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Objectives

• Define pain including distinction of acute versus 
chronic pain syndromes

• Discuss use of pain assessment tools in opioid naive 
patients and opioid experienced patients

• Describe a multi-modal pain treatment approach
• Review pros/cons for available non-opioid treatment 

options for pain
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How do we 
treat pain?
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• Some believe there is no place for 
opioids.

• Some believe patients have a right to 
have their pain controlled.



Many Choices
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• Where does one start to treat Pain?

• Here CR suggests that they have the 
“NEWEST, SAFEST, and Most Effective 
treatments”  



Acute Pain
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• Acute pain is a type of pain that 
typically lasts less than 3 to 6 
months, or pain that is directly 
related to soft tissue damage such 
as a sprained ankle or a paper cut. 
Acute pain is of short duration but 
it gradually resolves as the injured 
tissues heal. Acute pain is distinct 
from chronic pain and is relatively 
more sharp and severe.

• Veritas Health version.2019.02.046-
2019.02.008



Centers for Disease Control and Prevention (CDC) and 
other professional and governmental organizations 
recommend that short-acting opioids in the LOWEST 
EFFECTIVE DOSE for the SHORTEST TIME-FRAME 
(</= 3 days) rather than long-acting or extended-release 
opioids, should be used exclusively for treatment of 
acute pain in opioid naïve patients. Immediate release 
opioids reach peak effect within 45 to 60 minutes, 
compared with three to four hours for controlled release 
(ie, slow release or prolonged release) opioids. 

Acute Pain: Moderate to Severe degree 
Opioid therapy may be appropriate
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Acute Pain
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• Commonly Prescribed:

• Oxycodone 5 mg,

• hydrocodone 5 mg, 

• codeine 30 mg, 

• tramadol 50 mg

• Pharmacogenetics

• Best to avoid the use of codeine 
because of interpatient variability in 
metabolism to morphine, and related  
adverse events and unreliable 
analgesia. 



Acute 
Pain
BMJ.com
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Chronic Pain
• What is Pain?
 “An unpleasant sensory and emotional experience associated with actual 

or potential tissue damage, or described in terms of such damage.” (IASP, 
2018)

 Chronic is longer than 3 months (or longer than 6 months).

• Incidence of Chronic Pain: It is all in the Taxonomy
 2011:  100 million, 43% (IOM, 2011)
 2015: “Nearly 50 million American adults have significant chronic pain or 

severe pain.” (NIH, 2015) 
 2015: 25.3 million, 11.3% (Nahin, 2015)
 2018: Diabetes 9.5% (CDC, 2018)

• “Nonetheless, regardless of the exact number of people living with 
chronic pain in the United States, it clearly affects the lives of 
millions of Americans.” (NAS, 2017) 
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Chronic Pain
• Chronic Pain Patients - Frequently marginalized (Peppin, 

2009)

• Suicidal Ideation/self-directed violence increased with 
forced opioid discontinuation of (Demidenki, 2017)

• Public Misconceptions
 “Although there were many negative aspects to using opioids daily, 

the positive effects outweighed the negative ... most of the negative 
aspects were socioculturally induced rather than caused by the 
drug itself.” (Brooks, 2015)
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Multi-Modal Pain Treatment
MEDICATION:

• Muscle Relaxants
• Anticonvulsants
• NSAIDs: oral, Topical
• Analgesic-Acetaminophen, opioids
• Vitamin: Vit-D3, B-complex.
• Supplements: Turmeric, alpha lipoic acid
• Antidepressants: Duloxetine, Venlafaxine 

Mental Health: CBT

Mindfulness/Meditation

Exercise: PT, Tai Chi, Yoga, Home Exercise Program

Heat/Ice, TENS, Prosthetics

Acupuncture, Chiropractic

Surgical Intervention, Interventional pain Injections, SCS 13



CDC Authors Warn: The Opioid Prescribing Guidelines Are 
Misinterpreted
Authors of the CDC guidelines say some state laws may be 
going to far
By Karen Lee Richards • ProHealth.com • May 31, 2019

• Opioid Prescribing in the United States Before and After the Centers for 
Disease Control and Prevention's 2016 Opioid Guideline  Amy S.B. Bohnert, PhD, 
MHS; Gery P. Guy Jr., PhD, MPH; Jan L. Losby, PhD, MSW 

• Conclusion:  Several opioid prescribing practices were decreasing before the CDC 
guideline, but the time of its release was associated with a greater decline. 

