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DEPARTMENT OF LABOR AND EMPLOYMENT

Division of Workers’ Compensation
CCR 1101-3

RULE 17, EXHIBIT 9

CHRONIC PAIN DISORDER MEDICAL TREATMENT GUIDELINE

A. INTRODUCTION

This document has been prepared by the Colorado Department of Labor and Employment,
Division of Workers’ Compensation (Division) and should be interpreted within the context of
guidelines for physicians/providers treating individuals qualifying under Colorado’s Workers’
Compensation Act as injured workers with chronic pain.

Although the primary purpose of this document is advisory and educational, these guidelines are
enforceable under the Workers’ Compensation Rules of Procedure, 7 CCR 1101-3. The Division
recognizes that acceptable medical practice may include deviations from these guidelines, as
individual cases dictate. Therefore, these guidelines are not relevant as evidence of a provider’s
legal standard of professional care.

To properly utilize this document, the reader should not skip nor overlook any sections.
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B. GENERAL GUIDELINE PRINCIPLES

The principles summarized in this section are key to the intended implementation of all Division of
Workers’” Compensation medical treatment guidelines and critical to the reader’s application of
the guidelines in this document.

1. APPLICATION OF THE GUIDELINES The Division provides procedures to implement
medical treatment guidelines and to foster communication to resolve disputes among the
provider, payer, and patient through the Workers’ Compensation Rules of Procedure. In
lieu of more costly litigation, parties may wish to seek administrative dispute resolution
services through the Division or the office of administrative courts.

N

EDUCATION Education of the patient and family, as well as the employer, insurer, policy
makers, and the community, should be the primary emphasis in the treatment of chronic
pain and disability. Currently, practitioners often think of education last, after medications,
manual therapy, and surgery. Practitioners must implement strategies to educate
patients, employers, insurance systems, policy makers, and the community as a whole.
An education-based paradigm should always start with inexpensive communication
providing reassuring and evidence-based information to the patient. More in-depth patient
education is currently a component of treatment regimens which employ functional,
restorative, preventive, and rehabilitative programs. No treatment plan is complete
without addressing issues of individual and/or group patient education as a means of
facilitating self-management of symptoms and prevention. Facilitation through language
interpretation, when necessary, is a priority and part of the medical care treatment
protocol.

[«

INFORMED DECISION MAKING Providers should implement informed decision making
as a crucial element of a successful treatment plan. Patients, with the assistance of their
health care practitioner, should identify their personal and professional functional goals of
treatment at the first visit. Progress towards the individual’s identified functional goals
should be addressed by all members of the health care team at subsequent visits and
throughout the established treatment plan. Nurse case managers, physical therapists,
and other members of the health care team play an integral role in informed decision
making and achievement of functional goals. Patient education and informed decision
making should facilitate self-management of symptoms and prevention of further injury.

&>

TREATMENT PARAMETER DURATION Time frames for specific interventions
commence once treatments have been initiated, not on the date of injury. Obviously,
duration will be impacted by patient adherence, as well as availability of services. Clinical
judgment may substantiate the need to accelerate or decelerate the time frames
discussed in this document.

[

ACTIVE INTERVENTIONS Active interventions emphasizing patient responsibility, such
as therapeutic exercise and/or functional treatment, are generally emphasized over
passive modalities, especially as treatment progresses. Generally, passive interventions
are viewed as a means to facilitate progress in an active rehabilitation program with
concomitant attainment of objective functional gains.

[©

ACTIVE THERAPEUTIC EXERCISE PROGRAM Exercise program goals should
incorporate patient strength, endurance, flexibility, coordination, and education. This
includes functional application in vocational or community settings.

Chronic Pain Disorder Page 2



N

POSITIVE PATIENT RESPONSE Positive results are defined primarily as functional
gains that can be objectively measured. Objective functional gains include, but are not
limited to: positional tolerances, range-of-motion (ROM), strength, endurance, activities of
daily living, ability to function at work, cognition, psychological behavior, and
efficiency/velocity measures that can be quantified. Subjective reports of pain and
function should be considered and given relative weight when the pain has anatomic and
physiologic correlation. Anatomic correlation must be based on objective findings. Patient
completed functional questionnaires such as those recommended by the Division as part
of Quality Performance and Outcomes Payments (QPOP, see Rule 18-8) and/or the
Patient Specific Functional Scale can provide useful additional confirmation.

e

RE-EVALUATION OF TREATMENT NO LESS THAN EVERY 3 TO 4 WEEKS If a given
treatment or modality is not producing positive results within 3 to 4 weeks or within the
time to produce effect in the guidelines, the treatment should be either modified or
discontinued. Before discontinuing the treatment, the provider should have a detailed
discussion with the patient to determine the reason for failure to produce positive results.
Reconsideration of diagnosis should also occur in the event of a poor response to a
seemingly rational intervention.

|©

SURGICAL INTERVENTIONS Surgery should be contemplated within the context of
expected functional outcome and not purely for the purpose of pain relief. The concept of
“cure” with respect to surgical treatment by itself is generally a misnomer. All operative
interventions must be based upon positive correlation of clinical findings, clinical course,
and diagnostic tests. A comprehensive assimilation of these factors must lead to a
specific diagnosis with positive identification of pathologic conditions.

10. SIX-MONTH TIME FRAME The prognosis drops precipitously for returning an injured
worker to work once he/she has been temporarily totally disabled for more than six
months. The emphasis within these guidelines is to move patients along a continuum of
care and return to work within a six-month time frame, whenever possible. It is important
to note that time frames may be less pertinent for injuries that do not involve work-time
loss or are not occupationally related.

11. RETURN-TO-WORK A return-to-work is therapeutic, assuming the work is not likely to
aggravate the basic problem or increase long-term pain. The practitioner must provide
specific physical limitations, and the patient should never be released to non-specific and
vague descriptions such as “sedentary” or “light duty.” The following physical limitations
should be considered and modified as recommended: lifting, pushing, pulling, crouching,
walking, using stairs, bending at the waist, awkward and/or sustained postures, tolerance
for sitting or standing, hot and cold environments, data entry and other repetitive motion
tasks, sustained grip, tool usage, and vibration factors. Even if there is residual chronic
pain, return-to-work is not necessarily contraindicated. The practitioner should
understand all of the physical demands of the patient’s job position before returning the
patient to full duty and should request clarification of the patient’s job duties. Clarification
should be obtained from the employer or, if necessary, from including, but not limited to,
an occupational health nurse, occupational therapist, vocational rehabilitation specialist,
an industrial hygienist, or another professional.

12. DELAYED RECOVERY Strongly consider a psychological evaluation, if not previously
provided, as well as initiating interdisciplinary rehabilitation treatment and vocational goal
setting, for those patients who are failing to make expected progress 6 to 12 weeks after
initiation of treatment of an injury. Therefore, all chronic pain patients should have a
documented psychological evaluation and psychological treatment as appropriate to
address issues of chronic pain. It is also appropriate to clinically reassess the patient,
function goals, and differential diagnosis. The Division recognizes that 3 to 10% of alll
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industrially injured patients will not recover within the timelines outlined in this document,
despite optimal care. Such individuals may require treatments beyond the timelines
discussed within this document, but such treatment requires clear documentation by the
authorized treating practitioner focusing on objective functional gains afforded by further
treatment and impact upon prognosis.

13. GUIDELINE RECOMMENDATIONS AND INCLUSION OF MEDICAL EVIDENCE All
recommendations are based on available evidence and/or consensus judgment. When
possible, guideline recommendations will note the level of evidence supporting the
treatment recommendation. It is generally recognized that early reports of a positive
treatment effect are frequently weakened or overturned by subsequent research. When
interpreting medical evidence statements in the guideline, the following apply:

. Consensus means the judgment of experienced professionals based on general
medical principles. Consensus recommendations are designated in the
guidelines as “generally well-accepted,” “generally accepted,”
“acceptable/accepted,” or “well-established.”

. “Some evidence” means the recommendation considered at least one adequate
scientific study, which reported that a treatment was effective. The Division
recognizes that further research is likely to have an impact on the intervention’s
effect.

. “Good evidence” means the recommendation considered the availability of
multiple adequate scientific studies or at least one relevant high-quality scientific
study, which reported that a treatment was effective. The Division recognizes that
further research may have an impact on the intervention’s effect.

o “Strong evidence” means the recommendation considered the availability of
multiple relevant and high-quality scientific studies, which arrived at similar
conclusions about the effectiveness of a treatment. The Division recognizes that
further research is unlikely to have an important impact on the intervention’s
effect.

