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TREATMENT UNDER 
PRESSURE 

A Patient and Policy Perspective 

 

Kate Nicholson 

■ A 20-year intractable pain patient, who owes her ability to work and 

function as well as recent improvement to treatment by pain-focused 

specialists like you. 

■ A civil rights attorney. At the US DOJ, I drafted the current regulations 

under the Americans with Disabilities Act, and litigated a number of 

cases including the case Bragdon v. Abbott, where the U. S. Supreme 

Court upheld the rights of people not to be discriminated against in 

medical treatment on the basis of their disabilities.   

■ Currently writing and speaking about pain.  

www.katemnicholson.coom @speakingabtpain 

http://www.katemnicholson.coom/
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My Story  

Physicians and pain patients are under 
tremendous pressure today. 
■   

  

■ I think we can probably agree that opioids became more loosely prescribed for pain, 
and even that philosophies of prescribing opioids are evolving.   

■ But rather than examining the complexity of the situation, have a pendulum shift and 
problems the come with extremes:   

■ We got here– in part – due to a growing recognition of under-treated pain—which 
remains a problem – and opportunism/pharmaceutical company malfeasance. 

■ There were infrastructural issues, from worker’s comp to managed care that 
incentivized pills and shut down multidisciplinary pain treatment.   

■ More and more primary care docs are treating pain, but training about pain and 
addiction is spotty in basic medical education.  

■ How do we put the genie back in the bottle? 
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The Policy Environment:  The CDC 
Guidelines, Its Progeny and Other Pressures 

■ In 2016, the CDC issued its voluntary guidelines designed for primary 

care physicians cautioning against using opioids as a first or second 

course of treatment, urging prescribing the lowest effective dose for 

the shortest period of time.  All good practice.    

■ Two recommendations with dosage and supply recommendations 

have spawned a progeny of laws and mandatory policies, as well as 

private insurance and pharmaceutical company policies that have 

created chaos and confusion.  

■ I want to try to elucidate the legal and policy environment. 

 

 

 

 

 

 

CDC Guidelines: Opioid Dosage and 
Supply Guidance 
 

■ For New/Opioid Naive Patients:  When opioids are started, exercise 
care in increasing dosage to ≥50 morphine milligram equivalents 
(MME)/day, and avoid increasing dosage to ≥90 MME/day or carefully 
justify a decision to titrate dosage to ≥90 MME/day.  

 

■ Current Pain Patients:  Assess Risks vs. Benefits in an ongoing way; If 
benefits do not outweigh harms, optimize other therapies and work 
with patients to taper opioids to lower dosages or to taper and 
discontinue opioids.  

 

■ For Acute Pain:  A three day or less supply will often be sufficient; more 
than seven days will rarely be needed.  
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At the Federal Level 

■ Veteran’s Affairs adopted the guidelines as mandatory: Section 
137 of the Veterans Administration Mission Act. 

■ Centers for Medicare and Medicaid Services (CMS) initially 
proposed to allow denial of coverage under Medicaid over 90 
MME.  A number of practitioners pushed back. Jan Hoffman, Medicare is 
Cracking Down on Opioids, Doctors Fear Pain Patients Will Suffer, March 27, 2018, 
https://www.nytimes.com/2018/03/27/health/opioids-medicare-limits.html  

■ CMS changed it to a safety edit:  effective in January 2019, there 
will be additional preauthorization requirements at 90 MME; 
providers can deny coverage over 200 MME.   

■ Use of the numbers to surveil prescribing practices by the Drug 
Enforcement Agency.  

State Level response 

■ More than half of the states (32 to date) have enacted laws limiting 
pharmacy fills for 3, 5 or 7 days. Most of the state medical boards 
have incorporated the MME levels into their recommended practices. 

 

■ Oregon is currently proposing refusing to cover opioid therapy after 90 
days under Medicaid. Pat Anson, Oregon Plan Would Do Substantially More Harm than Good, July 
31, Pain News Network, https://www.painnewsnetwork.org/stories/2018/7/31/oregon-medicaid-plan-would-do-
more-harm-than-good?rq=Oregon; Ed Coghlan, US Chronic Pain Practitioners and Scientists Comment on 
Oregon Forced Taper Proposal, July 31, 2018, National Pain Report, http://nationalpainreport.com/u-s-chronic-
pain-practitioners-and-scientists-comment-on-oregon-forced-taper-proposal-8836865.html 
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Push back: one-size-fits-all solution 
■ The AMA has recently started to fight prescription limits. Brian Zimmerman, AMA 

Opposes Opioid Prescription Limits: 5 Things to Know, April, 12, 2018, Becker Hospital 
Review, https://www.beckershospitalreview.com/opioids/ama-opposes-opioid-prescription-
limits-5-things-to-know.html 

■ The American Cancer Association and the American Cancer Federation have 
aired concerns about cancer patients – and the failure of regulators or policy 
makers to "take a balanced approach to addressing the opioid problem without 
harming patients who are using the medications appropriately to treat their pain 
or other symptoms.” Achieving Balance in State Pain Policy: A Report Card, August 2018, 
American Cancer Society, American Cancer Network  

■ The FDA announced in August that it will promulgate evidence-based, indication-
specific guidelines for acute prescribing.   

■ As we will discuss later, there is increasing media coverage of harm to pain patients 
from loss of function to increased suicide, and perverse incentives of creating more 
illicit use. 

 

 

 

 

 

An Accurate Diagnosis of the Crisis 

■ The CDC just released its initial 2017 numbers, but looking at the final revised 2016, there 
were according to the CDC 17,087 deaths that were related to prescription opioids. Seth, 
Rudd, Noonan et al, Quantifying the Opioid Epidemic. 
https://ajph.aphapublications.org/doi/abs/10.2105/AJPH.2017.304265?journalCode=ajph 

■ Most were polypharmacy: combinations of substances often including alcohol, 
benzodiazepines or other CNS depressants.  In other studies, avg # drugs = 6. 

■ Prescribing has dropped since 2010 (especially high dose prescribing) but drug overdoses 
have skyrocketed since that time due primarily to illegally manufactured fentanyl and its 
analogs, heroin, and polypharmacy. 

■ We also worry about addiction.  CDC cites risks from .06-6% in longer term pain care; with 
revised 2013 definition of OUD, perhaps 8-12% have OUD. Not everyone is at equal risk for 
addiction.  

■ Our public policy looks backward in time intruding into the dr-pt relationship and burdening 
patient care.   
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The Dominant Narrative 

■ Of course, this is not the picture in the media nor the story we 
hear which is of an unwitting victim becoming addicted by means 
of a physician prescribing. 

■ I highly recommend Maia Szalavitz’s piece for the Columbia 
Journalism Review .  Maia is an addiction and neuroscience 
journalist who herself became addicted to heroin and cocaine in 
her 20s. Maia Szalavitz, What the Media Gets Wrong About Opioids, Columbia Journalism 
Review, August 15, 2018,  https://www.cjr.org/covering_the_health_care_fight/what-the-
media-gets-wrong-about-opioids.php 

■  She talks about the narrative of “innocence” and the nexus 
of our drug laws and enforcement with race.  

 

 

 

STIGMA 
■ Stigma also contributes to misperceptions.  Stigma that attaches 

to both doctors and patients. 

■ Historic ideas about pain, its subjectivity.  Religious history 
regarding suffering;  Perceptions of malingering (stemming from 
railway litigation); Weakness and bearing up per our AG. Melanie 
Thurnstrom’s The Pain Chronicles; Daniel Goldberg, Pain Objectivity and History: 

Understanding Pain Stigma, https://mh.bmj.com/content/43/4/238   

■ Conflation of pain patients with drug seekers, misusers. Some of 
the notable addiction experts essentially see every pain patient 
on long-term opioids as having OUD.  Conflation of pain 
treatment with drug policy, where doctors are blamed for the 
crisis.   
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Genuine Concerns for Patient Safety 

■ There are screening tools and physician judgment but not 
everyone is at equal risk for addiction and overdose. 

■ There are patients like me, on long-term opioids, who used 
medications as prescribed, and had no trouble going off.  
There are also patients who use as prescribe and develop 
problems.  And everyone in between. 

■ Dependence can be problematic. 

■ Many patients may inappropriately be on opioids or on too 
high a dose (change in philosophy of prescribing). 

 

The other side: Growing reports of patient 
abandonment and forced tapering 

■ Almost every day through my website I receive reports of patients who 
have been told that their physician’s are stopping prescribing their 
opioids because of changes in the law.   

■ One from yesterday, a young woman in TN: “Currently no primary care 
doctor, abandoned past Thursday without reason. They did not offer a 
taper or continuum of care from fentanyl 25 mg 72 hours hydrocodone 
10 mg * 3 daily. Have been on original dosage for 6-7 years. Do not 
drink, have never broken a law nor misused my medication.” 

■ There are a growing number of such reports in the news media, including 
a recent Politco survery. https://www.politico.com/story/2018/08/28/how-the-opioid-
crackdown-is-backfiring-752183 (Many of POLITICO’s respondents described being tapered 
off narcotics too quickly, or worse, turned away by doctors and left to navigate on their own).   
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Reports (continued) 
 

■ Doctors in surveys report prescribing fewer opioids even when 
they believe doing so will harm patients. Felice J. Freyer, “Doctors are cutting 

opioids, even if it harms patients, Boston Globe, Jan. 3, 2017, 
https://www.bostonglobe.com/metro/2017/01/02/doctors-curtail-opioids-but-many-see-harm-
pain-patients/z4Ci68TePafcD9AcORs04J/story.html  

■ We know that prescribing has gone down according to CDC data. 
http://annals.org/aim/article-abstract/2698111/opioid-prescribing-united-states-before-after-
centers-disease-control-prevention  

■ We don’t know exactly how often abandonment and tapering 
occur because it hasn’t been systematically studies despite 
recommendations by the working group which developed the CDC 
guidelines to follow up on unintended consequences.  

Tapering (forced) 

■ Reported consequences of forcibly reducing or suddenly taking a 
patient off of opioids can be dire, resulting in medical decline, a 
lost ability to work and function, and suicide.  It may also 
incentivize people to turn to illicit substances. 

■ The data on forced tapering (much of it in the addiction context) 
generally shows poor patient outcomes and none considers 
tapering to “0.” Joseph Frank, Travis Lovejoy, William Becker, et al, Patient Outcomes in Dose 
Restriction or Discontinuation of Long Term Opioid Therapy, A Systematic Review, August 2017, 
http://annals.org/aim/fullarticle/2643842/patient-outcomes-dose-reduction-discontinuation-long-term-
opioid-therapy-systematic; Demidenko, Dobscha, Morasco, Meath,, Ilgen, Lovejoy, Suicidal ideation and 
suicidal self-directed violence following clinician-initiated prescription opioid discontinuation among long-
term opioid users, Gen Hosp Psychiatry. 2017 Jul;47:29-35. 

■ Lack of infrastructure on tapering. Johns Hopkins bioethicist, Travis Rieder 
https://www.ted.com/talks/travis_rieder_the_agony_of_opioid_withdrawal_and_what_doctors_should_tell
_patients_about_it 
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Tapering (voluntary and supported) 

 

■ A recent study shows positive results from tapering where the patient 

volunteers, where additional supports and alternative treatment 

modalities are provided. Beth Darnall, Maisa Ziadni, Richard Stieg, et al, Patient Centered 

Prescription Opioiod Tpaering in Community Outpatients with Chronic Pain, May 2018, 

https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2672574  

 

■ Perhaps not ironically, this model returns to multidisciplinary, bio-

psycho-social care. 