Guidelines may be effective in changing prescribing practices.

>>Laws in Tennessee were being past by 2013 and reduced so-called ‘Pain Clinics’ by one 
third in the same year.  (Many of which were Pill Mills).

>>Providers, third party payors, etc all needed REGULAR reminders (even to date) that 
the TN Opioid Guidelines and CDC Guidelines were intended for  Primary Care Providers.
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Under-treated Pain
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Attorney Letter: seeking continued care.
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Treat the Whole Patient:
Psychologic and Physiologic

• Both genetic and environmental variables contribute to the initiation of AND use of 
addictive agents and to the transition from use to addiction. Addictions are moderately to 
highly heritable. Family, adoption, and twin studies reveal that an individual’s risk tends 
to be proportional to the degree of genetic relationship to an addicted relative. 

Clin Pharmacol Ther. 2009 Apr; 85(4): 359–361. doi: 10.1038/clpt.2009.6

What are we treating:

Physiologic objective pain or Psychologic pain? (mood: subjective pain/low sense of wellbeing; 
Anxiety: neuroticism, PTSD?)

IS THERE A TEST OR A QUIZ TO HELP DETERMINE THAT? TO AVOID PRESCRIBING 
FOR THIS PERSON. 17



Screening Tools SAMHSA (substance abuse and mental 
health services administration)

Despite the high prevalence of mental health and 
substance use problems, too many Americans go 
without treatment — in part because their disorders go 
undiagnosed. Regular screenings in primary care and 
other healthcare settings enables earlier identification 
of mental health and substance use disorders, which 
translates into earlier care. Screenings should be 
provided to people of all ages, even the young and the 
elderly.

• Sample Screening Forms 
• Depression Screening Tools 
• Drug & Alcohol Use Screening Tools 
• Bipolar Disorder Screening Tools 
• Suicide Risk Screening Tools 
• Anxiety Disorders Screening Tools
• Trauma Screening Tools 

SAMHSA.GOV
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PharmacoGenetics
Hepatic CYP2D6 enzyme metabolizes a quarter of all 
prescribed drugs, including codeine. CYP2D6 converts 
codeine in to its active metabolite, morphine, which 
provides its analgesic effect. However, pain relief may 
be inadequate in individuals who carry two inactive 
copies of CYP2D6 (“poor metabolizers”), because of 
reduced morphine levels.

In contrast, individuals who carry more than two 
normal function copies of the CYP2D6 gene (“ultrarapid
metabolizers”) are able to metabolize codeine to 
morphine more rapidly and more completely. As a 
result, even with normal doses of codeine, these 
individuals may experience the symptoms of morphine 
overdose.

Crews K.R., Gaedigk A., Dunnenberger H.M., Leeder J.S., et al. Clinical 
Pharmacogenetics Implementation Consortium guidelines for cytochrome P450 2D6 
genotype and codeine therapy: 2014 update. Clin Pharmacol Ther. 2014;95(4):376–
82. 19
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TENNESSEE CLINICAL PRACTICE 
GUIDELINES FOR OUTPATIENT MANAGEMENT OF 
CHRONIC NON-MALIGNANT PAIN 2019

• The purpose of these guidelines is to define appropriate treatment of chronic 
pain, a common and often serious condition. We want to foster timely and 
appropriate treatment for pain, which improves both the ability to function and 
quality of life. These guidelines are intended to be used to support clinicians in 
their treatment of patients with chronic pain with particular reference to the 
prescribing of opioid medications. We want to avoid addiction and adverse 
outcomes. Optimal treatment of chronic pain, defined as pain lasting longer than 
90 days, is an interdisciplinary process that includes many interventions which 
do not always involve opioid pain medications.