All recommendations in the guideline are considered to represent reasonable care in
appropriately selected cases, irrespective of the level of evidence or consensus
statement attached to them. Those procedures considered inappropriate, unreasonable,
or unnecessary are designated in the guideline as “not recommended.”

Please refer to the Colorado Department of Labor and Employment’s website for
evidence tables and study critiques which provide details on the studies used to develop
the evidence statements.

14. TREATMENT OF PRE-EXISTING CONDITIONS The conditions that preexisted the work
injury/disease will need to be managed under two circumstances: (a) A pre-existing
condition exacerbated by a work injury/disease should be treated until the patient has
returned to their objectively verified prior level of functioning or Maximum Medical
Improvement (MMI); and (b) A pre-existing condition not directly caused by a work
injury/disease but which may prevent recovery from that injury should be treated until its
objectively verified negative impact has been controlled. The focus of treatment should
remain on the work injury/disease.

The remainder of this document should be interpreted within the parameters of these guideline
principles that may lead to more optimal medical and functional outcomes for injured workers.
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C. OVERVIEW OF CHRONIC PAIN MANAGEMENT

It is estimated by the Institute of Medicine that approximately 100 million adults suffer from
chronic pain in the United States. The World Health Organization’s survey found that 37% of
adults in 10 developed countries have chronic pain conditions (Dzau & Pizzo, 2014). This
overview covers the biopsychosocial nature of chronic pain and a comprehensive plan of care
including: functional assessment and goal setting, psychological assessment, medication
management, sleep considerations, and active therapy.

Chronic pain may develop from persistent acute pain due to neuroplastic changes occurring in
the central nervous system. All chronic pain appears to involve a central sensitization which
changes the perception of pain. Thus, treatment patterns are aimed at a number of mechanisms
contributing to chronic pain (Pozek, Beausang, Baratta, & Viscusi, 2016).

Chronic pain is recognized as a biopsychosocial disease process. Each treatment plan should be
individualized with a patient-centered approach addressing the many available treatment
combinations (National Institutes of Health, 2014). Therefore, all areas of the chronic pain
guideline should be considered when developing a treatment plan. This includes: the mandatory
psychological evaluation; an active therapy plan; medications specific to the pain process for that
patient; continuing functional assessment; complementary medication alternatives, when
appropriate; and continued return to work/regular daily activity.

Once a patient has been identified as a chronic pain patient, usually 3 months after an injury
when pain persists or when pain persists beyond a reasonable post-operative period, the
physician should perform a complete re-evaluation. This will assist both the patient and the
provider in developing an appropriate treatment plan. Although it is unusual to identify an
unknown pathology at this point in the treatment, it is recommended that the provider
acknowledge the full complement of patient symptoms and concerns. Repeating or ordering new
imaging may be necessary; however, it is not usually recommended as the findings may add to
the patient’s confusion regarding the work-related injury.

It is essential that the patient and provider understand the type of pain the patient is experiencing
and how the pain affects day-to-day activities. Identifying the presence of neuropathic pain, as
well as any sources of nocioceptive pain, will assist the patient and provider when choosing
medication and other forms of treatment recommended in the guideline.

During the chronic pain assessment, it is suggested that all physicians review with the patient
their usual activities over several different typical 24-hour periods. This will assist both parties in
understanding what functions are not able to be performed by the patient, how significantly sleep
is impacted, and whether pain is affecting social and family relationships. This information is also
essential for establishing agreed upon functional goals.

All chronic pain patients should have psychological evaluations. Patients may merely need
assistance with coping mechanisms, and/or anxiety or depression may be caused or exacerbated
by chronic pain. Treatment in this area is essential for the chronic pain patient. A limited number
of cognitive behavioral sessions are frequently effective for these conditions.

Review of the current prescribed and over-the-counter medications is an important part of this
initial chronic pain evaluation. If the patient has been chronically on opioids, it is very likely that
the full required opioid trial and review has not been performed. Thus, the physician will need to
ensure that the proper steps have been taken if opioids are to be continued. It is also reasonable
to taper opioids in order to determine the patient’s baseline and how other medications are
actually affecting the pain.

Refer to Section G.10.g, Opioids, in this guideline for more details. The following is a general
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summary of the required elements. A number of other guidelines, including the Center for
Disease Control and Prevent (CDC) and Colorado’s Board of Medical Examiners, have confirmed
these steps.

1. An opioid trial shall be performed before chronic opioids are determined to be useful for
patients. About 50% of patients will not be able to tolerate the side effects and/or not
show a sufficient increase in function with opioid use. Patients should be aware that this
is a trial and like any other medication trial, it will not be continued unless there is
sufficient benefit. The average benefit is about a 30% decrease in pain. Thus, all other
required treatment must be continued during the time period of the chronic opioid trial.

2. Long acting opioids should never be used for acute pain, post-operative pain, or before
an opioid trial has been completed. There is no evidence they are more beneficial than
short acting opioids, and the trial should began with short acting opioids.

3. A risk assessment tool, such as the Opioid Risk Tool (ORT) should be completed to
assure the provider that there are no prior elements suggesting substance abuse or,
when such elements are present, the physician may choose to refer to a provider with
more expertise in substance abuse.

4, Urine drug testing should be done prior to the trial.
5. Check the Prescription Drug Monitoring Program (PDMP).
6. The psychological evaluation should have been completed and hopefully treatment as

appropriate is being continued.

7. A functional history should be taken and functional goals should be set. This needs to be
followed throughout all chronic pain treatment to determine if the patient is increasing or
decreasing in function.

8. A provider physician agreement must be completed. This is extremely helpful as it
reviews for the patient the expectations regarding his/her behavior as well as the
expectations regarding when a physician would choose to taper or remove the patient
from opioids and what other treatment is expected to continue during an opioid trial.

If the opioid trial is successful, the physician should continue to monitor with random drug testing
and PDMP checks. In addition, the Current Opioid Misuse Measure (COMM) is a tool that can be
used for patients on opioids to screen for possible abuse. It should be noted that current
estimates suggest approximately 14 to 19 percent of chronic opioid users may become addicted
to opioids (National Institutes of Health, 2014).

The patient will need to be monitored for side effects. Constipation is anticipated. There may also
be problems with sexual dysfunction. Opioids may increase or cause sleep apnea problems, and
this should be monitored. At all visits, the functional status of the patient should be recorded. This
can be accomplished with reliable, patient-reported functional status tools. Function is preferably
validated by physical exam or by other objective measures from the provider.

Lack of sleep is a significant problem for patients with uncontrolled chronic pain. Taking a good

history in this area and promoting an appropriate sleep regime is essential for patients, if they are
to establish a productive life-style.
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Active therapy is one of the most important components. Regular exercise is shown to decrease
depression as well as decrease chronic pain. Helping the patient choose appropriate physical
activities and cognitive activities will be important for recovery.

Although treating chronic pain patients is challenging due to the many disciplines and treatment

patterns available, the rewards are great when a patient with chronic pain is able to resume work
and engage in satisfying life activities.
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D. INTRODUCTION TO CHRONIC PAIN

The International Association for the Study of Pain (IASP) defines pain as "an unpleasant sensory
and emotional experience with actual or potential tissue damage" (International Association for
the Study of Pain, 2016). Pain is a complex experience embracing physical, mental, social, and
behavioral processes that often compromises the quality of life of many individuals.

Pain is an unpleasant subjective perception usually in the context of tissue damage. Pain is
subjective and cannot be measured or indicated objectively. Pain evokes negative emotional
reactions such as fear, anxiety, anger, and depression. People usually regard pain as an indicator
of physical harm, despite the fact that pain can exist without tissue damage and tissue damage
can exist without pain. Many people report pain in the absence of tissue damage or any likely
pathophysiologic cause. There is no way to distinguish their experience from pain due to actual
tissue damage. If they regard their experience as pain and they report it the same way as pain
caused by tissue damage, it should be accepted as pain.

Pain can generally be classified as:
. Nociceptive, which includes pain from visceral origins or damage to other tissues.

Myofascial pain is a hociceptive type of pain characterized by myofascial trigger points
limited to a specific muscle or muscles;

. Neuropathic, including pain originating from the brain, peripheral nerves, or both; and
o Psychogenic, which originates in mood, characterological, social, or psychophysiological
processes.

Recent advances in the neurosciences reveal additional mechanisms involved in chronic pain. In
the past, pain was seen as a sensation arising from the stimulation of pain receptors by damaged
tissue, initiating a sequence of nerve signals ending in the brain and there recognized as pain. A
consequence of this model was that ongoing pain following resolution of tissue damage was seen
as less physiological and more psychological than acute pain with identifiable tissue injury.
Current research indicates that chronic pain involves additional mechanisms that cause: 1) neural
remodeling at the level of the spinal cord and higher levels of the central nervous system; 2)
changes in membrane responsiveness and connectivity leading to activation of larger pain
pathways; and 3) recruitment of distinct neurotransmitters.

