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Why does pain matter (1)?

• Long recognised
• 1817: “rheumatic pain”
• 1888: Gowers
• 1986: almost 50% patients with PD had pain

• How common?
• Huge variability (40-85%)
• Probably due to methodological issues
• Chronic pain surprisingly common in GP





Why does pain matter (2)?

• Associated with ↓QoL
• The patient’s perspective study (2010)
• 265 PD patients

• 92 early (<6 years)
• 173 late (>6 years)







Why does pain in PD matter?

• Because it’s common
• Because it ↓ QoL



Who gets pain in PD?

• Reported associations
• Females
• PD severity
• Depression
• Younger age
• Motor fluctuations

• But………



PD pain classification

• PD associated and non-PD associated 
pain?

• Descriptors perhaps more helpful
• Musculoskeletal
• Dystonic
• Neuropathic
• Central
• Akathisia
• Others (e.g. oral and genital pain 

syndromes)



Pain characteristics

• Musculoskeletal (80%) and dystonic 
(40%) most common

• Motor asymmetry reflected by pain
• Neuropathic pain usually not PD related
• Central pain

• Poorly localised, constant, not obeying 
anatomy



What generates pain?

• Immobility
• ?involvement of the BG in pain 

integration (with thalamus and cortex)
• ?abnormal central pain processing
• ?degeneration of nociceptors in 

periphery (damage to nerves in limbs)



Do we ignore it (1)?

• 242 patients completed NMS 
questionnaire

• Average PD duration 8 years (1 to 28)





Do we ignore it (2)?

• Pain
• Not mentioned in AAN “Practice parameter: 

treatment of non-motor symptoms” 2010
• Not mentioned in SIGN 113 (2010)
• NICE 2006



NICE 2006
• Pain is defined as an unpleasant or distressing sensory 

experience. Pain occurs in around 40% of people with PD but 
is rarely a major feature of the disorder

• Pain in PD has been classified as:
• musculoskeletal
• dystonic
• primary or central 
• neuropathic 
• akathisia-related 

• Little research has been done in this area and the 
management of many of these types of pain is generic rather 
than being specific to PD. Therefore, the GDG elected not to 
undertake a literature search in this area. The GDG did 
recognise the importance of dystonic pain which is often 
responsive to dopaminergic medications (see Chapter 7)



Why do we ignore it?
• Patients

• Perceive it’s not part of PD?
• Bad experience of discussing pain with medics 

before?
• Nihilism about treatment?
• Struggle to explain it?
• Other reasons?

• Medics
• Preoccupied with “proper” PD symptoms?
• Just too hard?
• Therapeutic nihilism?



Summary

• Pain in PD
• Common and contributes to misery of PD
• Heterogeneous
• Reasons poorly understood
• Undeclared by patients and ignored by 

HCPs


