostic tools matter. Not because machines replace judgment, but because they
sharpen it. The clinic combines the patient’s account, the physical examination, imaging, nerve testing, lab work
when needed, and sometimes targeted diagnostic injections. Each piece contributes part of the answer. None

should dominate by itself.



The first and most important tool is the history

People often think diagnosis begins with an MRI. It usually begins with a conversation. A skilled pain specialist
listens for details that reveal patterns. When did the pain start, and what was happening at the time? Was there
an injury, surgery, infection, or gradual onset? Does the pain stay in one place or radiate? Is it aching, stabbing,

cramping, throbbing, electric, or burning? What makes it worse, and what reliably eases it?
Those details are not small talk. They are diagnostic data.

Burning pain with tingling and numbness may point toward nerve involvement. Pain that worsens when leaning
backward can suggest facet joint irritation in the spine. Pain that flares with walking and improves with sitting
may raise concern for spinal stenosis. Night pain, unexplained weight loss, fever, or a history of cancer changes

the urgency and broadens the differential.

The history also helps the clinic distinguish acute pain from chronic pain, and structural pain from sensitized pain.
That distinction matters. When symptoms have persisted for months or years, the nervous system may be
amplifying signals long after the original injury has healed or stabilized. In those cases, an image may show age-
related changes that are real but not clinically meaningful. Treating every abnormal scan as the culprit can lead

patients down the wrong path.

A seasoned clinician keeps one question in mind throughout the interview: does the story fit the suspected

diagnosis? If it does not, more caution is warranted.

The physical exam tests the story against the body

A thoughtful examination turns subjective symptoms into observable clues. This is where a pain clinic begins to

confirm or challenge the impressions formed during the history.

Range of motion matters. So does posture, gait, strength, reflexes, sensation, muscle tone, and tenderness.
Provocative maneuvers can be especially useful. For instance, a straight leg raise that reproduces radiating leg
pain can support lumbar nerve root irritation. Pain with certain shoulder movements may suggest impingement,
while weakness in a specific muscle group may indicate a nerve deficit rather than a simple strain. Sacroiliac joint
pain has a different exam profile than hip arthritis, though patients may describe both as low back or buttock

pain.

Physical examination is not perfect. It can be limited by severe pain, fear of movement, prior surgery, or
overlapping conditions. Yet it remains one of the most efficient ways to narrow possibilities. In many cases, it
prevents overreliance on imaging findings that sound dramatic but do not match the person in front of the

clinician.

One practical example comes up often in spine care. A lumbar MRI may show a disc bulge at several levels in a
patient over forty. That sounds alarming on paper, but disc bulges are common even in people without pain. If
the patient's symptoms, exam findings, and neurologic pattern do not match those levels, the scan may be

incidental rather than explanatory. Good pain medicine lives in that distinction.

Imaging is useful, but only when read in context

Imaging has transformed pain diagnosis, but it also creates traps. X-rays, MRI, CT scans, and ultrasound can show
anatomy in impressive detail. They can reveal fractures, arthritis, disc herniations, stenosis, tendon injury, joint
degeneration, and postoperative changes. When findings line up with the history and exam, imaging can be

decisive.



The trouble starts when anatomy and symptoms diverge. Many people, especially as they age, develop structural
changes that are visible on imaging but cause little or no pain. Degenerative discs, arthritic joints, rotator cuff
fraying, and mild stenosis are common examples. A report may list several abnormalities, but the patient may
have symptoms attributable to only one of them, or none.

MRI is often the preferred test for soft tissues, discs, nerves, and spinal structures. CT is helpful for bony detail
and certain postoperative settings. X-rays remain useful for alignment, arthritis, fractures, and instability,
especially with standing or flexion-extension views. Ultrasound has become more valuable in experienced hands

for tendons, bursae, fluid collections, and guiding injections in real time.

A pain clinic does not order every scan immediately. Timing matters. Some acute back pain improves within
weeks and does not need advanced imaging unless red flags are present. On the other hand, new weakness, loss
of bowel or bladder control, or signs of infection require urgent evaluation. The art lies in knowing when imaging

will change management and when it will simply produce more paperwork and anxiety.

Nerve testing helps when symptoms are electrical, numb, or hard to
localize

When a patient describes burning pain, tingling, numbness, weakness, or an odd crawling sensation, the clinic
may consider electrodiagnostic testing. This usually includes nerve conduction studies and electromyography,
often referred to together as EMG/NCS.