• The method used to formulate these guidelines included a review of national 
expert panel recommendations and state practice guidelines, multiple listening 
sessions with clinicians in Tennessee, oversight by a multidisciplinary steering 
committee and recommendations from an advisory committee with strong 
representation by clinicians with specialty training in pain medicine. Draft 
clinical guidelines were also circulated to a broader group of professional 
associations within Tennessee, including but not limited to mental health and 
substance abuse and workers’ compensation programs.
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Michigan's top doctor accused of overprescribing opioids; he 
says he's innocent
Georgea Kovanis, Detroit Free PressPublished 9:47 a.m. ET May 31, 2019 

• •Failed on "several instances" to obtain or review reports from the Michigan 
Automated Prescription System, which monitors prescriptions dispensed to 
patients. Since June 1, 2018, doctors have been required by law to review MAPS 
reports before prescribing patients more than a three-day supply of a controlled 
substance, including opioids.

• •Neff's response says the doctor failed on one occasion to review a MAPS report 
and requests that LARA not discipline him but issue him a warning.

• •Failed to consistently use urine drug screens to monitor his patients' use of 
medication.  Also continued prescribing high dose opioids to a Patient Jane Doe 4 
— even though she refused to allow a urine drug screen because she said she was 
afraid of what might show up in the results. Urine drug screens are used to 
track whether patients are taking their medications and whether they 
are abusing them. ALSO, The complaint says that prescribing high dose 
opioids to Patient Jane Doe 4 "fell below the standard of care.“ ?WHAT IS HIGH 
DOSE?

• •Neff's response says he did not provide substandard care and that 
there is no agreed-upon standard for how often urine drug screens 
should be performed — and that frequent drug screens can erode the 
relationship between a doctor and patient  
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Michigan's top doctor accused of 
overprescribing opioids; he says he's innocent
Georgea Kovanis, Detroit Free PressPublished 9:47 a.m. ET May 31, 2019 

• •Prescribed "several patients" opioid medication in high doses that carried "significant risks."

• According to the LARA complaint, Neff continued to prescribe fentanyl pain patches to Patient 
Jane Doe 2 even though she removed the patches frequently because they didn't adhere well to her 
skin. The result: unused fentanyl that could be easily diverted.

• Neff's response says the patient was instructed to destroy unused fentanyl, that the LARA report 
has mischaracterized her dosage, and that she has agreed to taper her fentanyl dosage.  (Drug 
Disposal units at Drug stores) DEA Drug Take Back, Count-IT Lock-IT Drop-IT)

• The complaint also maintained that Neff failed to sufficiently monitor Patient John Doe 
1, considering he had psychiatric risk factors for abuse or diversion of the medication he 
received. >Neff's response says the patient was well-monitored.

• •Failed to note in a patient's file why he increased an opioid dosage. According to Centers for 
Disease Control and Prevention guidelines, providers should avoid or carefully justify increasing 
dosages higher than 90 morphine milligram equivalents a day. The complaint says that Neff 
increased Patient John Doe 3's morphine dosage from 960 to 1,000 The complaint also maintained 
that Neff failed to sufficiently monitor Patient John Doe 1, considering he had psychiatric risk 
factors for abuse or diversion of the medication he received. >Neff's response says the patient was 
well-monitored. 26



Dept. of Justice: ‘Rock Doc’ charged in opioid 
investigation April 17, 2019  by WBBJ 7 Eyewitness 
News Staff  

JACKSON, Tenn. — The Department of Justice 
announced 15 individuals in West Tennessee are 
facing federal charges involving eight doctors and 
several other medical professionals in a massive 
opioid sweep.

According to the Department of Justice.
In a news release Wednesday, the DOJ says 
Young a nurse practitioner allegedly

prescribed dangerous combinations of opioids and 
benzodiazepines, sometimes in exchange for sexual
favors. The release says over the course of about 
three years, Young is accused of prescribing about 
500,000 hydrocodone pills, 300,000 oxycodone pills, 
1,500 fentanyl patches, and more than 600,000 
benzodiazepine pills along with other controlled 
substances.

