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Objectives: At end of the PBLD, the discussants will: 

1. Understand the evaluation process for pediatric chronic pain problems 

2. Recognize the “red flag” signs and symptoms for which to screen when 

evaluating a patient with headache or abdominal pain 

3. Develop an approach for treatment for pediatric headaches and abdominal 

pain 

4. Become aware of the potential role of complementary and alternative medical 

treatments for pain in children and adolescents 

 

 A Case Study—Kristina—The Typical Challenging Chronic Pain Patient 

Meet Kristina, a 14 year old high school sophomore who presents with a chief complaint 

of a “24/7/365 headache.” When asked to verbally describe her headache, she reports, 

“On good days, I just try and ignore it. But on bad days, I can barely think and it feels 

like my head is about to explode.” Kristina rates her present headache pain intensity to be 

95 on a 0 to 100 visual analogue scale. However, she appears in only mild distress and is 

more upset about “having to see another doctor and answer all of the same questions 

again!” 

 

Kristina’s mother reports that her daughter first complained of occasional headaches in 

early middle school, when she was about 10 years old. At about that same time, Kristina 

also first complained of intermittent abdominal pain that was accompanied by alternating 

constipation and subjective diarrhea. Much to Kristina’s utter dismay, her mother readily 

volunteers to you that this bowel pattern often made her daughter “too nervous to use the 

bathroom at school and to attend middle school parties and sleepovers.” Given her lack of 

weight loss and no other signs of inflammatory bowel disease, her pediatrician 

recommended more dietary fiber and fluid intake. Being a typical preteen, fruits and 



vegetables were not her favorite, and besides, according to her mother, Kristina “has 

always eaten like a bird.”  

 

Having skipped 2nd grade, Kristina has always been a “straight A, honors student.” She is 

presently in her high school’s International Baccalaureate Program and is the first chair 

violinist in the community youth symphony orchestra. She lettered as a freshman in 

cross-country, swimming, and track. By all accounts, the patient has always had a strong 

desire to please not only her parents, teachers, and coaches but also her classmates and 

teammates. Despite her self-reported severe and persistent headaches, she has missed 

surprisingly very few days of school and extracurricular activities—“and those were 

mostly for doctor’s appointments!” Kristina’s parents, in particular her mother, are very 

proud of their daughter’s accomplishments and her “obvious courage” and ability to cope 

with the pain “in the same way she does everything, always dealing with challenges 

without complaining.” 

 

Consultant’s Outline: 

Evaluation: 

1. What additional information do you want to obtain from the patient? 

a. Interview with or without the parents present? 

b. How can she look so good and feel so bad? Is she faking? 

 

2. …from the parents? 

a. How do you obtain sensitive information about the family dynamic? 

b. What do you do with “stress points” you can see, but the family does 

not? 

c. What family history do you want? 

 

3. …from the primary care physician? 

a. What information or insights would be helpful? 

 



4. What would help differentiate a primary headache from a secondary 

headache? 

a. What is the difference? 

b. How would that change the evaluation? 

c. What are the “red flags” for secondary headaches? 

i. On history 

ii. On exam 

d. Does she appear to have any? 

5. What laboratory and radiological studies are needed? Why or why not? 
 
6. Are there other consultants you would want to assist you in the evaluation? 

 
a. What is the role of a psychological evaluation? 
b. Neurology? 
c. Physical therapy? 
d. Other? 

 
On further questioning, she still has abdominal pain that flares under times of 
stress. 
 

1. What do you want to know about this pain? 
 
2. What are the “red flags” for abdominal pain? 

 
a. On history? 
b. On exam? 
 

3. Does she need endoscopy? Why or why not? 
 
4. Do you need a GI consult to make the diagnosis of Irritable Bowel Syndrome? 
 
5. With abdominal pain and headaches, are there any other pain conditions you 

want to explore or consider? 
 

a. What other symptoms or exam findings would you look for? 
b. What if she sleeps poorly and complains of constant fatigue? 
c. What if every time you palpate a muscle groups she seems to exclaim 

“ouch!” 
 
 



Treatment: 
 

1. What can you offer this young lady? 
 

a. Would you let her pick and choose her treatment options? 
i. Importance of patient empowerment in the adolescent      

(“with great power comes great responsibility…”) 
ii. Limits on patient control and possible parental enmeshment 

  
b. Medications? 

i. What is the role for antidepressants in pain management? 
ii. …for anticonvulsants? 

iii. …for NSAIDs versus acetaminophen? 
iv. …for low-potency narcotics? 
v. …for triptans in this young lady? 

 
c. Behavioral Medicine/Psychology (“What are you saying!? I’m not 

crazy!”) 
i. What can a psychologist offer? 

ii. Does it help? 
 

d. Is there a role for physical therapy? 
i. What if she wasn’t such an athlete? 

ii. In fact, what if she was a couch potato due to the pain? 
 

e. What could be the role of diet in her chronic headaches? 
i. Food additives such as MSG, nitrates, artificial sweeteners?  

ii. Relative hypoglycemia from high glycemic index foods and 
daytime fasting  

iii. What is the “hunter-gatherer” (“Paleolithic”) diet?  
 

f. What if the patient or parents ask your opinion about complementary 
and alternative medical (CAM) therapies?  

i. Role for herbal and elemental supplements? 
ii. Massage therapy? 

iii. Acupuncture? (“Do the needles hurt…?”) 
iv. Aromatherpy? 
v. Meditation? 

vi. Yoga? 
 

