
Surgery is supposed to mark a turning point. The tumor is removed, the joint is replaced, the spine is stabilized,
the bowel is repaired. Patients often arrive at that moment expecting pain to steadily fade as the incision heals.
Sometimes it does. Sometimes, despite technically successful surgery and careful follow-up, the pain does not
leave on schedule. It lingers, changes character, or grows more disruptive as the weeks turn into months.

That is usually the point when people start asking a different set of questions. Not, “Did the operation work?” but,
“Why am I still hurting?” and “What kind of help do I need now?” This is where a pain clinic can play a decisive
role.

Chronic pain after surgery is not rare, and it is not a sign of weakness or poor effort. It is a complicated medical
problem that can involve irritated nerves, inflamed tissues, scar-related changes, altered movement patterns,
sleep disruption, medication side effects, and the brain’s own pain-processing systems. Good postoperative pain
care requires more than a refill and a reassurance that healing takes time. It requires judgment, pattern
recognition, and a willingness to treat the whole pain picture rather than only the surgical site.

When normal healing stops explaining the pain



After most operations, there is an expected arc. Early pain is intense, then gradually settles. Movement remains
uncomfortable for a while, but there is at least a trend in the right direction. Chronic postsurgical pain becomes a
concern when that trend stalls or reverses. The exact timeline depends on the operation, the tissue involved, and
the person’s baseline health, but pain that remains substantial beyond the normal healing window deserves a
closer look.

In practice, what matters most is not just the calendar. It is the pattern. A patient six weeks out from abdominal
surgery who is steadily improving, sleeping better, and walking farther each week may still be sore without
signaling trouble. A patient six months out from the same operation who cannot tolerate clothing against the
scar, wakes repeatedly from burning pain, and has stopped driving because turning the torso hurts is in a
different category altogether.

Chronic pain after surgery can show up in several forms. Some patients describe sharp, electric, shooting
sensations that strongly suggest nerve involvement. Others report a deep ache, pulling, pressure, or a sense that
the operated area is never at rest. Some develop hypersensitivity, where even light touch feels exaggerated or
unpleasant. Others notice pain spreading beyond the original site, which can happen when guarding, weakness,
and altered movement mechanics start affecting nearby joints and muscles.

A pain clinic is useful precisely because these distinctions matter. The treatment for inflamed soft tissue is not the
same as the treatment for neuropathic pain. The treatment for muscle spasm after months of protective posture
is not the same as the treatment for opioid-induced side effects, poor sleep, and depression amplifying pain
intensity. If the problem is approached as one generic complaint, patients often cycle through ineffective
therapies and lose valuable time.

Why some patients develop persistent postoperative pain
There is rarely one single reason. Surgery places controlled stress on tissues. Even when everything goes well,
nerves may be stretched, cut, compressed, or trapped in scar. Preexisting pain conditions can sensitize the
nervous system before the operation even happens. Anxiety, poor sleep, severe acute postoperative pain, repeat
surgeries, smoking, diabetes, and limited rehabilitation can all raise the odds that pain will persist.

Certain procedures carry a higher risk. Thoracotomy, mastectomy, hernia repair, amputation, spine surgery, and
some orthopedic operations are well known for leaving a subset of patients with lingering pain. That does not
mean these surgeries were a mistake. It means the body’s response to surgery is not purely mechanical.

One pattern clinicians see often is the patient who had significant pain before surgery, expected the operation to
erase it, then felt alarmed when postoperative pain did not resolve quickly. Another common pattern is the
patient whose incision healed well, imaging looks acceptable, but the pain quality has become distinctly
neuropathic, with burning, tingling, numb patches, or exquisite tenderness around the scar. A third group
includes people whose primary issue is not tissue damage anymore, but a combination of deconditioning, sleep
loss, fear of movement, and escalating medication use without clear benefit.

These are the situations where careful pain clinic care can prevent months or years of drift.