Nov. 7, 2018 after allegations that patient records 
were not properly maintained, controlled 
substances were prescribed improperly, and other 
allegations, according to the Board of Nursing.

The PrevenaGenix Clinic in north Jackson, where 
Young was practicing, was searched by federal 
investigators in January 2017. 
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addicts. He is also accused of unlawfully distributing 
and dispensing controlled substances to a pregnant 
woman. Count one charges maintaining a drug-
involved premises and aiding and abetting. Counts two 
through seven charges, unlawfully distributing and 
dispensing controlled substances and aiding and 
abetting. The U.S. will seek criminal forfeiture. If 
convicted, Ballard faces a term of imprisonment of note 
less than twenty years or more than life, a fine 
of$1,000,000.

Mary Bond, 62, and Dr. Loran Karlosky, 39, Dr. Jay 
Shires, 35 

Mary Bond is a Nurse Practitioner who operated her 
medical practice out of downtown clinic in Bells, TN. 
Her patients were drug seekers who came in groups 
from great distances to get their cocktails of controlled 
substances. Drs. Karlosky and Shires were aware of her 
dispensing drugs unlawfully, and actively participated 
in the conspiracy. Count one charges, conspiracy to 
distribute and dispense controlled substances. Counts 
two through seven charges, unlawfully distributing and 
dispensing controlled substances and aiding and 
abetting. The United States will seek forfeiture from 
proceeds generated from this crime  If convicted  they 
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Multimodal 
Therapeutic

Strategies for 
Pain and 

Associated 
Disability

Pharmacotherapy,
Opioids, nonopioids, 
adjuvant analgesics

Interventional 
Approaches

Injections, 
neurostimulation

Psychological 
Support

Psychotherapy,                      
group supportLifestyle Change

Exercise, weight loss

Complementary 
and Alternative 

Medicine 
Massage, 

supplements

Physical Medicine              
and Rehabilitation

Assistive devices, 
electrotherapy

Fine PG, et al. J Support Oncol. 2004;2(suppl 4):5-22; Portenoy RK, et al. In: Lowinson JH, et al, eds. Substance Abuse: 
A Comprehensive Textbook.                    4th ed. Philadelphia, PA: Lippincott, Williams & Wilkins; 2005:863-903.

Multimodal Therapeutic Pain 
Strategies
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Treatment Goals

• Recovery from the underlying 
injury, surgery, or disease  
 Reduce neuroendocrine stress 
 Minimize impact of pain on 

recovery

• Control and reduction of pain to 
acceptable level

• Minimize pharmacologic side 
effects  

• Prevent chronic pain

• Restore function  
 Physical, emotional, social  

• Improve quality of life
• Decrease pain
 Treat underlying cause where possible 
 Minimize medication use 

• Correct secondary consequences of 
pain
 Postural deficits, weakness, overuse 
 Maladaptive behavior, poor coping

http://prc.coh.org/pdf/Goals-FF%205-10.pdf.

ACUTE PAIN CHRONIC PAIN
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Non-Opioid Treatment options for 
pain

pros
• Non-addictive

• Less risk**Medications
(Interventional procedures have RISKs)

cons
• Generally More expensive: 

• Access issues:
 Travel
 Cost/Expense>insurance coverage
 Comorbidities may prevent treatment
 Limited duration of improvement
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Lumbar Spondylosis and 
Degenerative disc disease
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• Graphic.com.gh



LUMBAR Spine Anatomy
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• Healthja
de.com



Taking 15mg Oxycodone TID PRN
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Taking 15mg Oxycodone TID PRN
• 70 yo M with CLBP

• Vertebral body fractures, repair with Cement into Vertebral body seen on 
xray.  Radiology report reveals incomplete resolution to fracture.

