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Dear Colleague:

Recently, | stumbled upon an article on chronic regional pain syndrome
(CRPS, previously known as regional sympathetic dystrophy or RSD). This
brief article was written by a neurologist lashing out at the interventional pain
physicians (yes, | am one of them) accusing us of abusing aggressive procedures
such as nerve blocks and spinal cord stimulators. Steroids, this doctor contends,
should be the leading treatment in this condition.

The interventionalists who treat CRPS believe that early treatment with
nerve blocks is essential in helping to prevent or lessen potential nervous system
“rewiring.” To make matters more complicated, the physical medicine doctors
believe that without an active rehabilitation program, all treatments are futile.
And truly, they are right as well. If you are brave enough to believe that CRPS
is real (trust me, it is) what should you do? Who should you believe?

In a new field such as pain medicine (probably newer than any other
specialty) a lot of topics are still controversial and open to debate: proper treat-
ment for degenerative disc disease and how liberal should we be with oral opi-
oid therapy are only a few dilemmas. At this point, there is a general gestalt in
pain medicine with many variations. Until we have more evidence-based data,
the controversies remain. The truth is probably somewhere in the middle, and a
close and mutually respectful cooperation between various specialties is essen-
tial for patient well-being.

| promise to touch more on the CRPS controversy in our upcoming fall issue.

Thank you for your ongoing trust and support,

Julien Vaisman MD

Our current location, including the ambulatory surgical center, is at 10 Centennial Drive in Peabody.
If you have comments or any topics of interest, please do not hesitate to contact us. Our website pro-
vides various methods of contacting wsvw.painandvellnesscentecom




PSYCHOLOGICAL
ASPECTS OF
CHRONIC PAIN

by Reter Mosbah PhD

Chronic pain can be a sigigant
souce of emotional diséiss or people
placing them trisk for developing symp
toms of dpression and anxietyhere ae
a rumber of &ctois thda can contibute to
the pesence of these pdyalogical
symptoms.

One major sowe of anxiety is
the inancial stess associad with being
disébled. Mary people with bronic pain
are undle to work and ha&e a signiicant
loss of income Income loss &quenty
produces s#in in maital and familial
relaionships.

Worker’'s compend#on and pi-
vate disdility programs typical pay 60
to 66 pecent of a werker's piior wage,
producing a signitant loss of income
Individuals who do not qualify ér work-
er's compendion or pivate disdility

insurance can@ply for social seciity disability (SSDI), but this typicaly takes 12 to 18
months to be @proved Individuals with ¢ironic pain also ha higher gpenses due to
their incleased needf medical cae. Dealing with the wrker’'s compendion system,

private disdoility insurers, and social secity can also psduce anxietyas inteactions

with these gencies a& often adersaial in naure.

Losing the aility to work can decase self-coidence and self-esteemhich
can cause orxacerbge deression.This can also lead to social istitan and loss of
social suppdr since may people eceve a signifcant popottion of their daiy social
interactions in the wrk ervironment.

Another fictor tha can contibute to emotional distiss is the loss of seal
functioning epelienced ly mary people with bronic pain.This can also lead to a
reduced leel of self-esteem and causeess in elaionships.

Chronic pain can xacerb&e previously existing psydiatric symptoms.
Individuals who have had psyliatric symptomsincluding depression and anxietprior
to their dironic pain poblems ae likely to expeiience a wrsening of their @-morbid
condition.Thus,it can be useful to assess the pesence of @-existing psyiatric dis-
orders, because theare a isk factor br signiicant psybological symptoms ingsponse
to chronic pain.

Wha can be donetmut the inceasedisk of dgressionanxiety and other psy
chiatric disoders among indiiduals with &ronic pain?The first goal is to conduct an
assessmenttdirectly asking péents if they are expeliencing ay psydiatric symptoms
(ie, difficulty slegoing, deceased libidoloss of petite etd in response to coping with
their pain.The use of cgnitive behaioral pain mangement tebniques has been skin
to be helpful. In adition, relaxdion training, using methods siicas bioéedbak, has
also been shen to be helpful. In@asing social adfities can also be useful.
Medicaions induding antid@ressants and anxidlcs can ad adlitional beneits.