Changes in gene function and expression may occur, with lasting functional consequences.
These physiologic functional changes cause chronic pain to be experienced in body regions
beyond the original injury and to be exacerbated by little or no stimulation. The chronic pain
experience clearly represents both psychologic and complex physiologic mechanisms, many of
which are just beginning to be understood.

Chronic pain is defined as "pain that persists for at least 30 days beyond the usual course of an
acute disease or a reasonable time for an injury to heal or that is associated with a chronic
pathological process that causes continuous pain (e.g., Complex Regional Pain Syndrome)." The
very definition of chronic pain describes a delay or outright failure to increase function and relieve
pain associated with some specific illness or accident. Delayed recovery should prompt a clinical
review of the case and a psychological evaluation by the health care provider. Consideration may
be given to new diagnostic testing or a change in treatment plan. Referral to a specialist with
experience in chronic pain management is recommended.

The term “chronic pain syndrome” has been incorrectly used and defined in a variety of ways that
generally indicate a belief on the part of the health care provider that the patient's pain is
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inappropriate or out of proportion to existing problems or iliness. Use of the term “chronic pain
syndrome” should be discontinued because the term ceases to have meaning due to the many
different physical and psychosocial issues associated with it. The IASP offers a taxonomy of pain,
which underscores the wide variety of pathological conditions associated with chronic pain. This
classification system may not address the psychological and psychosocial issues that occur in the
perception of pain, suffering, and disability and may require referral to psychiatric or psychological
clinicians. Practitioners should use the nationally accepted terminology indicated in the most
current ICD system. Chronic pain can be diagnosed as F45.42 “Pain disorder with related
psychological factors” when the associated body part code is also provided. Alternately, chronic
pain can also be diagnosed as F54 “Psychological factors affecting physical conditions,” and this
code should also be accompanied by the associated body part.

Injured patients generally initiate treatment with complaints of pain, which is generally attributable
to a specific injurious event, but occasionally to an ostensible injury. Thus, the physician should
not automatically assume that complaints of acute pain are directly attributable to
pathophysiology at the tissue level (Merskey & Bogduk, 1994). Pain is known to be associated
with sensory, affective, cognitive, social, and other processes (Melzack, 1999, 2001, 2005;
Melzack & Katz, 2006). The pain sensory system itself is organized into two parts, often called
first and second pain. A-d nerve fibers conduct first pain via the neospinalthalamic tract to the
somatosensory cortex and provide information about pain location and quality. In contrast,
unmyelinated C fibers conduct second pain via the paleospinalthalamic tract and provide
information about pain intensity. Second pain is more closely associated with emotion and
memory neural systems than it is with sensory systems (Apkarian, Baliki, & Geha, 2009; Hashmi
et al., 2013; Mutso et al., 2014).

As a patient’s condition transitions through the acute, subacute, and chronic phases, the central
nervous system (CNS) is reorganized. The temporal summation of second pain produces a
sensitization or “windup” of the spinal cord (Staud, Robinson, & Price, 2007), and the connections
between the brain regions involved in pain perception, emotion, arousal, and judgment are
changed by persistent pain (Geha et al., 2008). These changes cause the CNS’s “pain
neuromatrix” to become sensitized to pain (Melzack, 1999, 2001, 2005; Melzack & Katz, 2006).
This CNS reorganization is also associated with changes in the volume of brain areas (Barad
Ueno, Younger, Chatterjee, & Mackey, 2014), decreased grey matter in the prefrontal cortex
(Barad et al., 2014), and the brain appearing to age more rapidly (Apkarian et al., 2004). As pain
continues over time, the CNS remodels itself so that pain becomes less closely associated with
sensation, and more closely associated with arousal, emotion, memory, and beliefs (Hashmi et
al., 2013; Mansour, Farmer, Baliki, & Apkarian, 2014). Because of these CNS processes, all
clinicians should be aware that as the patient enters the subacute phase, it becomes increasingly
important to consider the psychosocial context of the disorder being treated, including the
patient’s social circumstances, arousal level, emotional state, and beliefs about the disorder.
However, behavioral complications and physiological changes associated with chronicity and
central sensitization may also be present in the acute phase, and within hours of the initial injury
(Schuh-Hofer et al., 2013). It is the intent of many of the treatments in this guideline to assist in
remodeling these CNS changes.

Chronic pain is a phenomenon not specifically relegated to anatomical or physiologic parameters.
The prevailing biomedical model (which focuses on identified disease pathology as the sole
cause of pain) cannot capture all of the important variables in pain behavior. While diagnostic
labels may pinpoint contributory physical and/or psychological factors and lead to specific
treatment interventions that are helpful, a large number of patients defy precise taxonomic
classification. Furthermore, such diagnostic labeling often overlooks important social contributions
to the chronic pain experience. Failure to address these operational parameters of the chronic
pain experience may lead to incomplete or faulty treatment plans. The concept of a "pain
disorder" is perhaps the most useful term, in that it captures the multi-factorial nature of the
chronic pain experience.
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It is recognized that some health care practitioners have much greater expertise in the area of
chronic pain evaluation and treatment than others by virtue of their experience, additional training,
and/or accreditation by pain specialty organizations. Referrals for the treatment of chronic pain
should be to such recognized specialists. Chronic pain treatment plans should be monitored and
coordinated by physicians with expertise in pain management including specialty training and/or
certification.

Most acute and some chronic pain problems are adequately addressed in other Division Medical
Treatment Guidelines and are generally not within the scope of this guideline. However, because
chronic pain is more often than not multi-factorial, involving more than one pathophysiologic or
mental disorder, some overlap with other guidelines is inevitable. This guideline is meant to apply
to any patient who fits the operational definition of chronic pain discussed at the beginning of this
section.
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E. DEFINITIONS
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AFTER SENSATION: refers to the abnormal persistence of a sensory perception
provoked by a stimulus even though the stimulus has ceased.

ALLODYNIA: pain due to a non-noxious stimulus that does not normally provoke pain.

Mechanical Allodynia: refers to the abnormal perception of pain from usually non-painful
mechanical stimulation.

Static Mechanical Allodynia: refers to pain obtained by applying a single stimulus such as
light pressure to a defined area.

Dynamic Mechanical Allodynia: obtained by moving the stimulus such as a brush or
cotton tip across the abnormal hypersensitive area.

Thermal Allodynia: refers to the abnormal sensation of pain from usually non-painful
thermal stimulation such as cold or warmth.

ANALGESIA: absence of pain in response to stimulation that would normally be painful.

BIOPSYCHOSOCIAL: a term that reflects the multiple facets of any clinical situation;
namely, the biological, psychological, and social situation of the patient.

CENTRAL PAIN: pain initiated or caused by a primary lesion or dysfunction in the central
nervous system.

CENTRAL SENSITIZATION: the experience of pain evoked by the excitation of non-
nociceptive neurons or of nerve fibers that normally relay non-painful sensations to the
spinal cord. This results when non-nociceptive afferent neurons act on a sensitized
central nervous system (CNS). Experimental data suggest that pathways normally
carrying pain signals themselves become overstimulated and/or fail to respond to
inhibitory influences causing increased pain. An example is ‘wind-up’ which occurs when
cells in the dorsal horn of the spinal cord increase their rate of action potential discharge
in response to repeated stimulation by nociceptors (Woolf, 2006; Zhou, 2008).

DYSESTHESIA: an abnormal sensation described by the patient as unpleasant. As with
paresthesia, dysesthesia may be spontaneous or evoked by maneuvers on physical
examination.

HYPERALGESIA: refers to an exaggerated pain response from a usually painful
stimulation.

HYPERESTHESIA (POSITIVE SENSORY PHENOMENA): includes allodynia,
hyperalgesia, and hyperpathia. Elicited by light touch, pin prick, cold, warm, vibration,
joint position sensation or two-point discrimination, which is perceived as increased or
more.

HYPERPATHIA: a condition of altered perception such that stimuli which would normally
be innocuous, if repeated or prolonged, result in severe explosive persistent pain.

HYPOALGESIA: diminished pain perception in response to a normally painful stimulus.
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12. HYPOESTHESIA/HYPESTHESIA (NEGATIVE SENSORY PHENOMENA): diminished
sensitivity to stimulation.

13. MALINGERING: intentional feigning of illness or disability in order to achieve external
incentives such as recreational drugs or money.

14. MYOFASCIAL PAIN: a regional pain characterized by tender points in taut bands of
muscle that produce pain in a characteristic reference zone.