These tests can help answer several important questions. Is a nerve being compressed, and if so, where? Is the
problem coming from the spine, such as a pinched nerve root, or from a peripheral nerve like the median nerve
at the wrist in carpal tunnel syndrome? Is there evidence of ongoing nerve injury, chronic change, or muscle

involvement?

This matters because symptoms can mimic one another. Hand numbness, for example, may come from carpal
tunnel syndrome, cervical radiculopathy, diabetic neuropathy, or a combination. The treatments differ. A wrist
splint will not relieve a compressed nerve root in the neck, and a cervical injection will not fix isolated carpal

tunnel syndrome.

Electrodiagnostic tests do have limits. Very early nerve injuries may not appear right away. Small fiber nerve pain
may evade standard testing. Some patients also find the test uncomfortable. Even so, when the diagnosis is

uncertain, these studies can prevent months of misplaced treatment.

Diagnostic injections can clarify the source of pain

One of the most distinctive tools in a pain clinic is the diagnostic injection. This is not done primarily to treat,

though short-term relief may occur. It is done to answer a question.

If a clinician suspects the pain is coming from a specific joint, nerve, or spinal structure, a small amount of
anesthetic can be placed precisely at that target under imaging guidance. If the patient experiences substantial
temporary relief during the expected window of the anesthetic, that response supports the diagnosis. If nothing

changes, the clinic may need to look elsewhere.

This approach is especially useful in conditions where imaging shows several potential pain generators. Consider
a patient with chronic low back pain whose MRI reveals disc degeneration, facet arthritis, and mild stenosis.
Which one is driving symptoms? A targeted medial branch block may help determine whether the facet joints are

responsible. A selective nerve root block can help sort out which nerve is involved in radiating leg pain. A



sacroiliac joint injection can clarify pain arising from the pelvis when the low back and hip are both under

suspicion.

Used well, diagnostic injections reduce unnecessary treatment. Used poorly, they can muddy the waters.
Technique, timing, patient selection, and honest interpretation all matter. If a person receives sedation, multiple
injections at once, or vague instructions about pain tracking afterward, the test becomes harder to interpret. A

careful clinic tells the patient exactly what to watch for and when to report it.

Lab work is less common, but sometimes essential

Pain clinics do not routinely order broad panels of blood tests for every patient, but certain presentations call for
them. When inflammatory arthritis, infection, autoimmune disease, metabolic issues, or medication complications

are part of the picture, laboratory testing can become important.
A few situations deserve particular caution:

* unexplained fever, chills, or recent infection with new severe pain
¢ elevated inflammatory concern, such as morning stiffness with swollen joints
* history suggesting gout, autoimmune disease, or systemic illness
® possible medication toxicity, especially in complex pain regimens

* symptoms that do not fit a musculoskeletal pattern at all

These are not everyday findings in straightforward mechanical pain, but they cannot be ignored. A spinal
infection, inflammatory condition, or malignancy may first look like routine back or joint pain. The difference

often lies in the associated symptoms and the clinician’s willingness to investigate beyond the obvious.

The clinic also studies function, not just anatomy

One of the most practical shifts in modern pain care is the recognition that diagnosis is not only about naming
damaged tissue. It is also about understanding how pain behaves in Informative post daily life. Two people can
have similar MRI findings and completely different levels of disability. One works full time and sleeps reasonably

well. The other cannot sit through a meal, has stopped walking, and wakes every two hours at night.

A thorough pain clinic pays attention to function. How far can the patient walk? Can they climb stairs, carry
groceries, drive, dress, work, or exercise? Does pain spike after ten minutes of standing, or only after an hour?
These details can reveal patterns that static tests miss.

Function also helps distinguish between overlapping pain states. Mechanical joint pain may predictably worsen
with load and improve with rest. Neuropathic pain may be more erratic and may intensify at night. Central
sensitization may involve disproportionate pain, poor sleep, fatigue, cognitive fog, and sensitivity beyond the

original injury site. None of these patterns live neatly inside one scan image.

This functional lens changes treatment planning. A patient with severe knee arthritis and limited motion may
need imaging and procedural planning. A patient with moderate structural findings but major fear of movement
may benefit just as much from graded activity, physical therapy, and pain education as from any intervention. The

diagnosis becomes more useful when it explains limitations the patient actually feels.

Sometimes the answer is that there are several answers
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Single-cause pain exists, but mixed pain is common. A person may have arthritic joint pain plus nerve irritation

plus muscle guarding from months of compensation. The longer pain persists, the more these layers can overlap.