What a pain clinic actually does
Many patients hear “pain clinic” and assume it means injections or opioid management. In reality, a well-run pain
clinic is often less narrow than that. The work starts with diagnosis. The team tries to answer several practical
questions: What kind of pain is this? What is still healing, what is irritated, and what has become chronic? Are



there signs of nerve injury, centralized pain, mechanical strain, medication-related problems, or a surgical
complication that needs reevaluation?

This first stage matters more than people realize. Chronic pain after surgery is frequently described in broad
terms, but broad terms lead to broad treatment, and broad treatment often fails. A useful assessment gets
specific. Where exactly is the pain? What provokes it? Is there allodynia, meaning pain from light touch? Is there
weakness, swelling, or color change? Has the patient reduced activity because of pain, or because of fear that
pain means harm? Are current medications helping function, or only causing sedation and constipation?

In many clinics, the evaluation also includes a review of operative details, imaging, rehab history, and current
goals. Not every patient wants the same outcome. One person wants to sleep through the night. Another wants
to return to warehouse work. Another wants enough pain control to care for a new baby after a cesarean
complicated by persistent pelvic pain. The treatment plan should reflect that reality.

Done well, pain clinic care is not about promising a pain-free life. It is about improving function, reducing
suffering, and helping the patient regain agency.

The first appointment usually reveals more than expected
Patients are often surprised by how much time is spent talking during an initial pain evaluation. That conversation
is not filler. It is diagnostic work.

A patient might say, “My back surgery failed,” but then describe pain that is actually concentrated over the
sacroiliac joint after months of asymmetric movement. Another might say, “The scar still hurts,” but on
examination the real issue is a small trapped nerve branch with classic burning and zapping symptoms. Some
arrive convinced they need stronger medication and leave understanding that fragmented sleep, inactivity, and
escalating opioid tolerance are now maintaining part of the problem.

In one common scenario after abdominal or pelvic surgery, the incision appears healed and standard imaging is
unrevealing, yet the patient cannot wear fitted clothing and avoids bending because of searing pain near the
scar. Gentle exam may show a very localized trigger point, altered sensation, or tethered scar tissue. That finding
leads to a very different plan than simply increasing medication. It may involve desensitization work, targeted
physical therapy, topical agents, and in some cases a focused nerve block to both diagnose and treat the pain
generator.

That is one of the practical strengths of pain medicine. It sits at the intersection of listening, examination, imaging
review, rehabilitation, medication management, and procedures. Postoperative chronic pain rarely improves when
any one of those pieces is used in isolation.

Treatment is usually layered, not singular
Patients understandably want one answer. One pill that works. One injection that fixes it. One scan that explains
everything. Chronic postsurgical pain usually responds better to a layered plan.

Medication can help, but the choice should fit the pain type. Neuropathic pain often responds differently than
inflammatory or mechanical pain. Topical lidocaine or other local treatments may help small focal areas. Certain
oral medications can calm nerve-related pain, but they carry trade-offs such as sedation, dizziness, dry mouth, or
mood effects. Anti-inflammatory drugs may be useful in selected patients, though kidney disease, ulcers, or
bleeding risk can limit their role. Opioids may still have a place for some people, especially in carefully selected
cases, but they tend to become less effective for chronic postoperative pain when used as the main strategy over



time. Tolerance, constipation, fogginess, hormonal effects, and dependence are not minor issues. They are central
to the risk-benefit calculation.

Rehabilitation is equally important and frequently underused. A patient who protects the painful area for months
can lose strength, flexibility, endurance, and confidence. Then pain from disuse starts stacking on top of the
original surgical pain. The right physical therapist can make a dramatic difference, especially one comfortable
with postsurgical precautions, scar sensitivity, graded exposure, and pacing rather than a one-size-fits-all exercise
sheet.

Behavioral strategies also matter, though this is often misunderstood. Sending someone to psychology does not
mean the pain is imaginary. It means chronic pain affects attention, sleep, mood, and nervous system reactivity.
Patients who learn better pacing, stress regulation, and sleep strategies often report lower pain intensity and
better function, even when the underlying tissue issue has not vanished. That is not a trick. It is biology.