• Multilevel Severe Degenerative Disc Disease

• Scoliosis

• Multilevel Facet arthrosis 

• Spinal Stenosis from retropulsion
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Oxycodone 15mg TID PRN
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29yo M with c/o CLBP and BLE 
sciatica.

• L4-L5: There is disc degeneration with mild central and lateral 

disc bulging with associated small fissure or tear of the 

posterior disc annulus at the midline causing slight thecal sac 

compression with minimal left foraminal narrowing. There is mild 

hypertrophic degenerative change affecting the articular facets.       

No spinal canal stenosis.  

• L5-S1: There is disc degeneration with a small 

central/paracentral disc protrusion with associated small tear or 

fissure the posterior disc annulus; disc material is in close 

proximity to the intracanalicular portion both S1 nerve roots and 

mild bilateral foraminal narrowing is seen. 
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Oxycodone 15mg TID PRN,
Which patient is at risk for OUD?
two Patients Which is Legitimate?

Severe disease
• *Willing to trial spinal interventions 

Facet Blocks and RFA.

• Appears in pain but well-kempt and low 
distress.

• Has failed Epidural trial

• Has failed medical management alone

• Has failed Complementary Therapies 
(acupuncture, chiropractic, Physical 
therapy, MOVE, CBT).

Mild to moderate disease
• *Refuses Spinal Interventions.

• Appears in moderate distress poor to 
fair hygiene; is his distress 
apprehension about being able to 
continue his opioids (legitimately or not? 
He states he has never failed a UDS.)

• Has failed medical management alone, 
desires monotherapy with opioids

• Has failed Complementary Therapies 
(acupuncture, chiropractic, Physical 
therapy, MOVE, CBT).
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There Are Many Kinds of Pain Scales 
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There Are Many Kinds of Pain Scales 
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There Are Many Kinds of Pain Scales 

41



There Are Many Kinds of Pain Scales 
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Pain Assessment

PQRST
• Provocation/Palliation

• What makes it worse? Better?

• Quality/Quantity
• What does it feel like?
• Sharp, stabbing, aching
• Shooting, burning, stinging

• Region/Radiation
• Where is your pain located? Travel?

• Severity Scale
• How would you rate your pain 0 – 10?

• Timing
• Is your pain constant or does it come and go?

Clinical Pearls of Pain 
Assessment
• Beware of patients that can’t 

describe their pain.  Generalized 
pain.

• Beware of patients that change 
their primary pain complaint 
(nuanced)

• Beware of patients that show 
frustration with physical 
assessment or pain assessment

43



Pain Disability Index (PDI)
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Pain Disability Index (PDI)

9 variables predict PDI scores: 
• time spent in bed
• psychosomatic symptoms
• education
• work status
• pain duration
• usual pain intensity
• quality of life 
• pain extent
• Stopping activities because of 

pain

High PDI scores indicate more:
• psychological distress (p < 0.001), 

• severe pain characteristics (p < 
0.001) 

• restriction of activities (p < 0.001)  

Detection of malingering  
Higher scores reflect exaggeration
magnified by psychological factors

• Somatization

• malingered pain related disability. 45



Opioid Risk Tool (ORT) 
Category Risk Factor Score if 

Female
Score if 

Male

Family History of Substance 
Abuse

Alcohol
Illegal Drugs
Prescription 
Drugs

1
2
4

3
3
4

Personal History of 
Substance Abuse

Alcohol
Illegal Drugs
Prescription
Drugs

3
4
5

3
4
5

Age Age 16-45 years 1 1
History of Preadolescent 
Sexual Abuse 3 0

Psychological Disease
ADD, OCD, 
Bipolar Disorder, 
Schizophrenia
Depression

2

1

2

1

Total Risk Score
OCD, obsessive compulsive disorder.