 

 

The Example of British Columbia 
■ Although there has been no comprehensive study on the unintended 

consequences nor response in this country, it is instructive to note that 
British Columbia, which has the largest drug overdose rate per capita 
in Canada and whose medical college had adopted as mandatory a 
version of the CDC guidelines, recently made such recognition. 

■ Out of concern from unintended consequences for pain treatment, they 
revised the guidelines. 

■ College of Physicians and Surgeon of British Columbia Practice Standards, June revisions, 

https://www.cpsbc.ca/files/pdf/PSG-Safe-Prescribing.pdf (“Registrants must not 
exclude or dismiss patients from their practice based on their current 
use of, or request for, opioids or sedatives, or a suspicion of 
problematic use of prescription medications.”) 

 

https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2672574
https://www.cpsbc.ca/files/pdf/PSG-Safe-Prescribing.pdf
https://www.cpsbc.ca/files/pdf/PSG-Safe-Prescribing.pdf
https://www.cpsbc.ca/files/pdf/PSG-Safe-Prescribing.pdf
https://www.cpsbc.ca/files/pdf/PSG-Safe-Prescribing.pdf
https://www.cpsbc.ca/files/pdf/PSG-Safe-Prescribing.pdf
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Until things change in the US, it is important 
to note what the law really says. 

■ There are no laws on the books today that require or justify forced 

tapering or abandoning current pain patients.  None that has been 

enacted at the Federal or State level. 

 

■ Any such practice – ironically – flies in the face of the CDC guideline 

for the treatment of current pain patients which sets no MME, and 

which requires a risk/benefit assessment. 

 

 

Ethics 

■ The AMA, in its Code of Medical Ethics, states that the physician-

patient relationship is “fundamentally a moral activity that arises from 

the imperative to care for patients and to alleviate suffering” and that 

physicians have an ethical duty to “place patients’ welfare above their 

own self-interest.”  

 

■ Like the CDC guidance on risk assessment, ethics suggest that a 

doctor should exercise sound medical judgment and individually weigh 

the risks and benefits of treatment for each patient. 
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Legal Requirements on the “Other 
side”: Patient Abandonment 

■ Abandoning a patient who needs ongoing care opens practitioners 
up for discipline by state medical boards and for malpractice claims.  

■ In many states, although a physician may adequately comply with 
the ethical and legal standards if he or she follows the requisite 
procedures including notice with sufficient time to find an alternative 
provider (often 30 days).  If a patient is at a critical point in his 
treatment or could be harmed by lack of access to a medication, 
compliance with the 30 day notice rule may not be sufficient under 
common law where a patient is unable to secure alternative care.  

 

Civil Rights Protections for Individuals 
with Disabilities 

 

■ Healthcare practitioners may not to discriminate on the basis of a 
patient’s disability, which includes pain if it “substantially limits a 
major life activity.” In most cases of moderate to severe chronic pain, 
this definition will be met. 

■ Health care practitioners are covered by title III of the Americans with 
Disabilities Act. 42 U.S.C. sec. 12181-9; 28 C.F.R. pt. 36 

■ Healthcare practitioners also may not discriminate based on a 
perceived disability, as when a person with pain is erroneously 
“regarded as” a person with Opioid Use Disorder or addiction when 
there is no clinical basis for that perception.  
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Civil Rights Protections for Individuals 
with Disabilities (cont.) 

■ The ADA does not purport to interfere with treatment decisions, and 

certainly does not guarantee a right to a specific treatment.   It also 

expressly provides a ”direct threat” defense:  a provider is not required 

to undertake an action that is a direct threat to the health and safety 

of herself or others.  

■ It is about providing equal access to medical services and not 

discriminating on the basis on a person’s medical condition. 

An Instructive Case from the last major 
epidemic: Bragdon v. Abbott, 524 U.S. 624 
(1998) 
 
■ The U.S. Supreme Court expressly addressed the question of whether 

a healthcare provider may refuse to treat an individual with a 
particular disability in the context of the HIV/AIDs epidemic. 

■ In that case, which I brought at the trial court level and worked on on 
appeal, the Court found that a dentist violated the ADA when he 
refused to treat an individual in his office after she disclosed that she 
was HIV-positive. 

■ It was not an outright refusal of treatment.  The dentist had been 
willing to treat the individual in a hospital setting.  

 

https://supreme.justia.com/cases/federal/us/524/624/
https://supreme.justia.com/cases/federal/us/524/624/


September 22, 2018 

13 

Bragdon v. Abbott (continued) 

■ The court found that the dentist’s offer of alternative treatment was a 

pretext for discrimination, and essentially self-protective. 

 

■ The direct threat defense did not apply because universal precautions 

mitigated risk to the provider; and the weight of medical evidence did 

not support the decision.  

How does all of this apply to the 
treatment of pain? 

■ Forced tapering that endangers a patient’s well being – 
treatment decisions that leave a patient worse off than where the 
physician began – may violate ethics and the law and leave 
providers open to exposure as well. 

 

■ Patient Abandonment may violate civil rights protections for 
individuals with disabilities. 

 

■ Providers are under terrible regulatory pressures but none of 
these requires either forced tapering or abandonment. 
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A Complex, Evolving Crisis 

■ The treatment of pain today is under pressure – as are both providers 
and their patients. 

 

■ None of this involves simple judgments – it is a complex, rapidly 
evolving environment and undoubtedly things will continue to emerge 
that challenge our thinking on the topic. 

 

■ Epidemics instill fear. Providers have a responsibility to separate the 
fear from the fact, and make evidence-based and individualized 
treatment decisions to advance the care of their patients. 
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SURGICAL TREATMENT  
OF  LBP 

“STATE OF THE UNION” 

DAVID A HANSCOM, M.D. 

ORTHOPEDIC SPINE SURGEON 

SWEDISH MEDICAL CENTER,  

SEATTLE, WA 

• What do we know? 

 

• What are we doing? 

 

• Where can we go? 



9/17/2018 

2 

CRITERIA FOR PATHO-ANATOMIC DIAGNOSIS 

• Clinical signs identifiable and reproducible between clinicians 

• Lab and imaging should be congruent 

• Tissue samples if available should fulfill specific histologic criteria 

• Criteria met <15% in LBP patients 
• Nachemson CORR, 1985 

DISABILITY 

• The longer an injured worker is off work the less chance there is of ever 
returning to work 

• RTW rate after one year  <20% 

• > two years it’s essentially ZERO 
• Waddell et al, 1980 
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“NORMALLY AGEING DISCS” 

• Disc degeneration, arthritis, bulges, 
herniations in asymptomatic 
patients 

• Ages 20-39 

• 35% 

• > 60 years 

• Almost 100% 
• Boden et al, Spine, 1990 
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DEPRESSED SOMATISIZERS 
 

• DRAM INDEX 

• Two scales—Depression and somatization 

• Depressed/Depressed or Depressed/Somatizers 

• 5X disability risk   

• Main, et al, Spine, 1991 

ABUSE 

 

• History of  Abuse—physical, sexual, emotional, neglect, or caregiver 

• If > 2 of 5 positive the surgical success around 15% at one year 

• Schofferman, et al, Spine, 1992 



9/17/2018 

5 

• Psychological factors are a better predictor of success in spine 
surgery for LBP than the anatomic lesion 

• Block et al, Spine, 2001 

• Spengler et al, JBJS, 1990 

• Trief et al, Spine, 2000 

WORKERS’ COMP PATIENTS DO POORLY 

• State of Washington—1986-1987  

• 388 patients had two year follow-up of fusions for LBP—9X that of the NE 

• Ability to end disability 16% and 32% at one and two years 

• 68% back or leg pain same or worse 

• Franklin, et al, Spine, 1994 
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CHRONIC PAIN PATIENTS 
“SENSITIZED” 

• 26 Asymptomatic volunteers underwent discography 

• 10 pain free, 10 chronic cervical pain, 6 primary somatization disorder 
 

• Positive Response 

• 10% of pain free 

• 40% chronic cervical pain 

• 83% of somatization disorder 
• Carragee et al, Spine, 2000 

CHRONIC PAIN CHANGES THE NERVOUS SYSTEM 

• Sensitization 
• Functional MRI Study 

• 3 groups—11 CLBP, 16 FM, 11 controls 

• Pressure stimulus to a finger - controls 

•   Lights up a specific part of the brain 

• Chronic pain 

•  Five separate areas 

• Giesecke et al, Arthritis and Rheum, 2004 



9/17/2018 

7 

LUMBAR SPINE PAIN 
 CHRONIC PAIN AND BRAIN FUNCTION 

Giesecke et al. Arthritis & Rheumatism, 2004 

REPEAT LBP SURGERY 

• Each revision surgery on the low back has 
approximately one half the chance of success as the 
prior surgery 

• Spengler et al, Spine, 1980 
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• Psychological factors are a better predictor of success than 
the anatomic lesion 

• Block et al, Spine, 2001 

• Spengler et al, JBJS, 1990 

• Trief et al, Spine, 2000 

SURGEONS HAVE A LIMITED CAPACITY TO 
ASSESS CHRONIC PAIN RISK 

• DRAM given to 125 orthopedic patients 

• 35 pts “distressed” 

• 54 pts “at risk” 

 

• Surgeons had only a 26% sensitivity in identifying distressed 
patients 

• Grevitt et al, European Spine Jrnl, 1998 



9/17/2018 

9 

IN THE “PERFECT” PATIENT RESULTS OF A 
FUSION ARE NOT PREDICTABLE 

• 78 Patients—62 followed up 

• 32 degenerative spondylolithesis 

• Successful surgery 72% 

• 30 discogenic pain—low pressure discography 

• Single level 

• Normal psycosocial profile 

• Successful surgery 27% 

• Carragee et al, 2006 

 

 

 
 • ”Pain generator” unclear 

• Disc degeneration is not the source 

• Chronic pain patients “sensitized” 

• Psychological issues a major consideration 

• Surgeons poor at predicting risk 
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• Fusion results unpredictable 

 

• Significant downside risk to a lumbar fusion or artificial disc 

• Transitional problems 
Disc displacement/ vascular injury 
Patient validation/ poor outcomes 

 

 

What are We Doing? 
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SURGEONS IGNORING RISK 
FACTORS 

• 10% of orthopedic and neurosurgeons using 
routine screening 

• Community more compliant than academic 

• Skolasky 2014 

Physicians not trained in chronic pain 

“Not my role” 
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SIMPLISTIC APPROACH 

• Must be a structural pain generator 

• Degenerated disc=Pain generator 

• MRI/ discography 

• If the pain generator is eliminated then the pain will disappear 

LABELING 

• Financial rewards 

• Lazy/ Malingerer 

• Drug Seeker 

• “I don’t operate on patients I don’t 
like” 
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PATIENTS AREN’T BEING GIVEN THE 
FULL STORY 

• The specific situation is not being assessed or 
explained  

• The downside of the surgery is not being fully 
explained—Junctional breakdown or implant failure 
with complex revision 
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SURGEON ACCOUNTABILITY 

• Outcomes not known to the patients or themselves 

 

• If a patient is doing poorly, often discharged from the 
surgeon’s care 
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Several hundred spine fellows trained annually 
Many trained to perform fusions for LBP 
Rapid increase 1997 with advent of cage 