That is why quick labels can fail patients. Saying someone has "just sciatica” or "just arthritis" may miss
contributing factors that explain why prior treatment failed. A pain clinic often works through these layers over
time. The first visit may identify the leading suspect. Follow-up visits test whether that theory holds up after

treatment, physical therapy response, medication trials, or diagnostic blocks.

This stepwise approach can frustrate patients who want certainty on day one. That reaction is understandable.
Pain interrupts work, sleep, family life, mood, and movement. People want an answer they can hold onto. But
medicine is not always instant, especially when the problem is chronic, multifactorial, or altered by prior surgeries
and years of compensation. Honest clinicians say what they know, what they suspect, and what still needs to be

clarified.

Red flags change the pace of diagnosis

Most chronic pain seen in a pain clinic is not caused by an emergency. Still, some symptoms require immediate
attention or referral. Clinics that diagnose well do not miss dangerous outliers while focusing on more common

causes.

Rapidly progressive weakness, saddle anesthesia, bowel or bladder dysfunction, unexplained weight loss,
persistent fever, severe night pain, recent major trauma, or pain in an immunocompromised patient all shift the
diagnostic strategy. The same is true for a history of cancer or intravenous drug use. In these cases, the clinic may
coordinate urgent imaging, specialty consultation, or emergency evaluation rather than routine outpatient

management.

This is one reason an experienced pain specialist is valuable. Diagnostic skill is not simply about identifying

common pain generators. It is also about recognizing when the pattern does not belong in the usual box.

What patients can do to help the diagnostic process

A good clinic brings expertise, but patients contribute important data. The clearer the pattern, the easier it is to
target the workup and avoid dead ends. Keeping a simple pain diary for one or two weeks before an
appointment can be surprisingly helpful. Not pages of narrative, just brief notes about timing, triggers, severity,

location, and what changed it.

It also helps to bring prior imaging reports, operative notes if applicable, a current medication list, and an honest
summary of what has or has not worked. Patients sometimes underreport failed treatments because they feel
discouraged, or overstate relief because they want to seem cooperative. Neither helps. Accurate feedback is far

more useful than optimistic noise.
A few practical points make evaluations more efficient:

® describe where pain starts, where it travels, and whether it ever switches sides
® note any numbness, weakness, balance issues, or bladder and bowel changes
e identify specific triggers, such as walking, coughing, sitting, stairs, or lying flat
® bring prior test results if you have them

e after a diagnostic injection, track relief carefully and by the hour if requested



That last point matters more than many patients realize. Diagnostic blocks can provide some of the clearest

answers in pain medicine, but only if the response is recorded thoughtfully.

Why diagnosis in a pain clinic is part science, part judgment

There is a temptation in medicine to believe that enough technology can eliminate uncertainty. Pain does not
cooperate with that idea. The tools are powerful, but they do not speak for themselves. An MRI cannot tell
whether a finding matters clinically. An EMG cannot fully explain a person’s pain experience. A joint injection can

support a diagnosis, but only if the right target was chosen and the response interpreted correctly.

That is why the best pain clinic care is not a conveyor belt of tests. It is a process of pattern recognition,
exclusion, confirmation, and reevaluation. Clinicians build a working diagnosis, test it, and revise it when the
evidence demands it. Sometimes the answer is straightforward. Sometimes it takes several visits and a
combination of tools. The goal is not to produce the longest report. It is to find the pain generator, or generators,

that truly explain the patient's symptoms and can be treated in a meaningful way.

When patients feel heard and the diagnostic process is done carefully, the next steps make more sense.
Treatment becomes less experimental and more targeted. Expectations improve. Unnecessary procedures can
often be avoided. Even when chronic pain cannot be eliminated completely, understanding its source changes

the conversation. It turns confusion into a plan.

That is ultimately what diagnostic work in a pain clinic is for. Not to impress with technology, but to answer the

most practical question in pain care: what is causing this, and what can we do about it now that we know?
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FAQ About pain clinic



Do | need a referral to go to the pain clinic in Denver?

Denver Pain Management Clinic accepts referrals. Contact the clinic and your insurance plan before booking to

confirm whether a referral is required for your visit.

Do pain management clinics give pain meds?

Some pain clinics include medication management as part of an individualized plan. At Denver Pain Management

Clinic, a clinician reviews your medical and treatment history and discusses options after an evaluation.

What medication is used for chronic pain?

Medication choices depend on the cause of the pain, your health history, and any medicines you already take. A
clinician can discuss the benefits and risks of medication and whether other approaches, such as physical therapy,

may be appropriate.