15. MYOFASCIAL TRIGGER POINT: a physical sign in a muscle which includes a) exquisite
tenderness in a taut muscle band; and b) referred pain elicited by mechanical stimulation
of the trigger point. The following findings may be associated with myofascial trigger
points: 1) Local twitch or contraction of the taut band when the trigger point is
mechanically stimulated; 2) Reproduction of the patient’s spontaneous pain pattern when
the trigger point is mechanically stimulated; 3) Weakness without muscle atrophy; 4)
Restricted range-of-motion of the affected muscle; and 5) Autonomic dysfunction
associated with the trigger point such as changes in skin or limb temperature.

16. NEURALGIA: pain in the distribution of a nerve or nerves.
17. NEURITIS: inflammation of a nerve or nerves.

18. NEUROGENIC PAIN: pain initiated or caused by a primary lesion, dysfunction, or
transitory perturbation in the peripheral or central nervous system.

19. NEUROPATHIC PAIN: pain due to an injured or dysfunctional central or peripheral
nervous system.

20. NEUROPATHY: a disturbance of function or pathological change in a nerve: in one nerve
(mononeuropathy), in several nerves (mononeuropathy multiplex), OR diffuse and
bilateral (polyneuropathy). Neuropathy should be associated with objective findings such
as consistent sensory abnormalities, consistent motor findings (e.g., weakness, atrophy,
fasciculations, muscle cramping), and/or neuropathic abnormalities on EMG/nerve
conduction testing.

21. NOCICEPTOR: a receptor preferentially sensitive to a noxious stimulus or to a stimulus
which would become noxious if prolonged.

22. PAIN BEHAVIOR: the non-verbal actions (such as grimacing, groaning, limping, using
visible pain relieving or support devices, and requisition of pain medications, among
others) that are outward manifestations of pain and through which a person may
communicate that pain is being experienced.

23. PAIN THRESHOLD: the smallest stimulus perceived by a subject as painful during
laboratory testing. The term also loosely applies to the biological variation among human
beings in sensing and coping with pain.

24. PARESTHESIA: an abnormal sensation that is not described as pain. It can be either a
spontaneous sensation (such as pins and needles) or a sensation evoked from non-
painful or painful stimulation, such as light touch, thermal, or pinprick stimulus on physical
examination.

25. PERIPHERAL NEUROPATHIC PAIN: pain initiated or caused by a primary lesion or
dysfunction in the peripheral nervous system.

Chronic Pain Disorder Page 12



26. SOMATIC DYSFUNCTION: somatic dysfunction is impaired or altered function of related
components of the somatic (body framework) system which includes skeletal, arthrodial,
and myofascial structures.

27. SUMMATION: refers to abnormally painful sensation to a repeated stimulus although the
actual stimulus remains constant. The patient describes the pain as growing and growing
as the same intensity stimulus continues.

28. SYMPATHETICALLY MAINTAINED PAIN (SMP): a pain that is maintained by
sympathetic efferent pathways and is eliminated by blockade of these pathways. It is
intensified by circulating catecholamines.

29. TENDER POINTS: tenderness on palpation at a tendon insertion, muscle belly, or over
bone. Palpation should be done with the thumb or forefinger, applying pressure
approximately equal to a force of 4 kilograms (blanching of the entire nail bed).
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F. INITIAL EVALUATION & DIAGNOSTIC PROCEDURES

The Division recommends the following diagnostic procedures be considered, at least initially. It is
the responsibility of the workers’ compensation carrier to ensure that an accurate diagnosis and
treatment plan can be established. Standard procedures that should be utilized when initially
diagnosing a work-related chronic pain complaint are listed below.

1. HISTORY TAKING AND PHYSICAL EXAMINATION (HX & PE): These are generally

accepted, well-established, and widely used procedures that establish the
foundation/basis for and dictate subsequent stages of diagnostic and therapeutic
procedures. When findings of clinical evaluations and those of other diagnostic
procedures are not complementing each other, the objective clinical findings should have
preference. The medical records should reasonably document the following:

Chronic Pain Disorder

Medical History: As in other fields of medicine, a thorough patient history is an
important part of the evaluation of chronic pain. In taking such a history, factors
influencing a patient’s current status can be made clear and taken into account
when planning diagnostic evaluation and treatment. It may be necessary to
acquire previous medical records. One efficient manner in which to obtain
historical information and patient reported functional status is by using a
guestionnaire. The questionnaire may be sent to the patient prior to the initial visit
or administered at the time of the office visit. History should ascertain the
following elements.

Vi.

Vii.

viii.

General Information: General items requested are name, sex, age, birth
date, etc.

Level of Education: The level of the patient’s education may influence
response to treatment.

Work History/Occupation: to include both impact of injury on job duties
and impact on ability to perform job duties, work history, job description,
mechanical requirements of the job, duration of employment, and job
satisfaction.

Current employment status.
Marital status.

Family Environment: Is the patient living in a nuclear family or with
friends? Is there, or were there, any family members with chronic iliness
or pain problems? Responses to such questions reveal the nature of the
support system or the possibility of conditioning toward chronicity.

Ethnic Origin: Ethnicity of the patient, including any existing language
barriers, may influence the patient’s perception of and response to pain.
Literature indicates that providers may under-treat patients of certain
ethnic backgrounds due to underestimation of their pain (Anderson
Green, & Payne, 2009; Todd, Deaton, D'Adamo, & Goe, 2000).

Belief System: Patients should be asked about their value systems,
including spiritual and cultural beliefs, in order to determine how these
may influence the patient’s and family’s response to illness and
treatment recommendations.
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Xi.

Xii.

Xiii.

Xiv.

XV.

Functional Assessment: Functional ability should be assessed and
documented at the beginning of treatment. Periodic assessment should
be recorded throughout the course of care to follow the trajectory of
recovery. Functional measures are likely to be more reliable over time
than pain measures.

Patient-reported outcomes, whether of pain or function, are susceptible
to a phenomenon called response shift. This refers to changes in self-
evaluation, which may accompany changes in health status. Patient self-
reports may not coincide with objective measures of outcome, due to
reconceptualization of the impact of pain on daily function and internal
recalibration of pain scales (C. E. Schwartz & Finkelstein, 2009).
Response shift may obscure treatment effects in clinical trials and clinical
practice, and it may lead to apparent discrepancies in patient-reported
outcomes following treatment interventions. While methods of measuring
and accounting for response shift are not yet fully developed,
understanding that the phenomenon exists can help clinicians
understand what is happening when some measures of patient progress
appear inconsistent with other measures of progress.

Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living
(IADLs): Pain has a multidimensional effect on the patient that is
reflected in changes in the ability to perform self-care tasks and usual
daily vocational, social, recreational, and sexual activities.

Past and present psychological problems.

History of abuse: physical, emotional, sexual.

History of disability in the family.

Sleep disturbances: Poor sleep has been shown to increase patient’s

self-perceived pain scores (Larson & Carter, 2016). Pre-injury and post-
injury sleep should be recorded.

Causality: How did this injury occur? Was the problem initiated by a
work-related injury or exposure? Patient’s perception of causality (e.g.,
was it their fault or the fault of another).

Pain History: Characterization of the patient’s pain and of the patient’s response
to pain is one of the key elements in treatment.

Site of Pain: Localization and distribution of the pain help determine the
type of pain the patient has (i.e., central versus peripheral).

Pain diagram drawings to document the distribution of pain.

Visual Analog Scale (VAS): Current pain, highest pain level, and usual
pain level may be recorded. Include a discussion of the range of pain
during the day and how activities, use of modalities, and other actions
affect the intensity of pain.

Duration: including intermittent pain, activity related pain.
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Vi.

Vii.

viii.

I

Place of onset: circumstances during which the pain began (e.g., an
accident, an iliness, a stressful incident, or spontaneous onset).

Pain Characteristics: such as burning, shooting, stabbing, and aching.
Time of pain occurrence, as well as intensity, quality, and radiation, give
clues to the diagnosis and potential treatment. Quality of pain can be
helpful in identifying neuropathic pain which is normally present most of
the day, at night, and is often described as burning.

List of activities which aggravate or exacerbate, ameliorate, decrease, or
have no effect on the level of pain.

Associated Symptoms: Does the patient have numbness or paresthesia,
dysesthesia, weakness, bowel or bladder dysfunction, altered
temperature, increased sweating, cyanosis, or edema? Is there local
tenderness, allodynia, hyperesthesia, or hyperalgesia? Does the patient
have constitutional symptoms such as fevers, chills, night sweats,
unexplained weight loss, or pain that awakes them from a deep sleep at
night?

Medical Management History:

Vi.