200,000/year in 2000 
 NY Times 2007 

Projected to be 1 million by 2020 

LUMBAR FUSIONS - FRITZELL 

• Swedish study  

• Fusion vs conservative care 

• 294 pts randomized with > 2 years of CLBP 

 

• Surgery=222,  Non-op=72 

• Fritzell et al, Spine, 2001 
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FRITZELL RESULTS 

• Surgery-222 

• Disability decreased 25% 

• LBP decreased 33% 

• >Better—63% 

• Depression decreased 20% 

• Fritzell et al, Spine 2001  

• Non-Surgery-72 

• Disability decreased 6% 

• LBP decreased 7%  

• >Better—29% 

• Depression decreased 7% 

OBSERVATIONS OF FRITZELL’S STUDY 

• Conservative care not structured—wouldn’t expect improvement 

• Know that prognosis worsens with time without active 
intervention 

• Surgical results are poor 
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BROX STUDY 

• 64 patients with > 1 yr of LBP 

• Randomized to highly-structured rehab or lumbar 
fusion 

• Brox et al, Spine, 2003 

BROX RESULTS 

• Fusion   n=37 

 

• ODI -- 41 to 26 

• Overall success 

• 70%  

• Early complications 18% 

• Rehab   n=27 
 

• ODI – 42 to 30 

• Overall success 

• 76% 
 

 

• Brox et al, Spine, 2003 
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BROX STUDY OBSERVATIONS 

• The non-operative was structured 

• “not widely available” 

• Structured non-operative care is effective obviating the need for 
surgery 

• “Future studies should evaluate strategies toward implementation 
of cognitive intervention and exercise for CLBP” 

All the variables are not being factored into the surgical decision 
making process 
 Risk of chronic pain largely ignored 

Data not even collected 

Patients not fully informed of risks vs benefits 

 Individual surgical results not easily known 

Surgical outcomes erratic 

 

 



9/17/2018 

19 

10/9/2002 - 48 y/o male working as a 
professional diver in Mexico 

Struck directly on his low back by a 
steel beam 

 
 Diagnosis-- Lumbar contusion 

November 2002 to June 2003 he had the following:  
• Epidural injections X 2 

• Bilateral L4-5 and L5-S1 facet injections X3 

• Bilateral facet injections T9-10, T10-11,T11-12 X 2 

• Lumbar discography L2-3, L3-4, L4-5, L5-S1 

• Bilateral facet rhizotomies L3-S1 X2 

• Thoracic discography T9-L2 
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• December 2003 had an anterior/posterior fusion T3-S1 

• Fused in a position of lumbar flexion 

• Oct 2004 - diffuse back pain  

• High narcotic intake and inability to stand up 

• Feb 2005 had a PSO L2 and redo of fusion 

• Feb 2007  

• About 70% functional 

•  Low dose narcotics 
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ENOUGH ALREADY!! 

• 913 articles linking psychosocial issues and pain between 1967-1998 

• 37 - high quality 

• “The results are and have been consistent regarding the link between 
psychological distress and pain.” 

• Linton, Spine, 2000 
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Sometimes pain is a symptom 
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But sometimes it is not 
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What is Pain Management 

• Who needs it? 

 

• What are standard pain management treatment 
options? 

 
• Medication 

• Injections 

• Implanted devices 
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Be careful with alternative options 
• Manipulative treatments 

(chiropractic care) are 
more expensive and not 
more helpful 

• Cherkin DC, et al. A review of the evidence for the 
effectiveness, safety, and cost of acupuncture, massage 
therapy, and spinal manipulation for back pain. Annals of 
Internal Medicine 2003; 138:898-906. 

• Bed rest, supportive 
corsets, braces- no longer 
advocated 

• Bulletin of the World Health Organization 2003; 81; 671-676 

• Cost more money and do 
not progress the injury 
worker to MMI 
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Monitor progress 
• Is the patient improving with therapy progression? 

• Look at FUNCTIONAL measures, not simply a 
subjective pain scale 

• Is the pain rating reliable? 
• Not meant to be used as a single ‘point in time’  
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What should be our goal 
for pain management? 

Prevent cases from becoming chronic 

 

Diagnose early, treat aggressively and quickly 

 

Watch out of “traps” – unnecessary narcotics, 
stimulators 
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‘Treatment’ has become too 
focused on medication 
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Is everybody on them? 

2012-  

World- 6.7 billion people 

United States- 301 million  

4% 

United States 

80% world opioid use 

 

OPIOIDS 
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But I’m only taking it for a month! 
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Early prescription IS dangerous! 
• Exceeding 450mg MEA (approximately 4 Percocet per day) 

in 8443 claimants examined- controlled for covarieties 
• Disabled 69 days longer 

• Risk for surgery was 3 times greater 

• Risk of receiving late opioids was 6 times greater 

• Increase in mean disability duration, mean medical costs, risk of surgery 
and late opioid use increased monotonically with increasing MEA 

• Webster, et al. Relationship Between Early Opioid Prescribing for 
Acute Occupational Low Back Pain and Disability Duration, Medical 
Costs, Subsequent Surgery and Late Opioid Use. Spine September 
2007. 32 (19): 2127-2132. 
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Damage can be done early! 
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Much easier to intervene early 
 

•Start 
questioning the 
need for 
narcotics 
IMMEDIATELY after 
the first visit! 
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Harder to intervene in 
chronic cases 

But you can still have good results! 
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Patient XX 
• Presented with the following formulary 

• Nucynta 100mg BID 

• Kadian 50mg BID 

• Opana 10mg QID 

• Restoril 30mg QD 
• Effexor XR 75mg TID 
• Phenergan 25mg QD 
• Klonopin 1mg QHS 
• Tizanidine 4mg QID 
• Visual Analog Score Level of Pain- 8/10 
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Patient XX- 3 months later 

• Fentanyl patch 50mcg Q3 days 

• Velafaxine XR 75mg TID 
• Tizanidine 4mg QID 
• Temazepam 30mg QD 
• Visual Analog Score Level of Pain- 5/10! 

• Narcotic dose is less than 1/3 of the starting dose! 
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How much is being prescribed? 
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Direct overdose correlation 
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Perspective 
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There has been a 
response 

Georgia Composite Medical Board Code of Conduct 
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Tool to assist with determining 
abuse 
• GPDMP 

• Georgia 

• Prescription 

• Drug 

• Monitoring 

• Program 

• https://gdna.georgia.go
v/georgia-prescription-
drug-monitoring-
program 

 

 

https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
https://gdna.georgia.gov/georgia-prescription-drug-monitoring-program
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What is the impact on WC? 

 

• Increased medical costs 

 

• Increased indemnity benefits costs 

 

• Increased costs for replacement workers 

 

 

 
 

404-574-1533      
WC@thephysicians.com 

There has been a national 
response as well 

CDC Guidelines placed in effect March 2016 
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CDC Guidelines 

• 2016 CDC Guideline for Prescribing Opioids for Chronic Pain 
• Effectiveness 

• CDC conclusion- body of evidence is rated as insufficient 

• Harms 

• Higher doses are associated with higher risk 

• 1-19 MME/day relative ratios below 

• 20-49 MME/day hazard ratio for overdose- 1.44 

• 50-99 MME/day hazard ratio for overdose- 3.73 

• >99 MME/day hazard ratio for overdose- 8.87 

 
 

404-574-1533      
WC@thephysicians.com 

How to taper 

• Outpatient 
• ~10% reduction per week 

• Works with motivated patients 

• Inpatient/Residential 
• mEq >200-250 

• Chronic cases 
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Use these tools! 

• Ensure appropriate dosing is occurring 

• Ensure that the patient is being properly 
monitored! 

• Quantitative Urine drug tests 

• Genetic testing can also be of benefit 

• PBM Review 

 
 

404-574-1533      
WC@thephysicians.com 

Thank you! 

Keith Raziano, M.D. 

Kraziano@ThePhysicians.com  

 
 
 
 
 
 
 

404-574-1533      
WC@thephysicians.com      

ThePhysicians.com  
 

Sandy Springs  ●  Marietta  ●  Rome  ●  Calhoun 
 

mailto:Kraziano@ThePhysicians.com
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SOLVING CHRONIC PAIN 
  

A SELF-DIRECTED STRUCTURED APPROACH 
 

David Hanscom, MD 
Orthopedic Spine Surgeon 

Swedish Medical Center, Seattle, WA 

PURPOSE 

By understanding the neurological basis of 
chronic pain, it’s a solvable problem 
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Objectives 

■ Review the neurological basis of chronic pain 

– Mental > Physical 

■ Principles behind the solutions 

■ Present a systematic approach 

 

“Junction 

Box” 
 

Nervous System 

Sound Neutral 
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“Junction 

Box” 
 

Nervous System 

Sound Neutral 

Oxytocin  

Dopamine 

GABA receptors 

Adrenaline 

Cortisol 

Endorphins 
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Suffer 
Mask 
Suppress 
 
 

Victim 
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All Fired Up  

■ Migraine headaches 

■ Tinnitus 

■ Burning sensations 

■ Anxiety/ panic attacks 

■ Insomnia 

■ Severe depression 

■ PTSD 

■ Chronic tendonitis 

■ Obsessive thought patterns 

■ Irritable Bowel Syndrome 

■ OCD 

■ Acid Reflux 

■ Back/neck/ chest pain 

■ Migratory skin rashes 

■ Itching scalp 

■ Tension Headaches 

■ Heart pounding/ 

palpitations 

■ Eating Disorders 

■ Spastic bladder/ interstitial 

nephritis 

Unresolved Pain Shifts in the Brain 
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“……… imbedded memory that 
becomes linked with more and more 
life experiences and the memory 
can’t be erased.”  

Mystery of Phantom Limb 

Pain 



September 22, 2018 

7 



September 22, 2018 

8 

Solution Principles 

■ Must incorporate: 
– Neuroscience research 

– Established medical best practices 

 

■ Mental > physical pain 
– Creates sustained physiological changes 

■ Multiple physical symptoms 

– Relentless anxiety 

■ Drives psychological diagnoses 
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Neuroplasticity 

De-adrenalize 

Awareness 

Address all 
variables 

Patient 
takes 

charge 
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Awareness 

Address all 
variables 

Patient 
takes 

charge 
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Variables 

 

■ Understanding Pain 
■ Sleep 
■ Stress 
■ Meds 
■ Life Outlook 
■ Physical conditioning 
 

Four Stages 

■ Laying the Foundation 

■ Forgiveness and Play 

■ Moving forward 

■ Expanding your Consciousness 
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dnhanscom@gmail.com 

www.backincontrol.com 

Stage 1 
 

■ Education 

■ Expressive Writing 

■ Active Meditation/ mindfulness 

■ Sleep 

■ Not Discussing Pain 
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SUMMARY 

Must address 

■ That chronic pain is a neurological disorder 

– It’s complex 

■ Patients are unique 

■ Patient’s role – self-directed 
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Disease in man is never exactly the same as disease in an 
experimental animal, for in man the disease at once affects 
and is affected by what we call the emotional life.  Thus 
the physician who attempts to take care of the patient while 
he neglects this factor is as unscientific as the investigator 
who neglects to control all of the conditions that affect his 
or her experiment.  

