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Objectives

At the end of this session the participant will be able
to:

* |[dentify which patients are likely to respond to
spinal injections

* Classify patients into the most probable cause of
symptoms

* Discuss considerations for repeated injections
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Global causes of disability

LBP







Is an injection indicated?

®m\What is the diaghosis?

®mMust provide correct injection for patient’s
pathology

®|f an injection is indicated what variables are
present that could affect results?
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Artificial constructs

* Acute LBP
e Subacute LBP

* Chronic LBP



Blocks are not for everyone...

* Most improve within 1 month

e Often recurrent







Physical Exam

°® Inspection LIFE ON EARTH by Ham
*ROM
* Palpation

* Special tests
* Neuro
e VVascular




Extra, extra, réad all about it!




A new kind of pain?

* Nociceptive
* Neuropathic

* Nociplastic?



IASP definition

Nociplastic pain:

Pain that arises from altered nociception despite no
clear evidence of actual or threatened tissue damage
causing the activation of peripheral nociceptors or
evidence for disease or lesion of the somatosensory

system causing the pain

J. Clinical Medicine, August 2021



Nociplastic pain

* Thought to represent confluence of altered function
on the periphery and CNS resulting in increased
sensitivity



Lancet May
29, 2021

Features of nociplastic pain conditions
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« Peripheral sensitisa
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« Hyperalgesia, dysesthesia, and allodynia
« Localised or diffuse tenderness, or both i 4




No ;
[ Pain > 3 months ]_"' [ NPt Chr.ﬂmc. ]
nociplastic pain Kosek et al,

Yes 1 Pain Nov 2021
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[ Regional rather than discrete ] —_— [ Not nociplastic pain ]

Yes l Yes [ Not nociplastic pain ]
Yes /’J
[ Nociceptive pain ]—F Entirely responsible for pain
No
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Evoked pain hypersensitivity phenomena
phenomena can be elicited clinically in the region of pain,
Any ane of:
= static mechanical allodynia
Yes *  dynamic mechanical allodynia
*  heatfcold allodynia
. . . " *  painful after-sensations reported following the
Possible nociplastic pain assessment of any of the above altematives.
History of pain hypersensitivity and There is a history of pain hypersensitivity in the thnfm-mumht {any one of]:
comorbidities region of pain. Increased sensitivity to sound and/or light
Any one of: and/or odors
*  sensitivity to touch +  Sleep disturbance with frequent nocturnal
Yes 1 *  sensitivity to pressure awakenings
+  sensitivity to mevement *  Fatigue
sensitivity to heat/cold «  Cognitive problems such as difficulty to focus
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Probable nociplastic pain

Figure 1. Flow chant of identifying and grading nociplastic pain affecting the musculoskeketal system. Musculoskeletal pain is deep, rather than cutaneous and
regional, multifocal, or widespread in distribution (rather than discrete). In case of multifocal pain states that can be caused by different chronic pain conditions (eg,
shoulder myalgia and knee osteoarthritis), each chronic pain condition or pain region must be assessed separately.




The most important slide of
this talk:

Part 1: Right person



*Imagine LBP + fibromyalgia
construct

*Eg fatigue, sleep
disturbance, cognitive
disturbance, anxiety-
depression,
hypersensitivity to
environmental stimuli




Things people say......

| do not want to do too much
| wonder if | can ever return to work
*| do not want to pay for it tomorrow

*| have a high pain tolerance



Low back pain and yellow flags
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A simplified interventional approach for LBP:
the diagnoses...

* Disk

* Facet

* Sacroiliac joint
» ?Myofascial



A simplified interventional approach: the
options...

* Epidural

* Facet procedure

* Disk procedure

* Sacroiliac procedure

* Could it be muscular? Myofascial pain very
controversial......



* Radiculopathy ¢ Epidural
* Lumbar stenosis ?Facet procedure
* Mechanical pain —Disk procedure

\sacroiliac procedure




The second most important
slide of this talk



DePalma et al.
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Right target for LBP

* Young person— think disk, endplate, consider spondylolysis

* Middle-age to older—think facet or Sl joint



Right target for radicular pain

* Medication must get to the
nerve that is provoking
symptoms.