Chronic Pain Disorder

Diagnostic Tests: All previous radiological and laboratory investigations
should be reviewed.

Prior Treatment: chronological review of medical records including
previous medical evaluations and response to treatment interventions. In
other words, what has been tried and which treatments have helped?

Prior Surgery: If the patient has had prior surgery specifically for the pain,
he/she may be less likely to have a positive outcome.

Medications: history of and current use of medications, including opioids,
over-the-counter medications, cannabis products, and herbal/dietary
supplements, to determine drug usage (or abuse) interactions and
efficacy of treatment. Drug allergies and other side effects experienced
with previous or current medication therapy and adherence to currently
prescribed medications should be documented. Ideally, this includes
dosing schedules as reported by the patient or patient representative.
Information should be checked against the Colorado Prescription Drug
Monitoring Program (PDMP), offered by the Colorado Pharmacy Board.

Review of Systems Check List: Determine if there is any interplay
between the pain complaint and other medical conditions.

Psychosocial Functioning: Determine if any of the following are present:
current symptoms of depression or anxiety; evidence of stressors in the
workplace or at home; and past history of psychological problems. Other
confounding psychosocial issues may be present, including the presence
of psychiatric disease. Due to the high incidence of co-morbid problems
in populations that develop chronic pain, it is recommended that all
patients diagnosed with chronic pain should be referred for a full
psychosocial evaluation.
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vii. Pre-existing Conditions: Treatment of these conditions is appropriate
when the pre-existing condition affects recovery from chronic pain.

viil. Family history pertaining to similar disorders.

Substance Use/Abuse:

i. Alcohol use.
. Smoking History and use of nicotine replacements.

iii. History of current and prior prescription and recreational drug use or

abuse.
iv. The use of caffeine or caffeine containing beverages.
V. Substance abuse information may be only fully obtainable from multiple

sources over time. Patient self-reports may be unreliable. Patient self-
reports should always be checked against medical records.

Other Factors Affecting Treatment Qutcome:

i. Compensation/Disability/Litigation.

ii. Treatment Expectations: What does the patient expect from treatment:
complete relief of pain or reduction to a more tolerable level?

iii. Other scales may be used to identify cases which are likely to require
more complex care. Examples include:

A) Fear Avoidance Beliefs Questionnaire
B) Tampa Scale of Kinesiophobia
C) Pain Catastrophizing Scale

Physical Examination:

i. Neurologic Evaluation: includes cranial nerves survey, muscle tone and
strength, atrophy, detailed sensory examination (see ii-below), motor
evaluation (station, gait, coordination), reflexes (normal tendon reflexes
and presence or absence of abnormal reflexes such as frontal lobe
release signs or upper motor neuron signs), cerebellar testing, signs
suggestive of a sensory ataxia (positive Romberg, impaired
proprioception, etc.), and provocative neurological maneuvers.

ii. Sensory Evaluation: A detailed sensory examination is crucial in
evaluating a patient with chronic pain complaints. Quantitative sensory
testing, such as Semmes-Weinstein, may be useful tools in determining
sensory abnormalities. Ideally, the examination should determine if the
following sensory signs are present and consistent on repeated
examination.

A) Hyperalgesia.
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B) Hyperpathia.

C) Paresthesia.

D) Dysesthesia.

E) Mechanical Allodynia — static versus dynamic.
F) Thermal Allodynia.

G) Hypoesthesia.

H) Hyperesthesia.

1) Summation.

iii. Musculoskeletal Evaluation: range-of-motion, segmental mobility,
musculoskeletal provocative maneuvers, palpation, observation, and
functional activities. All joints, muscles, ligaments, and tendons should
be examined for asymmetry, swelling, laxity, and tenderness. A portion
of the musculoskeletal evaluation is the myofascial examination. The
myofascial examination includes palpating soft tissues for evidence of
tightness, tenderness, and trigger points.

iv. Evaluation of non-physiologic findings:

A) Waddell’s Signs cannot be used to predict or diagnose
malingering (Waddell, Pilowsky, & Bond, 1989). It is not an
appropriate test for assessing non-physiologic causes of low
back pain. The sole purpose of the Waddell’'s signs is to identify
low back pain patients who may need further psychosocial
assessment prior to surgery. Refer to Section F.2,
Personality/Psychological/Psychosocial Evaluation.

B) Variability on formal exam including variable sensory exam,
inconsistent tenderness, and/or swelling secondary to extrinsic
sources.

C) Inconsistencies between formal exam and observed abilities of

range-of-motion, motor strength, gait, and cognitive/emotional
state should be noted in the assessment.

N

PERSONALITY/ PSYCHOLOGICAL/PSYCHOSOCIAL EVALUATIONS FOR PAIN
MANAGEMENT: These are generally accepted, well-established, and widely used
diagnostic procedures not only with selected use in acute pain problems but also with
more widespread use in subacute and chronic pain populations. Diagnostic evaluations
should distinguish between conditions that are pre-existing, aggravated by the current
injury, or work related.

Psychosacial evaluations should determine if further psychosocial or behavioral
interventions are indicated for patients diagnosed with chronic pain. The interpretations of
the evaluation should provide clinicians with a better understanding of the patient in his or
her social environment, thus allowing for more effective rehabilitation. Psychosocial
assessment requires consideration of variations in pain experience and expression
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resulting from affective, cognitive, motivational and coping processes, and other
influences such as gender, age, race, ethnicity, national origin, religion, sexual
orientation, disability, language, or socioeconomic status.

While there is some agreement about which psychological factors need to be assessed in
patients with chronic pain, a comprehensive psychological evaluation should attempt to
identify both primary psychiatric risk factors or “red flags” (e.g., psychosis, active
suicidality) as well as secondary risk factors or “yellow flags” (e.g., moderate depression,
job dissatisfaction) (Bruns & Disorbio, 2009). Significant personality disorders must be
taken into account when considering a patient for spinal cord stimulation and other major
procedures.

Psychometric Testing is a valuable component of a consultation to assist the physician in
making a more effective treatment plan. There is good evidence that psychometric testing
can have significant ability to predict medical treatment outcome (Block, Ohnmeiss,
Guyer, Rashbaum, & Hochschuler, 2001; Sinikallio et al., 2009; Sinikallio et al., 2010).
For example, one study found that psychometric testing exceeded the ability of
discography to predict disability in patients with low back pain (Carragee, Alamin, Miller,
& Carragee, 2005). Pre-procedure psychiatric/psychological evaluation must be done
prior to diagnostic confirmatory testing for a number of procedures. Examples include
discography for fusion, spinal cord stimulation, or intrathecal drug delivery systems, and
they should not be done by a psychologist employed by the physician planning to perform
the procedure.

In many instances, psychological testing has validity comparable to that of commonly
used medical tests; for example, the correlation between high trait anger and blood
pressure is equal to the correlation between reduced blood flow and the failure of a
synthetic hemodialysis graft (Meyer et al., 2001). Thus, psychometric testing may be of
comparable validity to medical tests and may provide unique and useful diagnostic
information (Mever et al., 2001).

All patients who are diagnosed as having chronic pain should be referred for a
psychosocial evaluation, as well as concomitant interdisciplinary rehabilitation treatment.
This referral should be performed in a way so as to not imply that the patient’s claims are
invalid or that the patient is malingering or mentally ill. Even in cases where no
diagnosable mental condition is present, these evaluations can identify social, cultural,
coping, and other variables that may be influencing the patient’s recovery process and
may be amenable to various treatments including behavioral therapy. As pain is
understood to be a biopsychosocial phenomenon, these evaluations should be regarded
as an integral part of the assessment of chronic pain conditions.

a. Qualifications:

i. A psychologist with a PhD, PsyD, or EdD credentials or a physician with
Psychiatric MD/DO credentials may perform the initial comprehensive
evaluations. It is preferable that these professionals have experience in
diagnosing and treating chronic pain disorders and/or working with
patients with physical impairments.

ii. Psychometric tests should be administered by psychologists with a PhD,
PsyD, or EdD or health professionals working under the supervision of a
doctorate level psychologist. Physicians with appropriate training may
also administer such testing, but interpretation of the tests should be
done by properly credentialed mental health professionals.
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Clinical Evaluation:

Special note to health care providers: most providers are required to adhere to
the federal regulations under the Health Insurance Portability and Accountability
Act (HIPAA). Unlike general health insurers, workers’ compensation insurers are
not required to adhere to HIPAA standards. Thus, providers should assume that
sensitive information included in a report sent to the insurer could be forwarded
to the employer. The Colorado statute provides a limited waiver of medical
information regarding the work-related injury or disease to the extent necessary
to resolve the claim. It is recommended that the health care provider either 1)
obtain a full release from the patient regarding information that may go to the
employer or 2) not include sensitive health information not directly related to the
work related conditions in reports sent to the insurer.