 
 

One of the essential qualities of the 
clinician is interest in humanity, for 
the secret of care is in caring for the 
patient.  
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CARING FOR PAIN IN THE 
CATASTROPHICALLY ILL: 

TRAUMA AND CHRONIC PAIN,  
AN EXPERIENCE 

ERIK SHAW, DO 

MEDICAL DIRECTOR, SHEPHERD SPINE & PAIN INSTITUTE 

SEPTEMBER 22, 2018 

SOUTHERN PAIN SOCIETY 

OVERVIEW 

• WHAT WE SEE 

• WHEN WE GET CALLED 

• OUTPATIENT 

• ASPECTS OF CARE 

• SCI INJURY: A PRAGMATIC APPROACH 

• OTHER CATASTROPHES, STRANGE CASES, SOLUTIONS 
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SHEPHERD CENTER 

• LONG-TERM ACUTE CARE (LTAC) FACILITY 

• SPINAL CORD INJURY 

• ACQUIRED BRAIN INJURY 

• MULTI-TRAUMA 

• FRACTURES, AMPUTATIONS 

• INFECTIOUS AMPUTATION – 4 LIMB 

• SKIN 

• PLASTIC SURGERY FLAPS FOR SKIN ULCERS IN CHRONIC POPULATION 

SHEPHERD SPINE & PAIN INSTITUTE 

• PRIMARILY OUTPATIENT TREATMENT 

• INPATIENT CONSULTATION 

• COMMUNITY AS WELL AS SHEPHERD PATIENTS TREATED 

• 12 YEARS EXPERIENCE 

• IN HOUSE PSYCHOLOGY AND PHYSICAL THERAPY WITHIN THE PAIN CENTER 

• BALANCED, MULTIMODAL TREATMENT INCLUDING MEDICATION MANAGEMENT, AND PHYSICAL 

THERAPY, SPINAL CORD STIMULATION, PERIPHERAL NERVE STIMULATION, TYPICAL INJECTIONS 

AS WELL AS PSYCHOLOGICAL CARE 
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WHAT WE SEE 

• TYPICAL THINGS 

• ARTHRITIS, LOW BACK PAIN, NEUROPATHY, FAILED NECK & BACK, RADICULOPATHY 

• ATYPICAL THINGS 

• CRPS, SPINAL CORD INJURY, PERIPHERAL NERVE ENTRAPMENT 

• INPATIENT 

• POST-STROKE PAIN, NEUROPATHIC JOINT, PRIMARILY SHOULDER (I.E. SHOULDER HAND SYNDROME) 

• NEUROPATHIC PAIN AND SCI AND BRAIN INJURY 

• HIGH-DOSE OPIATES FROM ACUTE CARE HOSPITALS 

WHEN WE GET CALLED: INPATIENT 

• PATIENT IS HAVING DIFFICULTY TOLERATING THERAPY, WEANING OFF OPIATES 

• MODERATE TO HIGH DOSE OPIATES ARE CORRELATED WITH POOR OUTCOMES IN SPINAL CORD 

INJURY REHABILITATION INCLUDING POOR FUNCTIONAL GAINS, INCREASE RISK FOR PRESSURE 

ULCERS, AS WELL AS POOR ADJUSTMENT TO COMMUNITY LIFE 

• PROCEDURAL HELP 

• NERVE INJECTIONS, JOINT INJECTIONS, BACLOFEN BOLUS TRIALS IN CHALLENGING ANATOMICAL 

SITUATIONS 

 

KRAUSE, J ET AL.  EXPLORATORY STUDY OF PRESSURE ULCERS AFTER SPINAL CORD INJURY:RELATIONSHIP TO 

PROTECTIVE BEHAVIORS AND RISK FACTORS.  Archives of PM&R, JAN 2001; 82(1): 107-113.  
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PRIMARY PROCEDURES FOR INPATIENT 

• TRIGGER POINT INJECTIONS 

• SHOULDER AND JOINT INJECTIONS 

• SUPRASCAPULAR NERVE BLOCK, PULSED RADIOFREQUENCY WHEN APPROPRIATE 

• PRIMARY SHOULDER PAIN OR SHOULDER HAND SYNDROME 

• STROKE, BRAIN INJURY OR TETRAPLEGIA 

• SPHENOPALATINE GANGLION BLOCK 

• HEADACHES OF VARIOUS ETIOLOGIES 

• BACLOFEN BOLUS TRIAL 

• PATIENTS WITH STENOSIS, ANKYLOSING SPONDYLITIS OR PREVIOUS SURGERY 

• THIS CAN BE DONE WHEN IT IS CLEAR THAT SPASTICITY IS INTERFERING WITH RECOVERY, HYGIENE WILL 

BE A LONG-TERM NEED FOR THE PATIENT DESPITE THE FACT THAT IT IS EARLY IN THE COURSE OF THEIR 

INJURY 

OUTPATIENT CARE 

• MULTIMODAL PAIN CARE 

• BEST PRACTICES 

• PSYCHOLOGICAL CARE 

• PHYSICAL THERAPY 

• IN-HOUSE OR CLOSE TO THE PATIENT 

• MEDICATION MANAGEMENT 

• LIMITING DOSES OF OPIATES 

• USING ATYPICAL MEDICATIONS 

• INTRATHECAL MEDICATIONS 

• MICRO DOSING 
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INPATIENT TREATMENT 

SUPRASCAPULAR NERVE 

• DERIVED FROM UPPER TRUNK OF BRACHIAL PLEXUS 

• C5,6 

• MIXED NERVE, SENSORY AND MOTOR FIBERS 

• SENSORY BRANCHES TO BOTH THE GLENOHUMERAL AND ACROMIOCLAVICULAR JOINTS.  

• INNERVATES SUPRASPINATUS AND INFRASPINATUS MM 

• CAN BE ENTRAPPED AT SUPRASCAPULAR NOTCH OR SPINOGLENOID NOTCH 

• BLOCKADE FOR PAIN 
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SUPRASCAPULAR NERVE BLOCK 

• FOR ACUTE OR CHRONIC PAIN RELATED TO 

• PARALYSIS 

• STROKE, ABI, SCI, BRACHIAL PLEXOPATHY 

• BOTH SCI (PARA) AND PLEXOPATHY CALLED … 

• ARTHRITIS 

• AFTER REPLACEMENT 

• EASY TO BLOCK 

• ANATOMIC PALPATION 

• FLUOROSCOPICALLY GUIDED 

• ULTRASOUND 

• LIDOCAINE./ROPIVACAINE (STEROID MAYBE) 

Shanahan, E et al. Suprascapular nerve block (using bupivacaine and methylprednisolone acetate) in chronic 

shoulder pain, Ann Rheum Dis, 2003 May; 62(5): 400–406.  

SHOULDER HAND SYNDROME 

• SYMPATHETIC SYNDROME AFTER PARALYSIS 

• STROKE 

• BRACHIAL PLEXUS INJURY 

• TETRAPLEGIA 

• THOUGHT TO BE RELATED TO GLENOHUMERAL SUBLUXATION 

• MANAGEMENT 

• PT 

• TAPING 

• MULTIDISCIPLINARY 

• BLOCKS 

• NEUROMODULATION 

• NOT GREAT EVIDENCE FOR TYPICAL TREATMENT FOR CRPS 

 
Pertoldi et al. Shoulder-hand syndrome after stroke. A complex regional pain syndrome.  Eura Medicophys. 2005 Dec;41(4):283-92 

Johnson, E et al.  Management of Shoulder-hand Syndrome.  JAMA, January 10,1966; 195(2):108-10. 

https://www.ncbi.nlm.nih.gov/pubmed/16474282
https://www.ncbi.nlm.nih.gov/pubmed/16474282
https://www.ncbi.nlm.nih.gov/pubmed/16474282
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PHYSIOLOGY OF SHS/CRPS 

• EXAGGERATED INFLAMMATORY RESPONSE 

• CHEMICAL MEDIATION WITHIN THE SPINAL CORD WITH 

HYPEREXCITABILITY 

• PERIPHERAL SENSITIZATION 

• C FIBER DISCHARGE CENTRALIZATION THROUGH THE 

MEDULLA 

• SYMPATHETIC OR NON-SYMPATHETIC MEDIATED 

• BUDAPEST CRITERIA FOR CLINICAL DIAGNOSIS 

Dubuis, E et al.  Longstanding complex regional pain syndrome is associated with activating autoantibodies against 

alpha-1a adrenoceptors. Pain, November 2014, 155(11):2408-2417. 
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PULSED RF 

• NON DESTRUCTIVE LESIONING 

• PLACEMENT CRITICAL FOR 

HAVING INTENDED EFFECT 

• 42 C, 120 SEC, HZ AND PW 

VARY 

 

 

• Liliang, PC et al. Pulsed radiofrequency lesioning of the suprascapular nerve for chronic shoulder pain: a 

preliminary report.  Pain Medicine, 2009 Jan; 10(1): 70-5. 

• Gofeld, M et al. Pulsed Radiofrequency of Suprascapular Nerve for Chronic Shoulder Pain: A Randomized 

Double‐Blind Active Placebo‐Controlled Study, Pain Practice, February 2013; 13(2): 96-103. 

 

 

PERIPHERAL NERVE 
STIMULATION 

• SPRINT (SPR THERAPEUTICS) 

 

 

 

 

 

• STIMROUTER (BIONESS) 
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FACIAL PAIN AND POST BRAIN INJURY HEADACHE 

• COMMON 

• CRANIECTOMY/CRANIOPLASTY 

• LOW LEVEL CAN’T PARTICULARLY COMMUNICATE WHAT THE ISSUE IS 

• MEDICAITONS 

• GABAPENTIN, LYRICA, TCAS, TRILEPTAL AND TERGRETOL, KEPPRA 

• SPHENOPALATINE GANGLION BLOCK!! 

SPHENOPALATINE 
GANGLION  

“BRAIN FREEZE 
BUTTON” 
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PTERYGOPALATINE GANGLION/SPHENOPALATINE 
GANGLION 

SPG BACKGROUND: 

 THE SPHENOPALATINE  GANGLION (SPG) 

 LOCATED IN THE CRANIAL SECTION OF THE AUTONOMIC NERVOUS SYSTEM  

 UNIQUE CHARACTERISTICS FAVORABLE FOR THE TREATMENT OF MANY PAINFUL SYNDROMES 

INVOLVING THE FACE AND HEAD. 

 LOCATED NEAR IMPORTANT NEUROANATOMIC STRUCTURES FOR PAIN PERCEPTION.  

 MAY BE INVOLVED IN PERSISTENT IDIOPATHIC FACIAL PAIN (PIFP) AND UNILATERAL HEADACHES. 

 A FEW MOTOR NERVES ACCOMPANY THE SPG SENSORY TRUNKS. 
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IRRITATION OF THE SPG MOTOR ROOT: 

• PRODUCES  FACE AND NECK NEURALGIAS 

•  FACIAL AND OCCIPITAL AND CERVICAL NERVES 

• ACCOUNTS FOR DISTURBANCES IN THE EYE AND MANDIBLE 

• CONNECTIONS WITH THE CILIARY AND OTIC 

• GANGLIONS AND A VARIETY OF VISCERAL SYMPTOMS 

• VAGUS NERVE 

• CAUSES  REFLEX OTALGIA BY ITS CONNECTION  

• TYMPANIC PLEXUS 

 

GENERAL SPG FACTOIDS: 

 SPG  

 RELAY STATION FOR PARASYMPATHETIC FIBERS FROM THE PONS 

 VASODIALTOR FOR CEREBRAL BLOOD FLOW TO PREVENT ISCHEMIA (I.E. MIGRAINE) 

 POSTGANGLIONIC PARASYMPATHETIC FOR VESSELS OF THE BRAIN 

 SPG’S COMMUNICATES WITH  

 SUPERIOR CERVICAL GANGLION (SCG) (THROUGH THE INTERNAL CAROTID PLEXUS)  

 INTRACRANIAL PORTION OF THE INTERNAL CAROTID ARTERY (THROUGH ITS FIBERS FROM SPG) 

 SPG’S SUPERFICIAL LOCATION IN THE PHARYNX MAY EXPLAIN ITS SENSITIVITY TO ODORS, CHEMICALS, AND AIR 

PARTICLES.  