Peter Mosbah, PhD, is a psybologist and assistantlinical professor in the Dgartment of
Neuwology a Boston Uniersity Stiool of Medicine

INTERVENTION AL
TREATMENTS FOR
CANCER PAIN

by Aneesh Singla MD

Cancer has been idemtidl as the
leading cause of d#a in the United
Staes, recenty supassing heardisease
in mottality. Cancer also causes signif
cant morbidity in thedrm of pain.This
pain can be both viscar (pressue and
distension) and sortia (hocicetive and

shap). Treament br cancer pain can be
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Treatment of Cancer Pain
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different than bronic nonmalignant pain,
because of the potentiabrf signifcant
mass dfect on tissues)eurl invasion or
metastéc tumor kurden.

The World Health Oganizdion
(WHO) has pulished a thee-st@ anat
gesic ladier tha helps guide drg therpy
for cancer pain. Pictad on pge two, the
three-st@ ladder desdbes a pocess in
which phamacotheapy is initiated and
escaléed in an dbrt to contol pain.
When medictions d the thid ste of the
WHO ladder hae failed to contol pain,
interventional pproaces to pain conot
should be consided A fourth stgp has
recenty been consided to help ®a
paients wvho ae not esponsie to phar
macolaic themlpy alone The digram
illustrates the thee-stp WHO ladder
with the poposed durth stgp adled

Interventional theapies Pr pain
can be ery successful in cancer fients
patticulaly when phamacolaic theapy
has &iled Some of these intezntional
techniques 6r cancer pain ardesabed
below.

« Intralesional injections:These injee
tions (usual steoid and local anesthet
ic) are pimaiily done in the msence of
pahologic fractues. They are geneally
effective for two weeks to tvo months,
but results mg vary depending on the
clinical situdion.

e Sympdhetic neve Hocks: Selectve

blockade of a sympghetic ganglion or
plexus is possile when tha ganglion is
thought to be @sponsile for transmis

sion of visceal pain in cancefFor exam-

ple, a celiac plgus injection could be
used to elieve pain fom a stomdt,

colon or panadic cancer Bloks my

be perbrmed tempaarly with local

anesthesiapr pemanent newlysis can
be done with alcohol or
Radiofrequeng lesioning of the pbeus or
ganglion has also been dabed in the
literature.

¢ Intrathecal dug delvery: Intraspinal
injection of opioids,local anesthetic or
neuplytic agents (ie alcohol or phenol)
can abieve good pain contl by block-

ing spinal dosal hon sensoy fibers. For
paients with life expectancies of mer
than thee months,implantéle pumps
have been shen to be cost-ééctive in
contolling pain and educing utilizéion
of health serices athe end of lié. These
pumps pecisey deliver highly concen
trated pain medidéons into the cer
brospinal fuid tha acts diectly on pain
sensos in the spinal cak, paticulardy the
dorsal hon and the daal oot ganglion.
These pumps arcompletg} intemalized
systems and nyabe efilled with medica
tions a regular intevals and a pro-
grammale.

e Verntebroplasty: Cancer ptents will
often hae metasttic disease to theevte-
bral bodies esulting in compgssion fac
tures of the ernebrae These can beewy
painful and mg cause newlogic symp
toms ly spinal cod or neve root com
pression. Using xay technolagy, cement
can be injected peuntaneousi into the
vertebral bod/ and estoe nomal bone
height and &a the pain fom the com
pression factue.

Aneesh SinglaviD, is an anesthesiotpst and
a fellow in pain mangement & Brigham and
Wbmens Hospital in Boston.

EPIDURAL STEROID
INJECTIONS IN THE
MANAGEMENT OF PAIN

by Emmarnuel Emminile MD

phenol.

The deosition of coticostenid
medicdion directly into the eidural
space is used toe# pain due to nee
root inflammaion and iritation. The
most common indid®ons ae anmlar
tears, disc heniation, spinal stenosis
(cental and braminal) and spondolis-
thesis. Epidual steoid injections (ESIs)
can be pedrmed & various lesels in the
spine (fom the cevical to the caudal

regions) dgending on the gigent's symp
toms and ptology.