All chronic pain patients should have a clinical evaluation that addresses the
following areas recalling that not all details should be included in the report sent
to the insurer due to the HIPAA issue noted above:

i. History of Injury: The history of the injury should be reported in the
patient’s words or using similar terminology. Caution must be exercised
when using translators.

. Nature of injury.

. Psychosocial circumstances of the injury.

. Current symptomatic complaints.

. Extent of medical corroboration.

. Treatment received and results.

. Adherence with treatment.

. Coping strategies used, including perceived locus of control,

catastrophizing, and risk aversion.
. Perception of medical system and employer.
. History of response to prescription medications.

. Health History:

. Nature of injury.
o Medical history.
. Psychiatric history: to include past diagnoses, counseling,

medications, and response to treatment.
o Past, recent, and concurrent stressors.

) History of substance related and addictive disorders to include:
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o Alcohol

o Cannabis products
o Opioids
o Sedative, hypnotic, and anxiolytic medications
o Stimulants
o Prescription drug abuse
o Nicotine use
o Other substances of abuse / dependence
) Activities of daily living.
. Previous injuries, including disability, impairment, and

compensation.

Psychosocial History:

. Childhood history, including abuse/neglect.

o Educational history.

. Family history, including disability.

. Current living situation including roommates, family, intimate

partners, and financial support.

o Marital history and other significant adulthood activities and
events.
. Legal history, including but not limited to substance use related,

domestic violence, criminal, and civil litigation.
. Employment history.

. Military duty: Because post-traumatic stress disorder (PTSD)
might be an unacceptable condition for many military personnel
to acknowledge, it may be prudent to screen initially for signs of
depression or anxiety — both of which may be present in PTSD.

. Signs of pre-injury psychological dysfunction.
. Financial history.
. Prior level of function including self-care, community,

recreational, and employment activities.
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iv. Mental status exam including orientation, cognition, activity, speech,
thinking, affect, mood, and perception. May include screening tests such
as the mini mental status exam or frontal assessment battery if
appropriate.

V. Assessment of any danger posed to self or others.
Vi. Psychological test results, if performed.
Vii. Current psychiatric diagnosis consistent with the standards of the

American Psychiatric Association’s Diagnostic and Statistical Manual of
Mental Disorders.

viil. Pre-existing psychiatric conditions: Treatment of these conditions is
appropriate when the pre-existing condition affects recovery from chronic
pain.

iX. Causality: to address medically probable cause and effect and to

distinguish pre-existing psychological symptoms, traits, and
vulnerabilities from current symptoms.

X. Treatment recommendations with respect to specific goals, frequency,
time frames, and expected outcomes.

I

Tests of Psychological Functioning: Psychometric testing is a valuable
component of a consultation to assist the physician in making a more effective
treatment plan. Psychometric testing is useful in the assessment of mental
conditions, pain conditions, cognitive functioning, treatment planning, vocational
planning, and evaluation of treatment effectiveness. While there is no general
agreement as to which psychometric tests should be specifically recommended
for psychological evaluations of chronic pain conditions, standardized tests are
preferred over those which are not for assessing diagnosis. Generally, it is
helpful if tests consider the following issues: validity, physical symptoms,
affective disorders, character disorders and traits, and psychosocial history
(Bruns & Disorbio, 2014). Character strengths that support the
healing/rehabilitative process should also be evaluated and considered with any
dysfunctional behavior patterns or pathology to more accurately assess the
patient’s prognosis and likely response to a proposed intervention.

In contrast, non-standardized tests can be useful for “ipsative” outcome
assessment, in which a test is administered more than once and a patient’s
current and past reports are compared.

It is appropriate for the mental health providers to use their discretion and
administer selective psychometric tests within their expertise and within
standards of care in the community. Use of screening psychometrics by non-
mental health providers is encouraged, but mental health provider consultation
should always be utilized for chronic pain patients in which invasive palliative
pain procedures or chronic opiate treatment is being contemplated. Some of
these tests are available in Spanish and other languages, and many are written
atae™ grade reading level. Examples of frequently used psychometric tests
performed include, but are not limited to, the tests identified below. (For a
description of the psychometric tests listed in this section, refer to the Appendix,
Description of Tests of Psychological Functioning.)
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Comprehensive Inventories for Medical Patients:

A) Battery for Health Improvement, 2™ Edition (BHI™ -2).

B) Millon™ Behavioral Medical Diagnostic (MBMD ™).
Comprehensive Psychological Inventories:

These tests are designed for detecting various psychiatric syndromes but
in general are more prone to false positive findings when administered to

medical patients.

A) Millon® Clinical Multiaxial Inventory® (MCMI®-1V).

B) Minnesota Multiphasic Personality Inventory®, 2" Edition
(MMPI®-2).
C) Minnesota Multiphasic Personality Inventory®, 2" Edition

Revised Form (MMPI®-2).
D) Personality Assessment Inventory ™ (PAI®).
Brief Multidimensional Screens for Medical Patients:
Treating providers may use brief instruments to assess a variety of
psychological and medical conditions, including depression, pain,
disability, and others. These instruments may also be employed as
repeated measures to track progress in treatment or as one test in a
more comprehensive evaluation. Brief instruments are valuable in that
the test may be administered in the office setting and hand scored by the
physician. Results of these tests should help providers distinguish which
patients should be referred for a specific type of comprehensive
evaluation.
A) Brief Battery for Health Improvement, 2™ Edition (BBHI™-2).
B) Pain Patient Profile (P-3®).
C) SF-36®.
D) Sickness Impact Profile (SIP).
E) McGill Pain Questionnaire (MPQ).
F) McGill Pain Questionnaire — Short Form (MPQ-SF).
G) Oswestry Disability Questionnaire (ODQ).
H) Visual Analog Scales (VAS).
1) Numerical Rating Scales (NRS).

J) Chronic Pain Grade Scale (CPGS) (Hawker, Mian, Kendzerska,
& French, 2011; Krebs et al., 2010; Roy, MacDermid, Tang, &

Page 23



Chronic Pain Disorder

K)

Beaton, 2013).

Pain Catastrophizing Scale (PCS).

Brief Multidimensional Screens for Psychiatric Patients:

These tests are designed for detecting various psychiatric syndromes but
in general are more prone to false positive findings when administered to
medical patients.

A)
B)

C)

Brief Symptom Inventory (BSI®).
Brief Symptom Inventory—18 (BSI®-18).

Symptom Check List - 90 Revised (SCL-90 R®).

Brief Specialized Psychiatric Screening Measures:

A)

B)

C)

D)

E)

Beck Depression Inventory® (BDI®).

Center of Epidemiologic Studies — Depression Questionnaire
(CES-D).

Note: Designed for assessment of psychiatric patients, not pain
patients, which can bias results, and this should be a
consideration when using.

Brief Patient Health Questionnaire from PRIME - MD®. (The
PHQ-9 may also be used as a depression screen.)

Zung Depression Questionnaire.

Note: The Zung Depression Scale must be distinguished from
the Modified Zung Depression scale used by the DRAM (a
QPOP measure). The Zung Depression Scale has different items
and a different scoring system than the Modified Zung
Depression scale, making the cutoff scores markedly different.
The cutoff scores for one measure cannot be used for the other.

Generalized Anxiety Disorder 7-item scale (GAD-7).
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Evidence Statements Regarding Psychometric Testing

Good Evidence

Evidence Statement Citation Design
Psychometric testing can have | (Block et al., 2001) Prospective cohort
significant ability to predict study

medical treatment outcome.
(Sinikallio et al., 2009) Observational cohort
study

(Sinikallio et al., 2010) Observational cohort
study

R

[

DIAGNOSTIC STUDIES: Imaging of the spine and/or extremities is a generally accepted,
well-established, and widely used diagnostic procedure when specific indications, based
on history and physical examination, are present. Practitioners should be aware of the
radiation doses associated with various procedures and provide appropriate warnings to
patients. Coloradans have a substantial background exposure to radiation, and
unnecessary CT scans or X-rays increase the lifetime risk of cancer death (Hendrick et
al., 2012). Physicians should refer to the Division’s Medical Treatment Guidelines on
specific acute care for detailed information about specific testing procedures. Tests
should be performed to rule in or out specific diagnoses.

a. Radiographic Imaging, MRI, CT, bone scan, radiography, and other special
imaging studies may provide useful information for many musculoskeletal
disorders causing chronic pain. It is probably most helpful in ruling out rare,
significant diagnoses that may present with pain, such as metastatic cancer.
Most imaging is likely to demonstrate aging changes which are usually not
pathologic. Refer to specific Division Medical Treatment Guidelines for details.
Before the test is performed, patients should be informed of the purpose of the
exam (e.g., to rule out unsuspected cancer) and the likelihood of finding non-
pathologic changes that are part of the normal aging process.