 INTRAOCULAR PRESSURE BALANCE AND CEREBRAL VASODILATATION ASSOCIATED WITH VASCULAR ORIGINATED 

HEADACHES. 

 IMPORTANT ROLE FOR CEREBROVASCULAR AUTONOMIC PHYSIOLOGY, IN PATHOPHYSIOLOGY OF CLUSTER AND 

MIGRAINE HEADACHES, AND IN CONDITIONS OF STROKE AND CEREBRAL VASOSPASM. 

 

Piagkou, M. et al. The Pterygopalatine Ganglion and its Role in Various Pain Syndromes: From Anatomy to Clinical 

Practice.  Pain Practice. 2012 November;12(8): 673. 
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ANATOMY OF THE SPG: 

 THE SPHENOPALATINE GANGLION (SPG) IS THE LARGEST GROUP OF NEURONS 

OUTSIDE OF THE CRANIAL CAVITY.  

 IT IS THE ONLY GANGLION IN THE BODY THAT IS EXPOSED UNDER MUCOSAL SURFACE 

 IT LIES IN THE SPHENOPALATINE FOSSA, WHICH IS APPROXIMATELY 1 CM WIDE AND 2 

CM IN HEIGHT.  

 THE SPHENOPALATINE FOSSA IS BORDERED MEDIALLY BY THE PERPENDICULAR PLATE OF 

THE PALATINE BONE, SUPERIORLY BY THE SPHENOID SINUS AND MAXILLARY NERVE (MN), 

LATERALLY IT COMMUNICATES WITH THE INFRATEMPORAL FOSSA , AND ANTERIORLY BY 

THE POSTERIOR WALL OF THE MAXILLARY SINUS AND MIDDLE TURBINATE, POSTERIORLY 

BY THE MEDIAL PLATE OF THE PTERYGOID PROCESS,. 

 

 



September 22, 2018 

13 

SPG AND CEREBRAL BLOOD FLOW 

 THE SPG IS THE SOURCE OF PARASYMPATHETIC INNERVATION TO MOST OF THE ANTERIOR PART OF 

THE CEREBRAL VASCULATURE 

 STIMULATION OF THE GANGLION ELECTRICALLY (BLOCKING SYMPATHETIC ACTIONS, PROMOTING 

PARASYMPATHETIC ACTIONS) INDUCED VASODILATION OF THE IPSILATERAL, INTRADURAL ARTERIES 

OF THE ANTERIOR CIRCLE OF WILLIS (EXTRADURAL ARTERIES DILATE AS WELL). 

 UP TO A 30-40% INCREASE IN ANTERIOR CEREBRAL FLOW. 

 UP TO 30% INCREASE IN RETINAL ARTERY BLOOD FLOW. 

 MILD TO MODERATE CEREBRAL VASOSPAMS RESULTING FROM SAH CAN BE REVERSED BY SPG 

MODULATION. 

Bleier, B. et al.  Endoscopic anatomy of the postganglionic pterygopalatine innervation of the 

posteriolateral nasal mucosa.  International forum of allergy and rhinology.  1(2) May/June 2011; pp: 

113-117. 

INDICATIONS FOR SPGB: 

 DIAGNOSTIC AND THERAPEUTIC HEAD AND NECK BLOCKS CAN ASSIST WITH THE DIAGNOSIS AND 

MANAGEMENT OF MANY CHRONIC PAIN CONDITIONS (PAIN OF MUSCULOSKELETAL, VASCULAR, AND 

NEUROGENIC ORIGIN). 

 CURRENTLY WIDELY ACCEPTED INDICATIONS FOR THE SPGB INCLUDE:  

 SPHENOPALATINE NEURALGIA (SPN) 

 TRIGEMINAL NEURALGIA (TGN) 

 ATYPICAL FACIAL PAIN 

 ACUTE AND CHRONIC MIGRAINE 

 ACUTE AND CHRONIC CLUSTER  HEADACHE 

 POST-TRAUMATIC HEADACHES 

 HERPES ZOSTER INVOLVING THE OPHTHALMIC NERVE 

 OTHER  ATYPICAL FACIAL NEURALGIAS 
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THE INTRANASAL APPROACH 

 THE INTRANASAL APPLICATION OF TOPICAL ANESTHETIC IS THE SIMPLEST AND MOST TOLERABLE TECHNIQUE.  

 LIDOCAINE IS PLACED ON THE NASOPHARYNGEAL MUCOSA POSTERIOR TO THE MIDDLE TURBINATE, USING A COTTON-TIPPED 

APPLICATOR.  

 TOPICAL ANESTHETIC DIFFUSION TO THE SPG IS UNPREDICTABLE, AND THE SPGB IS NOT DURABLE.  

 ANATOMIC ABNORMALITIES CAN MAKE IT DIFFICULT AND DANGEROUS 

 FACIAL FRACTURES AND DEVIATED SEPTUM 

 SEVERAL MODIFICATIONS OF THE TRADITIONAL INTRANASAL TECHNIQUE HAVE BEEN DESCRIBED.  

 INTRATRACHEAL CANNULA 

 CONTROL THE MEDICATION AMOUNT REACHING THE POSTERIOR NASOPHARYNX AS WELL AS PROVIDE BETTER NEEDLE GUIDANCE. 

 THE INCREASED DANGER TO THE NASAL MUCOSA DURING NEEDLE INSERTION LED TO THE DEVELOPMENT OF THE TRANSNASAL 

ENDOSCOPIC TECHNIQUE, WHERE THE NEEDLE IS INSERTED UNDER DIRECT VISION, USING RIGID SINUSCOPE.  

 FELISATI ET AL. DESCRIBED AN ENDOSCOPIC SPGB TECHNIQUE THAT APPROACHES THE PPF VIA THE LATERAL NASAL WALL. 

 FIRST LINE DUE TO SAFETY  

INTRANASAL APPROACH 

 THE INTRANASAL TOPICAL APPLICATION OF LOCAL ANESTHETIC IS RELATIVELY EASY TO PERFORM.  

 6-INCH HOLLOW-SHAFT COTTON TIP APPLICATOR IN THE ANESTHETIC SOLUTION (LIDOCAINE 2% JELLY AND LIQUID 0.75% 

ROPIVACAINE OR 0.5% BUPIVICAINE). 

 PATIENT IN SLIGHT TRENDELENBURG POSITION WITH CHIN LIFT 

 INSERT THE APPLICATOR THROUGH THE ONE NARE TOWARD TRAGUS  

 THE ARCH CORRESPONDS TO THE LEVEL OF THE MIDDLE TURBINATE. ADVANCE SLOWLY, PUSHING THE APPLICATOR LATERALLY 

TOWARDS THE BACK OF THE NASAL PHARYNX, THEN INJECT 2-3CC OF ANESTHETIC MIXTURE INTO THE Q-TIP SHAFT SLOWLY. 

 LEAVE THE APPLICATORS IN FOR APPROXIMATELY  15-25 MIN.  YOU MAY REPEAT THE LOCAL ANESTHETIC SOLUTION 5-10 MINUTES 

INTO THE PROCEDURE. 

 DUE TO THE CONNECTIONS WITH THE LACRIMAL GLAND, BLOCKADE OF THE SPG WILL RESULT IN IPSILATERAL TEARING DUE TO 

UNOPPOSED PARASYMPATHETIC ACTIVITY. 

 IF THE BLOCK IS EFFECTIVE, IT CAN BE REPEATED AS NEEDED. 
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OSTEOPATHIC TREATMENT 

Jacq, O. et al. Upper airway stabilization by osteopathic manipulation of the sphenopalatine ganglion versus 

sham manipulation in OSAS patients: a proof-of-concept, randomized, crossover, double-blind, controlled study. 

BMC Complementary and Alternative Medicine, 2017 (17) p.546. 
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SPASTICITY 

“ a motor disorder characterized by a velocity-dependent increase in 

tonic stretch reflexes (muscle tone) with exaggerated tendon jerks,  

resulting from hyperexcitability of the stretch reflex, as one  

component of the upper motor neuron syndrome.” 

    

     - J.W. Lance, 1980 

 

- i.e., the increase in muscle response to phasic stretch, in a velocity- 

dependent manner 

- at the bedside, the two ways of assessing spasticity by phasic stretch 

are passive mobilization at different speeds and tendon taps. 

UPPER MOTOR NEURON SYNDROME (UMN) 

• POSITIVE SYMPTOMS  
• Spasticity  

• increased muscle tone 

• exaggerated tendon jerks 

• repetitive stretch reflex discharges; clonus  

• released flexor reflexes  

• Babinski response                                 

• NEGATIVE SYMPTOMS  
• Loss of finger dexterity 

• Weakness 

• Loss of selective control of muscles and limb segments 

• fatigue  
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SPASTIC CONDITIONS 

• Congenital 
• cerebral palsy 

• Some genetic 

• Acquired 
• Stroke 

• multiple sclerosis 

• traumatic brain injury 

• spinal cord injury 

• Anoxia 

• neurodegenerative 

SPASTICITY 

• SYMPTOMS 

• CLONUS 

• INCREASED DTR 

• DECQ SUGGESTED MODIFIED DEFINITION 

• SYMPTOM OF UMN WITH EXAGGERATED STRETCH REFLEX SECONDARY TO HYPEREXCITABILITY OF 

SPINAL REFLEXES 

• INTRINISIC TONIC SPASTICITY 

• INTRINSIC PHASIC SPASTICTY – INCREASED DTR AND CLONUS 

• EXTRINSIC SPASTICITY – INCREASED FLEXOR/EXTENSOR TONE 

 Adams, MM et al.  Spasticity. Spinal Cord, 2005(43):577-586. 
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MECHANISM OF 
SPASTICITY 

• - EXACT MECHANISM IN HUMANS IS NOT 

CLEAR 

• - POSSIBLE FACTORS INCLUDE: 

1. ALPHA MOTONEURON HYPEREXCITABILITY 

• - IMBALANCE IN SUPRASPINAL EXCITATORY VS. 