Case 1

35 year old banker

No PMHXx

LBP, no sciatica

8 years




* Numerous tries at physio

 NSAIDS caused stomach
ulcer

* Had lumbar radiofrequency
neurotomy with a few
weeks of pain relief




Medial branch blocks




oML Universal RF System URF-3AP

OUTPUT CONTROL
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Understanding prevalence...

25 year old with chest pain
*70 year old with chest pain

*What is the pre-test probability?
* Multiply that by the LR



Case 2

e 70 year old
female with LBP

e Refers into
buttocks and
upper thighs

e X-ray shows DDD
and arthritis




DePalma et al.

Predicted Probability of IDD versus Age (years)

1.0

0.8 +

0.6

0.4

0.2

Predicted Probability (IDD)

0.0 4

20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 095
Age (years)

Predicted Probability of SIJD versus Age (years)

1.0 4

0.8 4

0.6 4

0.4

0.2 +

Predicted Probability (SID)

0.0 4

20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95
Age (years)

Predicted Probability (FJA)

Predicted Probability (Other)

Pain Medicine 2011

Predicted Probability of FJA versus Age (years)

1.0 4

0.8

0.6

0.4

0.2

0.0 4

20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 05
Age (years)

Predicted Probability of Other Source versus Age (years)

1.0 4

0.8 4

0.6

0.4

0.2 +

0.0 4

20 25 30 35 40 45 50 55 60 65 70 75 80 8 90 95
Age (years)



Are there radiological features that predict
facetogenic pain?

* Not really
* One study using SPECT (1995)



Are there historical features that predict
facetogenic pain

*No!



Approach

e Assess individual situation
* Consider DDx before labelling as ‘arthritis’

* Conservative management:
* Healthy living vs seeking health care



Regional Anesthesia and Pain Medicine, May
2020

e Cohen et al

Consensus practice guidelines on interventions for lumbar facet
joint pain from a multispecialty, international working group

Poor correlation of imaging and symptoms

No historical or PE tests reliably predict symptomatic facet pain
except perhaps pain that is not midline and tenderness over facet

joints.

Lumbar facet blocks are not recommended for diagnostic or
therapeutic reasons



Facet blocks in Quebec

* Tens of thousands facet blocks done per year

* Few hundred radiofrequency procedures per year



Facet block vs Medial branch block

¥
. 4

Al
r#\

Anesthesiology and Pain Medicine,
August 2015 SIS Manual



Concepts in Interventional Pain

e Radiofrequency neurotomy

Descenang
Madial branch -

W//’:‘ ) Spinal nerve root

Primary
dorsal ramus

Ascending medial branch
Lateral branch

Intermediate branch
Descending medial branch



Case 3

* 60 year-old male
* Right LBP
* Little radiation into his thigh

e Worse with ambulation




Think SI

e Unilateral
e Pain below L5

* No neurological
symptoms

* Multiple positive Sl joint
tests are positive



Scout MRI image of the lumbar spine



Sl options

B46 Dreyfuss et al.

Figure 1 Anterc-postencr lluoroscopic view of a sacrodiac ~ Figure 3 Lateral Nuoroscopic view of & sacroilac jont
joint arthrogram showing contrast medium containad within -~ arthrogram showing contrast medium contained within the
the joint. joint.



Sl options

. .
Sacroiliac joint
injection

Lateral sacral branch block
needle placement

Cornish, Specialized Pain Medicine



Timing of blocks

e Reasonable for trial of conservative
management first

*Should be some functional impairment

 Effect has to be long enough to warrant
subsequent injections— 2 months is a failure!

*When failure- reconsider diagnosis,
technique



Conclusion

At the end of this session the participant will be able
to:

* |[dentify which patients are likely to respond to
spinal injections

* Classify patients into the most probable cause of
symptoms

* Discuss considerations for repeated injections






Defining success in LBP

* Less pain— MID of 2 points on a VAS?

* Less disability- improvement on Oswestry or Roland-Morris
Questionnaires?

e SF-367?
* Less medication use?

e Return to work?