Interventional treatment can be valuable when the history and examination point in a clear direction. This may
include nerve blocks, trigger point injections, epidural procedures, radiofrequency techniques, or other targeted
interventions depending on the surgical site and suspected pain generator. The best procedures are chosen
carefully, with a reasoned goal. Sometimes the goal is therapeutic relief. Sometimes it is diagnostic clarity. If a
local anesthetic block temporarily relieves the pain, that information can sharpen the plan.

Procedures can help, but they are not magic
This is where expectations matter. A good pain clinic does not sell procedures as guaranteed fixes. It uses them
selectively and explains what success would realistically look like.

A scar neuroma, for example, may respond well to a local injection, but relief can be partial or temporary. A
lumbar epidural after spine surgery may ease radiating leg pain if inflammation around a nerve root is part of the
picture, but it is less likely to fix axial back pain driven by multiple factors. Some patients need one targeted
procedure to break a pain cycle and reengage with therapy. Others learn that repeated procedures offer
diminishing returns and should not become the entire treatment model.

That restraint is a mark of quality. There is a difference between procedural skill and procedural excess. In
experienced hands, interventions can be extremely useful. Overused, they can create expense, disappointment,
and delay more effective long-term care.

Medication management requires honesty and nuance
One of the more delicate parts of postoperative chronic pain care is medication review. Many patients come to a
pain clinic feeling defensive. They worry they will be judged for taking opioids, sleeping pills, muscle relaxants, or
several medications at once. Others assume the clinic exists only to taper them. Neither assumption is helpful.

Good medication management begins with a clear-eyed look at what each drug is doing. Not what it was meant
to do, but what it is doing now. Is it reducing pain by 30 percent and allowing regular walking and decent sleep?
Or is it mainly preventing withdrawal while the patient remains housebound and exhausted? Those are very
different situations.

A thoughtful clinician also looks for stacking side effects. It is common to see a patient taking an opioid, a
sedating nerve medication, and a sleep aid, only to report fatigue, poor concentration, low activity, and persistent
pain. At that point, adding more medication may worsen function rather than improve it. Sometimes the best
change is simplification.



The most productive medication conversations are direct and specific. Patients do better when the clinic explains
the rationale, the expected benefit, the likely downside, and the timeline for reassessment. “Let’s try this and see”
is not enough. A stronger approach is, “We are trying this medication for burning nerve pain around the incision.
If it helps, you should notice less sensitivity to clothing and better sleep within two to four weeks. If it only makes
you groggy, we stop.”

That level of precision builds trust.

Recovery often depends on restoring function before pain is fully
gone
This is one pain specialist clinic of the hardest lessons in chronic pain care, especially after surgery, when people
naturally expect healing to precede activity. But once pain becomes persistent, waiting for complete comfort
before moving often backfires. Strength drops, endurance shrinks, sleep worsens, and ordinary tasks start to feel
threatening.

A pain clinic will often coach patients toward graded restoration of function. That means choosing an activity
baseline the patient can do consistently, then building slowly enough to avoid boom-and-bust cycles. A person
who can walk five minutes before pain flares might start with four minutes twice daily instead of attempting
twenty minutes on a good day and paying for it the next two days. The point is not to baby the pain. The point is
to stop training the body into repeated setbacks.

There is real skill in setting that pace. Too little challenge reinforces fear and disability. Too much challenge causes
flares that convince the patient the plan is failing. This is where individualized care matters. A retired patient
recovering from thoracic surgery and a 42-year-old mechanic after shoulder surgery do not need the same
progression, even if they use the same words to describe their pain.

Signs that a pain clinic evaluation is worth pursuing
Some patients are referred automatically. Others wonder whether they are “bad enough” to go. In practical terms,
a pain clinic becomes especially useful when postoperative pain is no longer following the expected recovery
course or is interfering significantly with life.