INHIBITORY INPUTS TO THE  ALPHA MN 

• 2. FUSIMOTOR HYPERACTIVITY 

• - HYPERACTIVITY OF GAMMA MN CAN LEAD 

TO INCREASE SENSITIVITY OF MUSCLE SPINDLE TO 

STRETCH 

• - LIKELY NOT ENOUGH TO SOLELY EXPLAIN THE 

CLINICAL PICTURE 

SPASTICITY 

• IN SCI 

• AFFECTS 65-78% AFTER FIRST YEAR 

• DECREASES QOL AND ADLS 

• PAIN AND FATIGUE 

• DISTURBS SLEEP 

CONTRACTURES 

• PRESSURE ULCERS 

• FLAPS, PROLONGED BEDREST, OSTEOMYELITIS AND DEATH 
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MANAGEMENT OF 
SPASTICITY 

• STRETCHING, EXERCISE, SPLINTING, POSITIONING 

• MEDICATION 

• BACLOFEN – GABA B PRE/POST SYNAPTIC, BLOCKS 

CA, REDUCAES ALPHA MOTOR ACTIVITY 

• DIAZEPAM – GABA A POST SYNTAPTIC CL CHANNELS 

CAUSING HYPERPOLARIZATION 

• TIZANIDINE – ALPHA 1 ANTAGNOSIT (MILD BP EFFECT) 

• DANTROLENE (SARCOMERE) – LIVER ENZYMES NEED 

TO BE CHECKED REGUALRLY 

• BOTULINUM TOXIN 

• IT PUMP 

Group 1a/2 sensory fib 

Group 1 b sensory 

neuron 

Inhibitory interneuron 

Alpha motor neuron 

Renshaw cell 

SPASTICITY MEASUREMENT 

• MODIFIED ASHWORTH SCALE 

• 0-4 

• MEASURES RESISTANCE TO PASSIVE MOVEMENT, NOT VELOCITY OF MOVEMENT 

• USED REGULARLY IN CLINICAL PRACTICE 

• MODIFIED TARDIEU SCALE 

• TAKES INTO ACCOUNT LOW, MEDIUM, HIGH VELOCITY AND ANGLE OF SNAP  

• NOT VALIDATED, THOUGH SEEMS MORE ACCURATE 

• KING’S HYPERTONICITY SCALE 

• 4 ASSESSMENTS, TOTAL SCORE 4-20, 1-5 PER AREA 

• PRESENCE OF INCREASED TONE 

• ACTIVE RANGE OF MOTION 

• ALTERNATING MOVEMENTS 

• RESISTANCE TO PASSIVE MOVEMENT 

 

Thibaut, A. et al. Spasticity after stroke: Physiology, assessment and treatment, Brain Inj, 2013; 

27(10): 1093–1105, 
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BOTOX FOR SPASTICITY 

• PRODUCT OF CLOSTRIDIUM BOTULINUM 

• MULTIPLE SUBTYPES IDENTIFIED 

• BOTOX (A) 

• EFFECTS WITHIN 3-7 DAYS, PEAK WITHIN 2-4 WEEKS 

• FOR FOCAL UPPER AN DLOWER EXTREMITY SPASTICITY 

• DOES IMPROVE FUNCTION 

 

 

INTRATHECAL BACLOFEN 

• INTRATHECAL BOLUS TRIAL 

• 25-100 MCG 

• 1-2 HOURS TO SEE MAXIMAL RESPONSE 

• MEDTRONIC IS ONLY PUMP CURRENTLY APPROVED FOR BACLOFEN 

• SEVERAL PHARMA COMPANIES MAKE DRUG 

Al-Shaar, H. et al. Intrathecal baclofen therapy for spasticity: A compliance-based study to 

indicate effectiveness. Surgical Neurology Intrernational. 2016; 7(Suppl 19): S539–S541. 
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MORE INTRATHECAL THERAPY 

• PACC GUIDELINES 2012, 2016 

• MORPHINE 

• PRIMARY AFFERENTS PRESYNAPTICALLY AND WITHIN DORSAL HORN 

• INHIBITS RELEASE OF SUBSTANCE P AND CGRP 

• ZICONOTIDE 

• BLOCKS N-TYPE CALCIUM CHANNELS PRESYNAPTICALLY 

• BUPIVICAINE 

• AMIDE LOCAL ANESTHETIC, BLOCKS MEMBRANE PERMEABILITY TO SODIUM 

• OFF LABEL FOR CHRONIC PAIN 

• CLONIDINE 

• FENTANYL, OTHERS 

 

 

 

 

IT PHILOSOPHY 

• GENERALLY START WITH ZICONOTIDE 

• LAYER IN OPIOID, CLONIDINE, BUPIVICAINE AS NEEDED 

• TRIAL 

• BOLUS 

• IF PATIENT HAS PUMP, MAY ADD ZICONOTIDE TO BACLOFEN 

• OR OTHER OPIOID IF ZICONOTIDE NOT INDICATED 
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LITHIUM 

• CHRONIC NEUROPATHIC PAIN IN SCI 

• 6-12 WEEK DOSING 

• DOSE RANGE GOAL 0.6 – 1.2 MMOL 

• MEASURE EVERY 2-3 WEEKS OF TREATMENT 

• ADJUST DOSE BASED ON BLOOD LEVEL 

• STUDIED IN ASIA A-C 

• STIMULATES PROLIFERATION (ACTIVATION OF PHOSPHOINSOSITOL-3-KINASE, AKT-1, LOW K INDUCED PHOSPHATASE, YADA 

• MESENCHYMAL STEM CELLS 

• HEMATOPOIETIC STEM CELLS 

• EMBRYONIC STEM CELLS 

• ENHANCES SURVIVAL OF NEURAL STEM CELLS 

• NO CHANGE IN MOTOR, SENSORY, FUNCTIONAL OR SPECIFICITY SCORES 

• SIDE EFFECTS INCLUDE GASTROINTESTINAL DISCOMFORT, DIARRHEA, TREMOR, POLYURIA, MATERNAL URINATION 

Yang, ML et al.  Efficacy and safety of lithium carbonate treatment of chronic spinal cord injuries: a double-

blind, randomized, placebo-controlled clinical trial. Spinal Cord, 2012, 50: pp141-146.beautiful ladies and 

CONVENTIONAL PAIN TREATMENTS 

• PSYCHOLOGY  

• BIOPSYCHOSOCIAL MODEL FOR PAIN APPLIES TO SCI ALSO 

• COGNITIVE REFRAMING 

• BIOFEEDBACK 

• COPING STRATEGIES 

• IMPROVE OVERALL QOL 

• THIS MODEL IS APPROPRIATE FOR ANY TYPE OF CHRONIC PAIN 

Perry, K et al.  Comparison of a Pain Management Program with Usual care in a pain management center for 

people with spinal cord injury-related chronic pain.  Clinical Journal of Pain.  2010 March/April 26(3): pp.206-

216. 
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• Discuss the origins and the current state of the opioid 
epidemic  

• Review addiction terminology 
• Discuss the short and long-term risks of opioid therapy 
• Discuss guidelines on responsible prescribing based on the 

2016 CDC opioid guidelines 
• Briefly review multidisciplinary strategies to manage 

chronic pain 
• Apply above topics in the context of case discussions 
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• Substance abuse affects millions of individuals in the 
United States and is the #1 leading public health problem 

• Chronic pain is also a major health problem impacting over 
100 million adults, more than heart disease, diabetes, and 
cancer combined 

• More than 115 people per day die in the U.S. from opioid 
overdose (42,249 deaths in 2016) – CDC annual surveillance report 
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Americans are 4.6% of world’s 
population:  
 
Use 80% of global opioid supply 
 

Photo Credit: Christopher Serra Illustration 

• Genetic factors (up to 50% predisposition) 
• Exposure (prolonged exposure increases risk) 
• Disease model: a disease of the brain  
• Social model: “People being torn from the 

close ties to family, culture, and traditional 
spirituality” (Bruce Alexander’s controversial 
Rat Park experiments) 

 
 



September 22, 2018 

8 

A patient presents for routine colonoscopy. Review of his medical 
record reveals that he has used extended-release morphine for 
several years to manage chronic low back pain. Based on this 
information alone, what is the approximate likelihood that this 
patient has an opioid addiction? 

A. <1% 
B. 8-12% 
C. 21-29% 
D. 40-60% 

 

A patient presents for routine colonoscopy. Review of his medical 
record reveals that he has used extended-release morphine for 
several years to manage chronic low back pain. Based on this 
information alone, what is the approximate likelihood that this 
patient has an opioid addiction? 

A. <1% 
B. 8-12% 
C. 21-29% 
D. 40-60% 
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Answer: B 
• About 1 in 10 (8-12%) chronic pain patients meet criteria for 

addiction (opioid use disorder).  
• 21-29% of chronic pain patients have a recent history of opioid 

misuse.   
• Opioid misuse is a use that is contrary to that suggested 
• Opioid abuse is the intentional use of an opioid for nonmedical 

purposes, for the euphoric effects or to “get high”.  

Answer: B 
• Opioid addiction (opioid use disorder), according to the American Society 

of Addiction Medicine, is “a primary, chronic and relapsing brain disease 
characterized by an individual pathologically pursuing reward and/or 
relief by substance use.”  

• Physical dependence upon an opioid is a physiological consequence of 
chronic use and is not necessarily indicative of behavioral patterns of 
misuse, abuse, or addiction.   

• The DSM-5 utilizes terminology focused upon “substance use disorders”, 
rather than addiction, and divides these into categories based upon 
severity: mild, moderate, and severe.  
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“This guideline is intended to improve 
communication between providers and patients 
about the risks and benefits of opioid therapy for 
chronic pain, improve the safety and effectiveness of 
pain treatment, and reduce the risks associated with 
long-term opioid therapy.”  
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“This guideline provides recommendations for the prescribing of 
opioid pain medication by primary care clinicians for chronic pain in 
outpatient settings outside of active cancer treatment, palliative 
care, and end-of-life care.” 
 
Excludes palliative care. “Palliative care is defined as care that 
provides relief from pain and other symptoms, supports quality of 
life, and is focused on patients with severe advanced illness.” 
 
 

• Opioids are not first-line or 
routine therapy for chronic 
pain 

• Establish and measure goals 
for pain and function 

• Discuss benefits and risks and 
availability of nonopioid 
therapies with patients 
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• Nonpharmacologic therapy and nonopioid 
pharmacologic therapy are preferred for chronic 
pain 

• Clinicians should consider opioid therapy ONLY IF 
expected functional benefits outweigh risks 

• Opioids, if used, should be combined with 
multidisciplinary strategies to address pain 

 

• If starting opioid therapy, immediate-release 
opioids should be used instead of long-
acting/extended-release formulations 

• Use the lowest effective dosage 
• Carefully reassess risks at doses > 50 MME/day 
• Avoid doses above >90 MME/day without careful 

justification of these doses 
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• When treating acute pain, use lowest dose and 
duration possible 

• Three days will often be sufficient 
• More than 7 days of opioid treatment will rarely 

be needed 

• Review state prescription drug monitoring 
program (PDMP) data regularly 

• Utilize urine drug testing at least annually 
• Avoid concurrent benzodiazepine and opioid 

prescriptions 
• Offer to arrange treatment for opioid use disorder 

if discovered 
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TN Together: A comprehensive plan  
to end the opioid crisis in Tennessee 

• At least 3 people die each day in Tennessee from an opioid-related drug 
overdose 

• Each year, more opioid prescriptions are written than there are people 
living in Tennessee, with more than 1 million prescriptions left over 

• 317,647 Tennesseans were estimated to use heroin and/or misuse opioid 
pain relievers in 2016 

• If you think of opioid-related overdose deaths in terms of airline crashes, 
Tennessee experienced the equivalent of eight fatal 737 crashes in 2016  

www.tntogether.com 
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Dr. Jones has traveled from Georgia to Tennessee for a family reunion. While there, his Aunt Sally is 

complaining of severe jaw pain. It is evident that she has an abscessed tooth. It is Saturday and she is 

hesitant to go to the ER, opting instead to tough it out over the weekend and see her regular dentist first 

thing Monday morning. She asks her nephew, Dr. Jones, for a 2 day prescription of hydrocodone to get her 

through the weekend. What is the most appropriate course of action? 