Total Score Risk 
Category

• Low Risk 0–3
• Moderate Risk 

4–7     
• High Risk ≥8

Webster LR, et al. Pain Med. 2005;6(6):432-442. Opioid Risk Tool. 
www.partnersagainstpain.com/printouts/Opioid_Risk_Tool.pdf. Accessed January 8, 2013. Reprinted with 
permission: Lynn Webster  MD
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SOAPP — Sample Questions

Please answer the questions below, using the following scale: 

0 = Never, 1 = Seldom, 2 = Sometimes, 3 = Often, 4 = Very Often  

1. How often do you have mood swings? 0 1 2 3 4

2. How often do you smoke a cigarette within an hour after you wake up? 0 1 2 3 4

3. How often have you taken medication other than the way that it was prescribed? 0 1 2 3 4

4. How often have you used illegal drugs (for example, marijuana, cocaine, etc)
in the past five years? 0 1 2 3 4

5. How often, in your lifetime, have you had legal problems or been arrested? 0 1 2 3 4

Used for educational purposes only. 47



SOAPP-R (revised)

• Smoking question salient question on SOAPP

• Smoking may reveal addictive personality
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Katz NP, et al. Clin J Pain. 2007;23:103-118; Manchikanti L, et al. J Opioid Manag. 2007;3:89-100; Webster LR, 
Webster RM. Pain Med. 2005;6:432-442; Chang Y-P, Compton P. Addict Sci Clin Pract. 2013;8:21; Boscarino JA, et al. 
Addiction. 2010;105(10):1776–1782.

BIOLOGICAL
• Age ≤45 years
• Gender
• Family history of 

prescription drug or 
alcohol abuse

• Cigarette smoking
• Sleep disorder

PSYCHIATRIC
• Substance use 

disorder
• Preadolescent 

sexual abuse 
(in women)

• Major psychiatric 
disorder 
(e.g., personality 
disorder, anxiety or 
depressive disorder, 
bipolar disorder)

SOCIAL
• Prior legal problems
• History of motor 

vehicle accidents
• Poor family support
• Involvement in a 

problematic 
subculture

Risk Factors for Aberrant 
Behaviors/Harm
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Adverse Childhood Experiences 
(ACEs)

• Adverse Childhood Events have been found to correlate with Addiction 
and Opioid Misuse.

• Adverse Childhood Experiences (ACEs) are a risk factor for health, 
social, and behavioral problems, including substance abuse and 
addiction. Persons who experience an adverse childhood experience are 
more vulnerable to these dangers from childhood into adulthood. 

• Recognizing ACEs as risk factors for substance abuse can help to 
prevent drug and alcohol abuse.

• April 2, 2019
• Content source: National Center for Injury Prevention and Control, 

Division of Violence Prevention
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Pain Assessment Tools

• Brief Pain Inventory
Assesses severity and impact of pain 
on daily functions
Self-report or interview (5 min for 
short form; 10 min for long form)
Validated and available in many 
languages
Copyrighted but free for individual 
practice

http://www.mdanderson.org/education-and-research/departments-programs-and-
labs/departments-and-divisions/symptom-research/symptom-assessment-tools/brief-pain-
inventory.html. Used for educational purposes only.
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Pain Assessment Tools

• Universal Pain Assessment Tool

 Visual / analog / linguistic pain 
scoring

 Self-report or interview

http://www.partnersagainstpain.com/hcp/pain-assessment/tools.aspx. Used for educational purposes only. 52



Pain and Function Assessment Tools

• Graded Chronic Pain Scale
 Pain and function assessment

Von Korff M. Chronic Pain Assessment in Epidemiologic and Health Services Research: Empirical Bases 
and New Directions. Handbook of Pain Assessment: Third Edition. Dennis C. Turk and Ronald Melzack, 
Editors. Guilford Press, New York., In press
http://www.agencymeddirectors.wa.gov/Files/OpioidGdline.pdf. Used for educational purposes only. 
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Chronic Pain Conditions Can Be Classified 
Based on Type of Pain Pathophysiology

Three Main Types of Pain Pathophysiology

Nociceptive Neuropathic

Pain without identifiable 
nerve or tissue damage; 

thought to result from
persistent neuronal

dysregulation, affective 
system disorder
EXAMPLES:

Any pain

Pain related to damage of
somatic or visceral tissue,

due to trauma or
inflammation

EXAMPLES:
rheumatoid arthritis,                        
osteoarthritis, gout

Pain related to 
damage of

peripheral or 
central nerves

EXAMPLES:
painful diabetic

peripheral neuropathy
(pDPN), postherpetic

neuralgia

Sensory
Hypersensitivity

Phillips K, Clauw DF. Best Pract Res Clin Rheumatol. 2011;25(2):141-154. Adapted from Stanos S, et al. Postgrad Med. 128:502-
515.

