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NON-PHARMACOLOGICAL 
TREATMENTS

• Exercise therapy

• Heat/Cold therapy

• Yoga

• Tai Chi
Mentalcrumble.com
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Presentation Notes
Swimming is great for OA. I always recommend water aerobics. Cold therapy is used for acute injuries, and heat for longer chronic conditions.
Yoga works well for stress reduction, improving posture, and helps with pain due to restricted ROM. Thai Chi is a low-impact, slow-motion, mind-body exercise that combines breath control, meditation, and movements to stretch and strengthen muscles. The practice dates back thousands of years. Research indicates it is helpful for Fibromyalgia.



• Acupuncture

• Massage therapy 
and myofascial release

• Osteopathic Manual Medicine techniques

http://www.pwpmassage.com/acupuncture.html

Presenter
Presentation Notes
Acupuncture is based on traditional Chinese medicine and targets specific points with needles. It associated with improved pain outcomes. It has been shown in various meta-analyses that it is effective for chronic pain but varies based on needling techniques. 

Massage treatment and Myofascial release which targets fascia an connective tissue; as opposed to slow, sustained pressure (120–300 s) applied to restricted fascial layers, either directly or indirectly.67MFRT can be self-administered with a device that applies pressure.

OMM: reduce musculoskeletal dysfunctions, improved physiological function, and support homeostasis. considering somatic dysfunction and treatment options by integrating specific aspects of complementary care into pain management practices. Helpful for chronic pain. Study in military personnel showed it was effective for acute back pain. 




• Chiropractic treatment

• Cognitive Behavioral Therapy

• Hypnosis

Presenter
Presentation Notes
Chiropractic treatment: helps mechanics, posture, functionality and restricted ROM. There are mixed reviews on the efficacy for chronic pain, 2 studies in 2013 found that it was safe, effective; side effects include temporary discomfort, headaches and more serious but rare vertebral artery dissection. 
 
Medicare Part B will cover 80% (after the deductible is met) of spinal manipulation provided by a chiropractor or another qualified healthcare professional if it is medically necessary to correct a subluxation


CBT for pain is becoming more popular and recommended; targets the psycho-social factors, stress, preoccupation with and poor functioning from pain. Patients are taught cognitive restructuring, relaxation and mindfulness techniques all which help patients to cope with pain.

In a review of about 20 studies, hypnosis was found to be effective in moderating pain intensity, duration, frequency, and opioid use. Another study showed its effects are short term, <3 months. Some of the areas of use found were for for headaches, low back pain, fibromyalgia, disability, and cancer-related pain, as well as mixed chronic pain problems. Most insurance companies will cover 50% to 80% of individual therapy Medicare Part B covers hypnosis as a part of counseling for smoking cessation and weight management





CASE STUDY

65 year old female presents with a complaint of pain like “pins and 
needles” in her feet for the past few months. She has a history of 
Type II Diabetes Mellitus and Stage III Chronic Kidney Disease. 
Physical examination is significant for diminished sensation in the 
bilateral lower extremities. EMG is consistent with a diabetic 
neuropathy. What is the best treatment?

A) Gabapentin 300 mg TID
B) Ibuprofen 800 mg TID
C) Lorazepam 4 mg QHS
D) Hydrocodone 10 mg BID



PHARMACOLOGICAL TREATMENTS

• NSAIDs and cyclooxygenase 2 (COX-2) inhibitors

• Acetaminophen

Presenter
Presentation Notes
NSAIDs and COX-2 inhibs: first-line pharmacotherapy for osteoarthritis or for low back pain. Risks GI bleed or perforation as well as renal and cardiovascular risks
Tylenol: first-line pharmacotherapy for osteoarthritis or for low back pain; Up to 3 to 4g, avoid in liver failure and alcoholics



• Muscle Relaxants
• Data does not support long term use
• CNS depression especially when combined with alcohol, 

benzodiazepines, opioids.

• Topical Agents:
• Lidocaine
• Diclofenac: less systemic absorption
• Capsaicin: depletes substance P and may take 

weeks to reach full effect,
• adverse effects >> burning and erythema.
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Presentation Notes
Muscle relaxants:  A 2017 systematic review and meta analysis on efficacy and tolerability of muscle relaxants including benzodiazepines for lBP from the European Journal of pain medicine found that MR have effect for short term use in acute pain but current evidence does not support long term use in chronic LBP. CDC cautioned along with opioids since they also cause central nervous system depression, other side effects: anticholinergic effect, increase fall risk, dependency. In 2011, an estimated 53,000 ED visits were caused by muscle relaxant misuse or abuse, and 18% of these cases involved concomitant alcohol consumption
All muscle relaxants provide similar short-term improvements in pain and function, but there is no evidence to support their long-term use for chronic low back pain. Sedation is a common adverse effect, and chronic use of benzodiazepines and carisoprodol (Soma) carries the risk of dependency




• Anticonvulsants: 
• Carbamazepine: FDA approved for trigeminal neuralgia

• Maintenance: 400 – 800mg/day

• Gabapentin: FDA approved for post herpetic neuralgia 
(PHN); fibromyalgia and diabetic polyneuropathy (PN), off-label

• maintenance: 1800 – 3600mg

• Pregabalin (Lyrica): Indicated for Diabetic neuropathy, 
PHN, fibromyalgia, spinal cord injury

• Maintenance: 150 – 300mg/day

Presenter
Presentation Notes
Carb: Initial is 200mg/day; Maintenance: Usual: 400 to 800 mg daily in 2 divided doses or 4 divided doses (oral suspension only); maximum dose: 1,200 mg/day.