 

A. Prescribe Hydrocodone 10/325 mg q4h for 3 days (#18) to stay compliant with TN Together 

B. Prescribe Gabapentin 300 mg q4h to avoid exposing Aunt Sally to opioids 

C. Prescribe Tramadol 50 mg q4h because tramadol is a mild opioid and has less risk for 

addiction 

D. Do not write a prescription      

 

Dr. Jones has traveled from Georgia to Tennessee for a family reunion. While there, his Aunt Sally is 

complaining of severe jaw pain. It is evident that she has an abscessed tooth. It is Saturday and she is 

hesitant to go to the ER, opting instead to tough it out over the weekend and see her regular dentist first 

thing Monday morning. She asks her nephew, Dr. Jones, for a 2 day prescription of hydrocodone to get her 

through the weekend. What is the most appropriate course of action? 

 

A. Prescribe Hydrocodone 10/325 mg q4h for 3 days (#18) to stay compliant with TN Together 

B. Prescribe Gabapentin 300 mg q4h to avoid opioids 

C. Prescribe Tramadol 50 mg q4h because tramadol is a mild opioid and has less risk for 

addiction 

D. Do not write a prescription      
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Answer: 

D. Do not write a prescription   

 

 

NEVER write a prescription for a controlled substance for yourself, a friend, or a family 

member. A prescription should only be written for an established patient with medical 

documentation that he or she has been properly evaluated in clinic and that 

appropriate measures have been taken in light of state and federal laws and prescribing 

guidelines.     

Data Synthesis: No study of opioid therapy versus no opioid therapy evaluated long-
term (>1year) outcomes related to pain, function, quality of life, opioid abuse, or 
addiction. Good- and fair-quality observational studies suggest that opioid therapy for 
chronic pain is associated with increased risk for overdose, opioid abuse, fractures, 
myocardial infarction, and markers of sexual dysfunction, although there are few studies 
for each of these outcomes; for some harms, higher doses are associated with increased 
risk. Evidence on the effectiveness and harms of different opioid dosing and risk 
mitigation strategies is limited.  
 
Conclusion: Evidence is insufficient to determine the effectiveness of long-term opioid 
therapy for improving chronic pain and function. Evidence supports a dose-dependent 
risk for serious harms.  

The Effectiveness and Risks of Long-Term Opioid Therapy for Chronic Pain: A 
Systematic Review for a National Institutes of Health Pathways to Prevention 
Workshop. Annals of Internal Medicine 2015.  
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POTENTIAL HARMS 
• Addiction and abuse 
• Overdose 
• Fractures 
• Cardiovascular events 
• Endocrine changes 
• Motor vehicle accidents  

Annals of Internal Medicine. “The Effectiveness and Risks of Long-Term opioid Therapy for Chronic pain”, 17 Feb 2015. 

Surgery Interventions 
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1. Acetaminophen 
2. NSAIDs 
3. Corticosteroids 
4. Anti-depressants 
5. Anti-epileptics / Anti-neuropathics 
6. Muscle Relaxers 
7. Opioids 
8. Partial and Mixed Opioids 
9. Opioid antagonists 
 

Myofascial Release Aquatherapy 

Traction 
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• Discuss the origins and the current state of the opioid 
epidemic  

• Review addiction terminology 
• Discuss the short and long-term risks of opioid therapy 
• Discuss guidelines on responsible prescribing based on the 

2016 CDC opioid guidelines 
• Briefly review multidisciplinary strategies to manage 

chronic pain 
• Apply above topics in the context of case discussions 



Hemp, Hemp, Hurray!
Could Medical Hemp be a 

Solution to the Opioid Crisis?

James Taylor MD



Opioid Crisis
l Medical Cannabis Use Is Associated With Decreased Opiate Medication Use in a 

Retrospective Cross-Sectional Survey of Patients With Chronic Pain, The Journal of Pain 
2016, 64% reduction in opioid medications

www.jpain.org/article/S1526-5900(16)00567-8/fulltext?cc=y=

l Association between medical cannabis and prescription opioid use in chronic pain 
patients: A preliminary cohort study,  47% reduction in daily opioid dosage

http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0187795

l Medical Cannabis Laws and Opioid Analgesic Overdose Mortality in United States, 1999-
2010, Journal of Internal Medicine, 24.8%  reduction opioid related mortality

https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1898878

http://www.jpain.org/article/S1526-5900(16)00567-8/fulltext?cc=y
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0187795
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1898878


Legality
l Medical providers are protected to discuss and recommend CBD or Cannabus to 

their patients. A decision by the Ninth Circuit of Appeals upheld Freedom of 
Speech that Medical Providers have when discussing any therapy that might be 
of benefit to a patient even if that substance or activity is considered illegal. This 
is where a distinction is made between a recommendation and writing a 
prescription. Even in states that have Medical marijuana, physicians make 
recommendations for patients to use marijuana. They do not write 
prescriptions.

https://www.justice.gov/osg/brief/walters-v-conant-petition



Observations
l Improved Sleep

l Reduced Anxiety

l Sense of Wellbeing

l Improved Pain Control



Quality Products
l A new study published late 2017 in JAMA found that nearly 70 percent of all 

cannabidiol (CBD) products sold online are either over or under labeled, 
causing potential serious harm to its consumers.

http://www.safeaccessnow.org/medical_marijuana_study_70_percent_of_cb
d_products_inaccurately_labelled



Urine Drug Screens
l Immunoassay/Point of Care cups- Positive

l LCMS- mass spectrometry- Negative



Dosing of CBD
l Yoga/Mindfulness

l Self Assessments



Medical and the opioid crisis
l Reduces Anxiety

l Improves Sleep

l Provides Hope

l Decreases Cravings

l Reduces Pain

l New Neural Development

l Medication Reduction



Medical Program
l Start taking CBD yourself

l Get Educated

l Provide your patients resources to get information.

l Make products available to your patients in the convenience of your
practice.



Achieving	  Multidisciplinary	  Pain	  Rehabilitation	  Through	  Intensive	  Outpatient	  Treatment	  

	  

David	  Gavel,	  PhD1,	  Nathan	  Ross,	  MS1,2,	  Taylor	  Bolton,	  MS1,2,	  Geralyn	  Datz	  PhD1,2	  	  

1Southern	  Behavioral	  Medicine	  Associates	  PLLC;	  2University	  of	  Southern	  Mississippi,	  Department	  of	  Psychology	  

	  

	  

Objective	  

In	  the	  wake	  of	  the	  opioid	  epidemic,	  the	  treatment	  of	  chronic	  pain	  patients	  with	  a	  primarily	  biomedical	  

(pharmaceutical	  and	  surgical)	  approach	  has	  been	  strongly	  questioned.	  The	  CDC	  Guidelines,	  medical	  treatment	  

guidelines,	  and	  national	  insurance	  guidelines	  advocate	  to	  including	  non-‐pharmacological	  and	  self-‐management	  

based	  approaches	  for	  chronic	  pain	  recovery.	  In	  personal	  injury,	  opioid	  and	  other	  medication-‐based	  approaches	  

can	  often	  become	  the	  mainstay	  of	  pain	  treatment,	  due	  to	  multiple	  systems	  based	  issues.	  	  Unfortunately	  

medication	  based	  approaches	  do	  little	  to	  teach	  the	  patient	  with	  injury	  how	  to	  adapt	  and	  overcome	  the	  all	  

encompassing	  nature	  of	  injury,	  chronic	  pain	  and	  the	  physical	  and	  emotional	  sequelae	  that	  follow.	  

Interdisciplinary	  chronic	  pain	  treatment	  (functional	  restoration),	  offers	  an	  alternative	  to	  traditional	  chronic	  

pain	  treatment.	  	  

	  

Methods	  

Interdisciplinary	  chronic	  pain	  treatment	  as	  summarized	  by	  several	  large	  scale	  studies,	  has	  a	  robust	  literature	  

supporting	  its	  efficacy	  on	  return	  to	  work	  (55%	  to	  90%),	  and	  often	  dramatic	  improvements	  in	  physical	  and	  

psychological	  function.	  The	  vital	  components	  of	  this	  treatment	  approach	  include	  intensive	  daily	  treatment	  with	  

skilled	  professionals,	  and	  evidence	  based	  of	  provision	  of	  physical	  therapy	  and	  cognitive	  behavioral	  therapy	  for	  

chronic	  pain.	  We	  will	  discuss	  the	  use	  of	  interdisciplinary	  pain	  rehabilitation	  in	  the	  treatment	  of	  pain	  patients	  in	  

general.	  Pilot	  data	  from	  one	  facility	  in	  Mississippi	  will	  be	  presented,	  where	  the	  incorporation	  of	  wearable	  

technology	  is	  added	  to	  the	  treatment	  protocol	  and	  outcome	  assessments.	  	  

	  



Results	  

The	  treatment-‐	  and	  cost-‐effectiveness	  of	  interdisciplinary	  pain	  management	  programs	  have	  been	  well	  

documented	  in	  the	  scientific	  literature.	  Interdisciplinary	  treatment	  has	  comparable	  benefit	  to	  successful	  spinal	  

fusion.	  Chou	  and	  colleagues	  (2009)	  rated	  the	  use	  of	  interdisciplinary	  treatment	  for	  low	  back	  pain	  as	  a	  “strong”	  

recommendation	  associated	  with	  a	  “high”	  quality	  of	  evidence.	  Using	  Paired	  samples	  t-‐tests,	  results	  from	  this	  

clinic’s1	  functional	  restoration	  program	  indicated	  significant	  results	  on	  nine	  (9)	  independent	  measures	  of	  

physical	  function	  (p	  <.01)	  and	  significant	  results	  on	  six	  (6)	  independent	  psychological	  variables	  (p	  <.05).	  

Statistically	  significant	  program	  outcomes	  demonstrated	  patients	  have	  significant	  decreases	  in	  catastrophizing,	  

depression,	  and	  anxiety,	  as	  well	  as	  dramatic	  increases	  to	  physical	  activity	  after	  a	  coordinated	  20-‐day	  

intervention.	  Pain	  interference	  in	  daily	  activity	  was	  also	  significantly	  decreased	  during	  the	  program	  while	  pain	  

intensity	  remained	  stable,	  which	  is	  in	  keeping	  with	  the	  literature	  in	  this	  field.	  With	  these	  strong	  endorsements	  

in	  mind,	  coupled	  with	  the	  fact	  that	  there	  has	  been	  considerable	  additional	  clinical	  research	  in	  recent	  years,	  

that	  has	  overwhelmingly	  supported	  the	  validity	  of	  this	  approach,	  it	  is	  worth	  evaluating	  the	  current	  state	  of	  

interdisciplinary	  chronic	  pain	  management	  in	  greater	  detail.	  	  

Conclusion	  	  

Interdisciplinary	  pain	  treatment	  /	  functional	  restoration	  has	  a	  strong	  outcome	  literature	  and	  as	  well	  cost	  

savings.	  However	  these	  programs	  are	  infrequently	  utilized,	  and	  poorly	  understood	  by	  providers	  and	  carriers.	  