 



Model Discussion: 
 
  Patients who present to both primary care offices and to tertiary pain 
clinics can present with complaints that do not match either their appearance or their 
performance. When pain and dysfunction correlate, identifying that there is a problem is 
straightforward, even if the diagnosis and treatment are complex.   But when pain seems 
out of proportion to either examination findings or daily activity levels, many 
practitioners become suspicious, and patient become labeled “fakers”, “malingerers” or 
“crazy”. When that is the case, a therapeutic rapport can not be built, and the family will 
continue on to the next physician’s office looking for help.  
A number of pediatric pain conditions fall under the category of “functional disorders”. 
Under this rubric fall such diagnoses as Irritable Bowel Syndrome (IBS) and headache. 
These pain conditions can be disabling and distressing, even when the underlying 
physical function of the affected body part or system is normal, hence the term 
“functional” pain. However, studies of these conditions have begun to find evidence for 
both central and peripheral neurologic differences in patients versus unaffected peers. For 
example, there is evidence for both peripheral sensitization in the bowel, and altered 
brain processing of painful stimuli in Irritable Bowel Syndrome.  
 
In evaluating pediatric pain patients, a thorough psychosocial history is very helpful, 
when combined with a standard, problem-focused medical history. Family stresses and 
function can play a large role in exacerbating or sustaining a pain problem. Sometimes 
such problems are obvious to you (though sometimes not to the family). Other times, the 
family appears to be “perfect”, a model for society to follow. But no one and nothing is 
perfect, so the stress may be the effort put into appearing that way. Some conditions (e.g. 
migraine headaches) have a prominent genetic component.  The medical history and 
physical focus on ruling out “red flags” (see Tables1+2, below). These signs of disease or 
trauma are what patients fear, and reassurance that the pain does not signal danger is an 
important step in the treatment process. If patients continue to search for a hidden tumor, 
infection or whatnot, they are not focusing on recovery. Be aware, that families may 
listen to your reassurances, and immediately ask “then what IS causing the pain?” 
Explaining idiopathic or functional pain takes some tact. 

 
 

Persistent vomiting 
Focal neurological signs 
Meningeal signs 
Unexplained Fever 
Increased intracranial pressure 
Changes in behavior or mental status  
Sudden onset of severe headache 
Morning headaches 
Headaches awakening the patient from sleep 
 

 
Table 1. “Red Flag” Signs and Symptoms for Secondary Headache 



 
Persistent right upper or right lower 
quadrant pain 
Dysphagia 
Persistent or cyclic vomiting 
Gastrointestinal blood loss 
Family history of inflammatory bowel 
disease, celiac disease, or peptic ulcer 
disease 
Pain that wakes the child 
from sleep 

Arthritis 
Nocturnal diarrhea 
Involuntary weight loss 
Deceleration of linear growth 
Delayed puberty 
Unexplained fever 
Hepatosplenomegaly, masses, 
perianal lesions, costovertebral 
tenderness 
Bilious emesis 
CVA tenderness 

 
Table 2. “Red Flag” Signs and Symptoms for Abdominal Pain 

 
 
 There is a role for consultants, but any time you call a consult, you should have a 
specific question in mind. Generally, the presence of a “red flag” will point you to the 
right consultant. In the absence of danger signs or symptoms, the role for testing, 
imaging, and consultation is limited. At times, a call for “help” is appropriate, if you 
seem to be getting nowhere, or if symptoms/signs are changing in ways that seems 
dangerous or perplexing. The World Congress of Gastroenterologists has recently revised 
the criteria for the Functional Gastrointestinal Disorders (FGIDs; under which category 
IBS falls), such that primary care physicians can make the diagnosis, without needing to 
refer to a GI specialist. The FGIDs are no longer regarded as diagnoses of exclusion.  
 
 There is much to offer patients in the way of treatment. Most physicians are 
trained to think of medications first. While there are a number of medications that have 
utility in chronic pain, the evidence for most pharmacotherapy is terrible, when 
randomized, controlled trials (RCTs) even exist.  Bear in mind also, that the criteria for 
successful treatment in most RCTs is a 50% reduction in pain. So, while elimination of 
pain is the patient’s and family’s goal, the evidence does not support that goal being 
reached with medication treatment alone, if at all.  Hence, multidisciplinary treatment has 
the most to offer. There is reasonable evidence for the psychological therapies for a 
variety of functional pain states, as well as for pain resulting from traditional, organic 
causes. How you steer patients to this modality takes some care, in tat patient are 
sensitive to being stigmatized as “crazy” or “malingerers” if they are sent to a 
psychologist. It is imperative to present the psychological treatment as a normal part of 
treatment, not a last resort. Physical therapy has a central role in pediatric pain 
management, although not necessarily for headaches and abdominal pain. However, the 
de-conditioning that can result from inactivity due to pain, may need to be addressed. 
 

Families will often ask about alternative therapies for pain. A number of non-
standard therapies can be helpful, and have a low risk.. However, the potential role of diet 
as well as complementary and alternative medical (CAM) therapies in chronic headaches 
is admittedly not well-defined, fraught with controversy, and often lacking in “hard 



science.” Nonetheless, patients and their parents often present with questions about and 
interest in pursuing dietary modification and CAM therapies for both tension/migraine 
headaches and other chronic pain conditions. Rather than rejecting such therapies 
outright, it seems better to keep an open-mind and to appraise the evolving literature 
yourself. Please note that a fair number of herbs, while useful, can have significant side 
effects or interactions with medications. It bears remembering that a sizeable percentage 
of patients present to a pediatric chronic pain clinic because they have either failed to 
achieve adequate relief with more conventional medical therapies or have experienced 
unacceptable side effects from prescription medications. The evidence-based medicine to 
support such prescription medications is likewise often tenuous, given that the U.S. Food 
and Drug Administration (FDA) only requires greater efficacy as compared to a placebo 
for new drug approval.   
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