ESIs can educe the symptoms
of newve inflammdion and iritation
(pain, numbness and tingling). Maver,
they are moe efective for reducing pain
and less sodk other symptoms of nes
irritation. Epidual steoids work by
inhibiting the elease of idAmmadory
medidors in the edy stages of the
arachidonic acid pthway. The same
mediaors ae involved in pain tansmis
sion. Local anesthetics (du@as lipiva-
caine and lidocaine) aroften injected
along with stemids to ofer immedite
pain eklief and eduction of mmbness
and other signs of neg dysfunction.The
onset of actiondr epidural stepid injec
tions is @neanlly between 24 and 72
hours. A positive response istdeast 20
percent pain elief.

ESIs do not déct the ate of
healing of an arular tear or a disc he¥r
ation. Minor disc disaptions and anar
teas can heal narally in a@out six
months, and a sees of two to thee
epidural injections can mgpaly reduce
pain, allowing rehailitation to poceed
more easy. Best esults fom ESlIs ae
seen in ptents with annlar teas and
small disc hemiations. ESIs & also often
used after disc sgery for residual nere
root symptoms bt with lower success
rates due to scar tissukarge disc hemi-
ations associgd with weaknessspinal
cord compession or adder d/sfunction
need ugent sugical atention br sugical
decompession.

After ESI, the majoity of
paients eport at least a 20 to 50 peent
reduction in pain. Other pos$ibbeneits
include inceased actity levels,reduced
need br opioids and other pain medica
tion, eatier retum to work, greder inde
pendencgimproved quality of lie and
reduced werall healthcae costs.

TECHNIQ UE

Access to themdural space can
be adieved Ly inseting the needle
between the integpinous pocesses

(contirued pg 4)
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(translaminar pproad) or thiough the
neual foramen of the xting spinal
newves (tansbraminal gproad). With
caudal injectionghe needle is intduced
through the saal hiaus. Moe adanced
techniques will dploy a cdheter to the
talget aea via a caudal orofaminal
approad.

All procedues ae done under
stiict stefle conditions. Light intavenous
seddion is an option dr goproprate
paients. The skin is sugically prepared
and deped and the tget point of enty is
identified by flouroscopy. The skin and
needle takk are anaestheted with lido
caine The needle is adnced under
flouroscopic guidance teard the taget.
Position inside the @dural space is con
firmed ly the loss of esistance with the
translaminar pproac or by an @iduro-
gram with tansbraminal and caudal
approades. The mixtue of steoid (ie,

triamcinolone) and local anesthetic,(ie

0.25 pecent hupivacaine) or saline is
injected slavly. Some paents mg expe-

rience a sensian of mild pessue duing
the injection or eproduction of the scia
ic pain.

Side efects fom ESls ag usual
ly mild but can intude:

» mild numbness and tingling due to the

local anesthetic (usugll lasting two

hours or less),

* shot-term pain eacerbdéion when the
local anesthetic eais off,

* transient fpemglycemia (in didetics)
and eleated Hood piessue,

 genenrlized eythema anddcial fush

ing or hypothalamic-pituitay-adrenal

axis suppession wen lage amounts of
streroids ae used

COMPLICA TIONS

Although mre, complicdions
can occur with ESIs. Elgrcomplicdions
include post dual punctue headalee
(PDPH), anghylactic reaction and
seizue. PDPH is a lw-pressue
headabe tha is worse with sitting and
standing andelieved with lying flat. This

occus in one to thee pecent of cases.
Treament irvolves legping the péent
flat, oral or intravenous ehydration, anti-
emetics and cédine With persistent or
severe headages an pidural Hood pdch
is perbrmed Anaphylactic reactions to
the aents used @& etremely rare.
Recent, pamplegia, seizues and dea
have been desitred after cerical trans
foraminal injections. Haever, in expeli-
enced handsgSIl remains a saf and
effective treament.

TAKE HOME MESSA GE

Lumbar ESI (mosyl trans
foraminal injections) hae piovided slight
to modeate pain elief in contolled stud
ies. Havever, they are makedly effective
in preventing sugery. A desciptive stug
found th& 46 pecent of péents on a
waiting list for disc sugery no longer
required sugery after tansbraminal
injections.

Emmamiel Emminik, MD, is a pain éllow at
Spaulding ReHailitation Hospital in Boston.
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