Electrodiagnostic studies may be useful in the evaluation of patients with
suspected myopathic or neuropathic disease and may include Nerve Conduction
Studies (NCS), Standard Needle Electromyography, or Somatosensory Evoked
Potential (SSEP). The evaluation of electrical studies is complex and should be
performed by specialists who are well trained in the use of this diagnostic
procedure.

1=

Special testing procedures may be considered when attempting to confirm the
current diagnosis or reveal alternative diagnosis. Additional special tests may be
performed at the discretion of the physician.

|

=

Testing for Complex Regional Pain Syndrome (CRPS 1) or Sympathetically
Maintained Pain (SMP) is described in the Division’s Complex Regional Pain
Syndrome/Reflex Sympathetic Dystrophy Medical Treatment Guidelines.

LABORATORY TESTING: Laboratory tests are generally accepted, well-established,
and widely used procedures. Patients should be carefully screened at the initial exam for
signs or symptoms of diabetes, hypothyroidism, arthritis, and related inflammatory
diseases. For patients at risk for sleep apnea, testing may be appropriate depending on
medication use and issues with insomnia. The presence of concurrent disease does not
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refute work-relatedness of any specific case. This frequently requires laboratory testing.
When a patient's history and physical examination suggest infection, metabolic or
endocrinologic disorders, tumorous conditions, systemic musculoskeletal disorders (e.qg.,
rheumatoid arthritis or ankylosing spondylitis), or problems potentially related to
medication (e.g., renal disease and non-steroidal anti-inflammatory medications), then
laboratory tests, including, but not limited to the following can provide useful diagnostic

information:

a. Thyroid stimulating hormone (TSH) for hypothyroidism;

b. Diabetic screening: recommended for men and women with a BMI over 30,
patients with a family history of diabetes, those from high risk ethnic groups, and
patients with a previous history of impaired glucose tolerance. There is some
evidence that diabetic patients with upper extremity disorders have sub-optimal
control of their diabetes (Ramchurn et al., 2009);

C. Serum protein electrophoresis;

d. Sedimentation rate and C-reactive protein (CRP) are nonspecific but elevated in
infection, neoplastic conditions, and rheumatoid arthritis. Other screening tests to
rule out inflammatory or autoimmune disease may be added when appropriate;

e. Serum calcium, phosphorus, uric acid, alkaline, and acid phosphatase for
metabolic, endocrine and neo-plastic conditions;

f. Complete blood count (CBC), liver, and kidney function profiles for metabolic or
endocrine disorders or for adverse effects of various medications;

g. Bacteriological (microorganism) work-up for wound, blood, and tissue;

h. Vitamin B12 levels may be appropriate for some patients.

The Division recommends that the workers’ compensation carrier cover initial lab diagnostic
procedures to ensure that an accurate diagnosis and treatment plan is established. When an
authorized treating provider has justification for the test, insurers should cover the costs.
Laboratory testing may be required periodically to monitor patients on chronic medications.

5. INJECTIONS-DIAGNOSTIC:

a.

Chronic Pain Disorder

Spinal Diagnostic Injections:

Diagnostic spinal injections are not commonly used in chronic pain patients as
usually they have been performed previously in the acute or subacute stage.
They may rarely be necessary for aggravations of low back pain. Refer to the
Division’s Low Back Pain Medical Treatment Guideline for indications.

i Steroid Associated Issues:

If steroids are injected, only non-particulate steroids should be used to
avoid the risk of spinal infection.

The majority of diabetic patients will experience an increase in glucose
following steroid injections. Average increases in one study were
125mg/dL and returned to normal in 48 hours (Even, Crosby, Song,
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McGirt, & Devin, 2012), whereas in other studies, the increased glucose
levels remained elevated up to 7 days, especially after multiple injections
(Gonzalez, Laker, Sullivan, Harwood, & Akuthota, 2009; G. S. Habib &
Miari, 2011; Younes et al., 2007). All diabetic patients should be told to
follow their glucose levels carefully over the 7 days after a steroid
injection. For patients who have not been diagnosed with diabetes, one
can expect some increase in glucose due to insulin depression for a few
days after a steroid injection. Clinicians may consider diabetic screening
tests for those who appear to be at risk for type 2 diabetes (G. S. Habib
& Miari, 2011; Moon et al., 2014; Ward, Watson, Wood, Dunne, & Kerr,
2002; Younes et al., 2007).

Intra-articular or epidural injections cause rapid drops in plasma cortisol
levels which usually resolve in 1 to 4 weeks (Moon et al., 2014; Younes
et al., 2007). There is some evidence that an intra-articular injection of 80
mg of methylprednisolone acetate into the knee has about a 25%
probability of suppressing the adrenal gland response to exogenous
adrenocortocotrophic hormone ACTH for four or more weeks after
injection, but complete recovery of the adrenal response is seen by week
8 after injection (G. Habib, Jabbour, Artul, & Hakim, 2014). This adrenal
suppression could require treatment if surgery or other physiologically
stressful events occur.

There is good evidence that there are no significant differences between
epidural injections with corticosteroid plus local anesthetic versus local
anesthetic alone in patients with symptomatic spinal stenosis; however,
there are measureable differences with respect to morning cortisol levels
at 3 and 6 weeks after the injection, suggesting that the corticosteroid
injection is capable of inducing suppression of the hypothalamic-pituitary-
adrenal axis (Friedly et al., 2014).

Case reports of Cushing’s syndrome, hypopituitarism and growth
hormone deficiency have been reported uncommonly and have been tied
to systemic absorption of intra-articular and epidural steroid injections
(Lansang, Farmer, & Kennedy, 2009). Cushing’s syndrome has also
been reported from serial occipital nerve injections and paraspinal
injections (Edmonds, Vance, & Hughes, 1991; Lavin & Workman, 2001).

Morning cortisol measurements may be ordered prior to repeating steroid
injections or prior to the initial steroid injection when the patient has
received multiple previous steroid injections.

The effect of steroid injections on bone mineral density (BMD) and any
contribution to osteoporotic fractures is less clear. Patients on long-term
steroids are clearly more likely to suffer from fractures than those who do
not take steroids. However, the contribution from steroid injections to this
phenomenon does not appear to be large. A well-controlled, large
retrospective cohort study found that individuals with the same risk
factors for osteoporotic fractures were 20% more likely to suffer a lumbar
fracture if they had an epidural steroid injection. The risk increased with
multiple injections (Mandel, Schilling, Peterson, Rao, & Sanders, 2013).
Other studies have shown inconsistent findings regarding BMD changes
(Angeli et al., 2006; Kang, Lin, Ding, Liang, & Lian, 2013; S. Kim &
Hwang, 2014).
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Thus the risk of epidural injections must be carefully discussed with the
patient, particularly for patients over 60, and repeat injections should
generally be avoided unless the functional goals to be reached outweigh
the risk for future fracture. Patients with existing osteoporosis or other
risk factors for osteoporosis should rarely receive epidural steroid
injections.

Time Frame for Spinal Diagnostic Injections

Maximum

Given this information regarding increase in blood glucose levels, effects on the
endocrine system, and possible osteoporotic influence, it is suggested that
intra-articular and epidural injections be limited to a total of 3 to 4 per year [all
joints combined] (Caldwell, 1996; Kang et al., 2013; Ostergaard & Halberqg,

1998).

Chronic Pain Disorder

Specific Diagnostic Injections: In general, relief should last for at least the
duration of the local anesthetic used and should significantly result in
functional improvement and relief of pain. Refer to Section G.7,
Injections — Spinal Therapeutic, for information on specific therapeutic
injections.

A) Epidural injections: Diagnostic epidural injections are usually not
necessary in chronic pain as herniated discs have already been
treated. They may be used for spinal stenosis. Refer to the
Division’s Low Back Pain Medical Treatment Guideline for
indications.

B) Medial Branch Blocks: Diagnostic medical branch blocks are
usually not necessary in chronic pain. Refer to the Division’s Low
Back Pain Medical Treatment Guideline for indications.

C) Sacroiliac Joint Injection: Diagnostic sacroiliac joint injections are
usually not necessary in chronic pain. Refer to the Division’s Low
Back Pain Medical Treatment Guideline for indications.

D) Zygapophyseal (Facet) Blocks: Diagnostic zygapophyseal blocks
are usually not necessary in chronic pain. Refer to the Division’s
Low Back Pain Medical Treatment Guideline for indications.