54



Spinal Cord Stimulation
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Spinal Cord Stimulation (SCS)

• FDA approved and Works well for patients suffering from pain into legs, 
Sciatica/Lumbar radiculopathy/sacral radiculopathy.

• Indications for spinal cord stimulation include failed back surgery syndrome 
(FBSS), peripheral neuropathy, chronic regional pain syndrome (CRPS), 
phantom limb pain, post-herpetic neuralgia.

• Spinal Cord Stimulator Trial Requires Psychological testing to test for treatable 
psychopathology and evaluate for realistic expectations.

• Cost: ~$30,000.00

• Efficacy: 

• Mechanism: Low-level electrical impulses, delivered directly into the spinal cord 
through the SCS that is inserted in the epidural space, interfere with the direct 
transmission of pain signals traveling along the spinal cord to the brain. 
Therefore, the term dorsal column stimulation was replaced with SCS.
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Spinal Cord Stimulator

• MECHANISM OF ACTION

The exact mechanisms of pain relief by SCS still remain unknown. The basic 
scientific background of the SCS trials was based initially on the Gate Control 
Theory of pain, described by Melzack and Wall [1]. In this theory, they 
proposed that the stimulation of large non-nociceptive myelinated fibers of the 
peripheral nerves (A-β fibers) inhibited the activity of small nociceptive 
projections (A-δ and C) in the dorsal horn of the spinal cord. However, it seems 
that other mechanisms may play a more significant role in the mechanisms of 
action of the SCS.

Published online 2012 Jun 28.  doi: 10.3344/kjp.2012.25.3.143 57



Interventional Spine Procedures
aka: ‘nerve blockers’
• Medial Branch Blocks (C, T, L)

• Radiofrequency Ablation

• Epidural Steroid Injection (C, T, L)

• Selective Nerve Root Block (transforaminal) Injection

• Interlaminar Epidural injection
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10 MEDD
• 57yo F with 1 year history of severe pain preventing her from participating 

in operating her small farm with her husband.  Reluctantly, asking for 
Hydrocodone to allow her to participate  in household tasks.

• LESI reduced her Sciatic/radicular pain 80% for past 5 months but she 
continues to have axial CLBP severe enough to prevent her from sleeping, 
standing or sitting comfortably for more than 5 minutes without shifting.  
She has Facet arthrosis and may benefit from LMBBs diagnostic and as 
appropriate LMB Radiofrequency ablation.

• Her PCP refused to prescribe 5mg Hydrocodone BID and referred her to the 
Pain Clinic.

• Obtain spine xrays
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Lumbar Epidural: at L4-5 entry from 
right paramedian
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Lumbar Medial Branch Blocks 

61• Observe the needles placed at the superior articulating process of the facet joints.



Buprenorphine oral and 
injection/depo

• B.S. 58 yo M with addiction

• Overuse and abuse narcotics

• TFESI/Surgery

• Axial low back pain LMBBs

• Mental health, SI, being discharged in a rush only for 
recitivism, 

• Cannot separate his Chronic pain from his mental 
health issues

• Xrays and goals
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Ketamine: for Pain; for Opioid Cessation

• Method: Oral, IV, IN.

• Treatment of Pain:

 Neuropathic pain

 Chronic pain

• Opioid Cessation
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I appreciate the opportunity to speak and share my perspective.

64
Ronald Reagan — ‘There is no limit to the amount of good 
you can do if you don't care who gets the credit.’ 
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