A few patterns should prompt a closer look:

pain lasting well beyond the expected healing period for the surgery

burning, electric, numb, or hypersensitive pain that suggests nerve involvement

escalating reliance on pain medication without corresponding functional improvement

sleep disruption, mood decline, or major activity restriction related to pain

uncertainty about whether symptoms reflect chronic pain, a complication, or both

These signs do not prove something dangerous is happening, but they do justify a more specialized assessment.

What patients can do before the first visit
The patients who get the most out of a pain clinic appointment usually arrive with a clear record of what has
happened since surgery. That does not mean they need a binder full of paperwork. It means they can describe
the pain pattern, treatments tried, what helped, what failed, and what they want to get back to doing.

https://www.google.com/maps?cid=17180457847108109783


It helps to think in concrete terms. Saying “it hurts all the time” is understandable, but adding “it spikes when I
climb stairs, ride in a car longer than twenty minutes, or roll onto my left side” gives the clinician something
usable. So does bringing a current medication list with actual doses rather than rough estimates.

A short preparation checklist is often enough:

write down when the pain started, how it changed, and where it spreads

note past treatments, including physical therapy, injections, and medication trials

bring operative reports or imaging results if they are not already in the system

identify two or three functional goals, such as sleeping, driving, or returning to work

mention any red flags, including fever, new weakness, bowel or bladder changes, or wound issues

That last point matters. A pain clinic can help with chronic postsurgical pain, but some symptoms still require
urgent surgical or medical reassessment.

The relationship with the surgeon still matters
Patients sometimes feel they must choose between the surgeon and the pain clinic. In the best cases, that is not
how care works. These clinicians serve different roles. The surgeon evaluates structural outcomes, complications,
and whether further operative treatment is appropriate. The pain clinic focuses on symptom mechanisms,
functional recovery, and the broad set of nonoperative tools available once pain persists.

This partnership is especially valuable in gray-zone cases. A scan may show postoperative changes that are
difficult to interpret. A patient may have some residual structural issue, but not one that fully explains the severity
of pain. Or a technically successful surgery may leave behind a smaller, very treatable pain generator such as scar
sensitivity or focal nerve irritation. Coordinated care prevents patients from being bounced back and forth with
no clear plan.

The emotional side is not separate from the physical side
Persistent pain after surgery can be deeply disorienting. People often feel betrayed by their bodies and
embarrassed by their limitations. They may feel guilty for not “bouncing back,” especially if friends or family
assume the surgery solved the problem. Workers worry about income. Parents worry about becoming unreliable.
Older adults worry that one operation has permanently narrowed their world.

A professional pain clinic does not dismiss those concerns as secondary. They are part of the pain experience and
part of the treatment plan. Pain that wrecks sleep, shrinks social life, and erodes confidence is not just a symptom
on a chart. It is a force that can reorganize a life if it is left unaddressed.

This is why even small gains matter. Being able to sit through a meal, shower without dread, carry groceries, or
sleep five solid hours can be a meaningful turn in the right direction. Progress in chronic pain care is often
incremental before it becomes obvious.

What good outcomes really look like
For some patients, pain becomes minimal. For others, the win is more modest but still important: fewer flares, less
medication, steadier function, better sleep, and less fear. Success is not always a dramatic before-and-after story.
Often it is a gradual return of ordinary life.



That may sound less satisfying than a cure, but for people living with chronic pain after surgery, ordinary life is
exactly what they want back. They want to sit comfortably at a desk, walk around the block, pick up a child,
tolerate a seatbelt, or get through the workday without counting the hours until they can lie down.

A skilled pain clinic keeps that focus. It does not chase pain scores alone. It asks whether the patient is living
better, moving better, sleeping better, and relying less on crisis management. Those are the measures that matter
over time.

Chronic pain after surgery can be stubborn, but it is not untreatable. Patients do not need to choose between
silent endurance and endless escalation of medication. There is a middle path, grounded in careful diagnosis,
realistic expectations, and a plan that matches the actual pain problem. That is where pain clinic care earns its
value.

Denver Pain Management Clinic
455 Sherman St #450, Denver, CO 80203
(720) 405-2330

FAQ About pain clinic

Do I 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.