Better	  dissemination	  of	  information	  related	  to	  these	  programs,	  both	  within	  healthcare	  settings	  as	  well	  as	  

within	  insurance/	  claims	  guidelines,	  will	  assist	  in	  providing	  a	  higher	  quality	  of	  care	  from	  patients	  who	  suffer	  

with	  the	  debilitating	  effects	  of	  chronic	  pain.	  In	  addition,	  functional	  restoration	  has	  the	  strongest	  association	  

with	  return	  to	  work	  of	  any	  pain	  treatment	  modality.	  	  

Keywords:	  Interdisciplinary,	  chronic	  pain,	  functional	  restoration,	  cognitive	  behavioral	  therapy	  



Intranasal Naloxone Kits in UAB Emergency Department 
James Weisberg, PhD , aye J Wilson, PhD MSN RN CPHQ, Trisha Shockley, RN and 

Spencer Kuper, MD 
  

Abstract 
Among the social and medical diseases of the twentieth century, Substance Use 
Disorders (SUDs) rank as one of the most devastating and costly illnesses. In the United 
States, 52,404 individuals died of drug overdose in 2015.  Of those drug overdoses, 63% 
involved opiates (CDC, 2017).  Opioid Use Disorders (OUD) are a major problem in the 
state of Alabama.  Alabama is one of the top prescribing states (NCHS, 2015). According 
to the Centers for Disease Control and Prevention,  a total of 736 people in Alabama died 
in 2015 from drug overdose including overdoses from both illicit opioids such as heroin 
and prescription narcotics such as hydrocodone (Rudd, et al., 2016).  A Kaiser Family 
Foundation review of CDC data reveal that of Alabama’s 736 reported drug overdose 
deaths (38%) were caused by opioids.  The purpose of this project was to create a 
process to distribute Intranasal Naloxone Kits to patients, family members and/or 
friends who presented to the UAB Emergency Department with a risk of opiate 
overdose. Prior to implementing this process, patients at risk of opioid overdose were 
discharged from the UAB Emergency Department without naloxone kits. Between May 
1, 2018 when this project was implemented and June 30, 2018, 25 intranasal naloxone 
kits were distributed at no charge to patients at risk of opioid overdose.  Future goals 
include: a) Identify an effective method to identify all patients with a history of OUD 
during triage in the UAB Emergency Departments b) Increase distribution of intranasal 
naloxone kits to 100% of those identified at risk of opioid overdose c) Increase 
availability of intranasal naloxone kits to UAB Highlands, other UAB affiliated Hospitals 
and UAB Clinics/Outpatient Services and d) Provide resources for education and 
treatment of opioid use disorders. 
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PTSD and pain in veterans: The mediating role of anxiety sensitivity 
 

Amanda M. Rainesa,b, Chelsea R. Ennisb, Jessica L. Waltona,b,c, Karen D. Slatonb,c, Joseph O. Vigilb,d, & C. Laurel 
Franklina,b,c 

 
aSouth Central Mental Illness Research, Education, and Clinical Center, 2400 Canal St., New Orleans, LA 70119 

 
bSoutheast Louisiana Veterans Health Care System, 2400 Canal St., New Orleans, LA 70119 

 
cDepartment of Psychiatry and Behavioral Sciences, Tulane University School of Medicine, 1430 Tulane Ave., New 

Orleans, LA 70112 
 

dDepartment of Clinical Rehabilitation and Counseling, Louisiana State University, 411 S Prieur St., New Orleans, 
LA 70112 

 
Objective: Research exploring the mutual maintenance of chronic pain and posttraumatic stress disorder (PTSD) is 
lacking despite high rates of comorbidity among trauma survivors (Beck & Clapp, 2011). One factor that is 
hypothesized to account for this co-occurrence is anxiety sensitivity (AS; Sharp & Harvey, 2001). AS is a well-
established individual difference variable reflecting the tendency to fear bodily sensations associated with arousal 
(Taylor et al., 2007). Previous research demonstrates that AS is elevated among patients with co-occurring PTSD 
and chronic pain (Asmundson et al., 2002; Jakupcak et al., 2006). However, no research has examined the mediating 
role of this cognitive construct in the association between pain and PTSD symptom severity. 
 
Methods: The sample consisted of 116 veterans (Mage = 41.03; 94% male) presenting for psychological services to 
an outpatient PTSD clinic at a Veterans Affairs hospital. As part of their intake evaluation, veterans completed a 
diagnostic assessment and brief battery of self-report questionnaires to assist with diagnostic clarification and 
treatment planning.  
 
Results: Findings revealed a significant association between self-reported pain (as measured using a 0-10 Likert-
type scale) and PTSD symptom severity (as measured by PTSD Checklist for DSM-5), even after accounting for 
overall levels of depression (as measured by the Patient Health Questionnaire; B = .95, p = .04). In addition, AS (as 
measured by Anxiety Sensitivity Index-3) mediated this association (95% CI [.03, .69]). 
 
Conclusion: Patients with co-occurring PTSD and chronic pain experience more severe symptoms than that of 
patients with either disorder alone (Otis et al., 2010). Given the malleable nature of AS (Keough & Schmidt, 2012; 
Schmidt, et al., 2014), future research should examine whether targeting this cognitive construct reduces perceived 
pain and PTSD symptoms, particularly among veteran samples.   
 
Summary: AS mediated the relationship between chronic pain and PTSD symptom severity using an outpatient 
sample of veterans.  
 
Key words: posttraumatic stress disorder, pain, anxiety sensitivity 



Examining the Effects of a Comprehensive Pain Rehabilitation Program among Veterans 

Joseph O. Vigila,b, Karen D. Slatona,c, Amanda M. Rainesa,d, & C. Laurel Franklina,c,d 
aSoutheast Louisiana Veterans Health Care System, 2400 Canal St., New Orleans, LA 70119 

 
bDepartment of Clinical Rehabilitation and Counseling, Louisiana State University, 411 S Prieur St., New Orleans, 

LA 70112 
 

cDepartment of Psychiatry and Behavioral Sciences, Tulane University School of Medicine, 1430 Tulane Ave., New 
Orleans, LA 70112 

 
dSouth Central Mental Illness Research, Education, and Clinical Center, 2400 Canal St., New Orleans, LA 70119 

 
Objective: Chronic pain is a highly prevalent and costly complaint contributing to increased rates of morbidity, 
mortality, and disability. Stricter adherence to a biomedical model (via pharmacological and/or surgical treatments) 
versus a biopsychosocial model has proven less effective for some patients, thus highlighting the need for alternative 
methods. Fortunately, such methods are evolving, most recently to include integrated heath approaches, allowing for 
additional opportunities to treat chronic pain.  

Methods: The current study sought to determine the effects of a four-week, 12-session, 36-hour comprehensive pain 
rehabilitation program delivered to 12 veterans (Mage = 63.58; 92% male) seeking care within a large southeastern 
Veteran’s Affairs (VA) hospital. As part of standard of care, veterans completed self-report assessments of overall 
pain, associated pain cognitions, depression, and anxiety pre- and post-treatment.  

Results: Paired samples t-tests were conducted to evaluate the impact of the intervention on pain and co-occurring 
symptoms. Results revealed a meaningful decrease from pre- to post-treatment in overall pain, t (11) = 2.06, p = .06 
(two-tailed) and a statistically significant decrease in pain cognitions, t (10) = 2.32, p = .04 (two-tailed). Further, 
results reveled statistically significant decreases from pre- to post-treatment in overall levels of anxiety, t (11) = 
2.42, p = .03 (two-tailed) and depression, t (11) = 2.81, p = .02 (two-tailed). 

Conclusion: Findings support a biopsychosocial model of pain, as well as interdisciplinary approaches to the 
treatment of chronic pain. Given the general lack of safe and effective options available to pain patients, more 
research is needed to demonstrate the effectiveness such interventions.  

Summary: Participation in a comprehensive pain rehabilitation program lead to reductions in pain and co-occurring 
symptoms among Veterans.  
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Objective 
To highlight the presentation and outcome of a patient who developed Complex Regional Pain Syndrome (CRPS) 
following ECMO. 
 
Methods 
Review of Emory Pain Clinic medical records following patient consent.  
 
Results 
 
A previously healthy 33-year-old male suffered a witnessed cardiac arrest.  At an outside hospital he underwent 
emergent angioplasty targeting 100% proximal and 80% distal LAD stenoses followed by intra-aortic balloon pump 
placement.  He was transferred to Emory University Hospital and initiated on ECMO for cardiogenic shock.  On 
POD 1, he developed left lower extremity ischemia requiring cannulation to the left posterior tibial artery for distal 
limb perfusion.  He was eventually transferred to an LTAC after a prolonged and complicated ICU course.  Two 
months after discharge he presented to our pain clinic with symptoms of left lower extremity constant burning pain 
(NRS 2-9/10) in the left foot and ankle persisting after hospitalization.  He was diagnosed with CRPS Type 1 based 
on Budapest criteria: objective findings comprised vasomotor (red/cool limb), sudomotor (swelling), sensory 
(hyperalgesia to pinprick on plantar surface) and motor (decreased ankle dorsiflexion and weakness of left great toe 
extension).  Vascular evaluation was negative.  He was managed conservatively with Gabapentin 900 mg QID, 
tramadol 50 mg BID, Nortriptyline 10 mg qhs, and a compounded lidocaine cream. He also completed 4 months of 
desensitization physical therapy.  Due to anticoagulation for secondary prophylaxis, lumbar sympathetic blockade 
was deferred.  His symptoms gradually improved including decreased swelling, improved range of motion and 
decreased pain flares over 2 years of treatment. 
 
Conclusion 
 
There is a paucity of literature on CRPS following ischemic injury in ECMO patients.  Symptoms and progression 
of disease can be mitigated with early recognition and appropriate initiation of aggressive pharmacologic and 
physical therapy.  
 
 
Keywords: Complex Regional Pain Syndrome Type 1, Extracorporeal Membrane Oxygenation (ECMO), Ischemic 
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Objective: To obtain preliminary data on the safety, feasibility, and utility of intranasal ketamine for the treatment 
of uncontrolled cancer pain. 
 
Methods: This is an IRB/IND approved, prospective clinical trial to investigate the use of NAS ketamine in patients 
with uncontrolled pain related to cancer or cancer treatment. Informed consent was obtained prior to all study 
procedures. Adult patients with uncontrolled pain related to cancer or cancer treatment were included in the 
study. 7 patients have been enrolled so far, and 2 have completed the study. Patients received escalating doses of 
ketamine over four visits: 10mg NAS at visit 1, 10mg IV at visit 2, 30mg NAS at visit 3, and 50mg NAS at visit 4. Pain 
was measured at set timepoints before and after drug administration for up to 4 hours using the Numerical Pain 
Rating Scale (NPRS). The Side Effects Rating Scale for Dissociative Anesthetics (SERSDA) was used to measure 
common side effects. 

Results: Pain scores are displayed in Figure 1. Both subjects experienced the largest decrease in their pain with the 
10mg IV dose. The most common side effects included nausea/vomiting and a feeling of unreality. All side effects 
resolved by the end of each study visit. No severe adverse events occurred. 

Conclusion: Further study is required to elucidate its safety of NAS ketamine with long term use for promising 
treatment for uncontrolled cancer related pain. 

Key Words: cancer pain, ketamine, intranasal, clinical trial 

Summary: Intranasal (NAS) ketamine has been shown to be effective in controlling breakthrough chronic pain1. We 
conducted a prospective clinical trial on the use of NAS ketamine in patients with uncontrolled cancer pain. The 
first 2 subjects experienced sustained pain relief up to 240min. There were no serious or lasting adverse events. 
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