• Selected antidepressants

• Serotonin Norepinephrine Reuptake Inhibitors 
(SNRI’s)

• Duloxetine: Goldstein et. al, (2005): significant number of 
pts with diabetic PN reported 50% reduction in pain vs 
placebo 

• FDA: diabetic PN, fibromyalgia, chronic musculoskeletal pain

• Venlafaxine: pain relief achieved at higher doses ranging 
up to 225 mg/day, may cause elevated BP

• diabetic PN and migraine prevention (off-label)

Presenter
Presentation Notes
Duloxetine for pain: Maximum dose: 60 mg daily; doses up to 120 mg/day were studied in clinical trials but did not confer any additional benefit.
Venlafaxine: diabetic PN and migraine prevention (off-label) 



• Tricyclic Antidepressants (TCA’s)

• Amitriptyline: 10 - 25 mg once daily at bedtime; maintenance 
dose range 75mg - 150 mg/day

• Off-label use: PHN, fibromyalgia, diabetic PN, migraine 
prevention

• Nortriptyline: 10 - 25 mg once daily at bedtime; maintenance 
dose range 75mg - 150 mg/day

• Off-label use: PHN, myofascial and orofacial pain, diabetic PN

• Adverse effects: sedation, confusion, anticholinergic, 
arrhythmias 

Presenter
Presentation Notes
may increase as tolerated as soon as every 3 days 





Interventional:
• Electric nerve stimulation

• Dorsal Root Ganglion (DRG) 
Therapy

• Spinal Cord Stimulation (SCS)

Paindoctor.com

Presenter
Presentation Notes
DRG therapy is a new type of neurostimulation therapy that targets hard to treat chronic pain in the lower body; generator, leads that target dorsal root ganglia, pt controller; certain ones are FDA Approved

SCS: Another type of neuromodulation therapy; the objective has been to replace the pain sensation with paresthesia that requires mapping of stimulation to the region of pain. The anticipation is that the electrical current alters pain processing by masking the sensation of pain with a comfortable tingling or paresthesia. Failed back surgery, back pain, neuropathic leg pain, CRPS (Complex regional pain syndrome), and causalgia. Associated with less opioid use. Minimal side effects. Cost-effective. Minimally invasive procedure with small incision, and it can be reversed easily



• Epidural

• Regional Anesthesia: peripheral and plexus nerve 
blocks, sympathetic nerve blocks (Complex regional 
pain syndrome), some types of chronic stomach pain

• Facet joint injections and more long term radiofrequency 
ablation: reported improvement of over one year



• Trigger point injections

American Family Physician AAFP

American Family Physician AAFP

Presenter
Presentation Notes
Trigger points are tender and painful areas of muscle usually palpable as a nodule. Treatment may be with steroid =/- anesthetic, or dry needle (mixed reviews of efficacy dry needle). Effective for myofascial pain syndrome, fibromyalgia, tension headaches, TMJ and low back spasms



• Intra-articular therapies



Presenter
Presentation Notes
With long term opioid therapy there is a risk of opioid induced hyperalgesia. This happens because there is upregulation of pain receptors



CASE STUDY

26 year old male presents with severe pain in the R shoulder and 
chest from a motor vehicle accident. Imaging demonstrates a 
fractured R humerus and multiple rib fractures. He has a history of 
being dependent on opioids and abusing them. He has been in 
remission for 5 years. Urine toxicology as well as blood alcohol 
levels are unremarkable. What is the appropriate treatment option?

A) Toradol
B) Ice pack, Acetaminophen 500 mg BID
C) Short course of an opioid
D) Venlafaxine extended release 225 mg qday
E) A and C

Presenter
Presentation Notes
For isolated injuries (ie, single rib fracture), clinicians generally begin treatment with nonsteroidal antiinflammatory drugs (NSAIDs) with or without opioids [46]. For more severe injuries, particularly if ventilation is compromised, admission and invasive treatments, such as intercostal nerve blocks (figure 5), may be needed uptodate



SUMMARY

• Opioids should not be prescribed for chronic non-cancer 
pain as first-line; utilize alternatives first

• Non-pharmacological treatments for pain including 
therapy (like CBT), alternative and complementary 
medicine (e.g. acupuncture, thai chi)

• Pharmacological treatments for pain including 
analgesics (e.g. NSAID’s), interventional (e.g. 
intraarticular injections, neurostimulators), 
anticonvulsants (e.g. Carbamazepine), antidepressants 
(e.g. Duloxetine), topical agents (e.g. Lidocaine)



• Discuss goals of pain management with patients 
that are realistic

• Educate patients on the addiction potential of 
opioids
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