E) Peripheral Nerve Blocks: These are diagnostic injections that
may be used for specific nerve injury or entrapment syndromes.
Not all peripheral nerve blocks require fluoroscopy. On occasion,
they are used for treatment in chronic pain or CRPS. Repeat
injection for treatment should be based on functional changes.
These injections are usually limited to 3 injections per site per
year.
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Evidence Statements Regarding Diagnostic Spinal Injections and Steroid Associated Issues

Strong Evidence

Evidence Statement

Citation

Design

Epidural steroid injections
(ESIs) have a small average
short-term benefit for leg pain
and disability for those with
sciatica.

ESls do not, on average,
provide clinically meaningful
long-term improvements in leg
pain, back pain, or disability in
patients with sciatica (lumbar

radicular pain or radiculopathy).

ESls have no short-term or
long-term benefit for low back
pain.

(Pinto et al., 2012)

Meta-analysis of
randomized clinical
trials

Good Evidence

Evidence Statement

Citation

Design

The addition of steroids to a
transforaminal bupivacaine
injection has a small effect on
patient reported pain and
disability.

(Ng, Chaudhary, & Sell,

2005)

Randomized clinical trial

(Tafazal, Ng,
Chaudhary, & Sell,

2009)

Randomized clinical trial

There are no significant
differences between epidural
injections with corticosteroid
plus local anesthetic versus
local anesthetic alone in
patients with symptomatic
spinal stenosis. However, there
are measureable differences
with respect to morning cortisol
levels at 3 and 6 weeks after
the injection, suggesting that
the corticosteroid injection is
capable of inducing
suppression of the
hypothalamic-pituitary-adrenal
axis.

(Friedly et al., 2014)

Randomized clinical trial

Chronic Pain Disorder

Page 29




Evidence Statements Regarding Diagnostic Spinal Injections and Steroid Associated Issues

Some Evidence | Evidence Statement Citation Design
The addition of steroids to a (Riew et al., 2006; Riew | Randomized clinical trial
transforaminal bupivacaine et al., 2000)

injection may reduce the
frequency of surgery in the first
year after treatment in patients
with neurologic compression
and corresponding imaging
findings who also are strong
candidates for surgery and
have completed 6 weeks of
therapy without adequate
benefit. The benefits for the
non-surgical group persisted for
at least 5 years in most
patients, regardless of the type
of block given.

After 6 weeks of conservative (Buttermann, 2004) Randomized clinical trial
therapy for large herniated
discs, an epidural injection may
be attempted, as it does not
compromise the results of a
discectomy at a later date. One
half of the patients in this study
who were randomized to ESIs
did not have surgery and this
benefit persisted. Because this
study did not have a control
group that received neither
treatment nor a group which
received injections without
steroids, one cannot make
definite conclusions regarding
the efficacy of ESI injections in
this setting.

An intra-articular injection of 80 | (G. Habib et al., 2014) Randomized clinical trial
mg of methylprednisolone
acetate into the knee has about
a 25% probability of
suppressing the adrenal gland
response to exogenous
adrenocortocotrophic hormone
ACTH for four or more weeks
after injection, but complete
recovery of the adrenal
response is seen by week 8
after injection.
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Evidence Against

Good Evidence Evidence Statement Citation Design
There is good evidence against | ([Cochrane] Staal, de Systematic review of
the use of lumbar facet or Bie, de Vet, Hildebrandt, | randomized clinical
epidural injections for relief of & Nelemans, 2008) trials
non-radicular low back pain.

@

SPECIAL TESTS: are generally well-accepted tests and are performed as part of a

skilled assessment of the patient’s capacity to return to work, his/her strength capacities,
and/or physical work demand classifications and tolerance. The procedures in this
subsection are listed in alphabetical order.

a.

Computer-Enhanced Evaluations: These may include isotonic, isometric,

isokinetic, and/or isoinertial measurements of movement; ROM; endurance; or
strength. Values obtained can include degrees of motion, torque forces,
pressures, or resistance. Indications include determining validity of effort,
effectiveness of treatment, and demonstrated motivation. These evaluations
should not be used alone to determine return-to-work restrictions.

Time Frames for Computer-Enhanced Evaluations

Frequency | One time for evaluation, one for mid-treatment assessment, and one at

final evaluation.

b.

Chronic Pain Disorder

Functional Capacity Evaluation (FCE): This is a comprehensive or modified
evaluation of the various aspects of function as they relate to the worker’s ability
to return to work. Areas such as endurance, lifting (dynamic and static), postural
tolerance, specific ROM, coordination and strength, worker habits, employability,
as well as psychosocial aspects of competitive employment may be evaluated.
Reliability of patient reports and overall effort during testing is also reported.
Components of this evaluation may include: (a) musculoskeletal screen; (b)
cardiovascular profile/aerobic capacity; (c) coordination; (d) lift/carrying analysis;
(e) job-specific activity tolerance; (f) maximum voluntary effort; (g) pain
assessment/psychological screening; and (h) non-material and material handling
activities. Standardized national guidelines (such as National Institute for
Occupational Safety and Health (NIOSH)) should be used as the basis for FCE
recommendations.

Most studies of FCEs were performed on chronic low back cases. There is some
evidence that an FCE fails to predict which injured workers with chronic low back
pain will have sustained return to work (D. P. Gross & Battie, 2004). Another
cohort study concluded that there was a significant relation between FCE
information and return to work, but the predictive efficiency was poor (Streibelt
Blume, Thren, Reneman, & Mueller-Fahrnow, 2009). There is some evidence
that time off work and gender are important predictors for return to work, and
floor-to-waist lifting may also help predict return to work; however, the strength of
that relationship has not been determined (Matheson, Isernhagen, & Hart, 2002).
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A full review of the literature reveals no evidence to support the use of FCEs to

prevent future injuries ([Cochrane] Mahmud et al., 2010). There is some
evidence in chronic low back pain patients that (1) FCE task performance is
weakly related to time on disability and time for claim closure, and (2) even
claimants who fail on numerous physical performance FCE tasks may be able to
return to work (D. P. Gross, Battie, & Cassidy, 2004). These same issues may

exist for lower extremity issues.

Full FCEs are rarely necessary. In many cases, a work tolerance screening or
return to work performance will identify the ability to perform the necessary job
tasks. There is some evidence that a short form FCE reduced to a few tests
produces a similar predictive quality compared to the longer 2-day version of the
FCE regarding length of disability and recurrence of a claim after return to work
(D. P. Gross, Battie, & Asante, 2007).

When an FCE is being used to determine return to a specific jobsite, the provider
is responsible for fully understanding the physical demands and the duties of the
job that the worker is attempting to perform. A jobsite evaluation is usually
necessary. A job description should be reviewed by the provider and FCE
evaluator prior to this evaluation. FCEs cannot be used in isolation to determine
work restrictions. It is expected that the FCE may differ from both self-report of
abilities and pure clinical exam findings in chronic pain patients (Brouwer et al.
2005). The length of a return to work evaluation should be based on the
judgment of the referring physician and the provider performing the evaluation.
Since return to work is a complicated multidimensional issue, multiple factors
beyond functional ability and work demands should be considered and measured
when attempting determination of readiness or fitness to return to work (D. P.
Gross et al., 2007). FCEs should not be used as the sole criteria to diagnose

malingering.

Evidence Statements Regarding Functional Capacity Evaluation

Some Evidence

Evidence Statement

Citation

Design

An FCE fails to predict which
injured workers with chronic low
back pain will have sustained
return to work.

In chronic low back pain
patients, (1) FCE task
performance is weakly related
to time on disability and time for
claim closure and (2) even
claimants who fail on numerous
physical performance FCE
tasks may be able to return to
work.

(D. P. Gross & Battie,

2004)

Observational
prognostic study

Chronic Pain Disorder
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Evidence Statements Regarding Functional Capacity Evaluation

Some Evidence, | Time off work and gender are (Matheson et al., 2002) | Retrospective Study

Continued important predictors for return
to work, and floor-to-waist lifting
may also help predict return to
work; however, the strength of
that relationship has not been

predictive quality compared to
the longer 2-day version of the
FCE regarding length of
disability and recurrence of a
claim after return to work.

determined.
A short form FCE reduced to a (D. P. Gross et al., Randomized clinical trial
few tests produces a similar 2007)

Time Frames for Functional Capacity Evaluation

Frequency | Once when the patient is unable to return to the pre-injury position and

further information is desired to determine permanent work restrictions.
Prior authorization is required for repeat FCEs.

I°
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Jobsite Evaluation and Alterations: A comprehensive analysis of the physical,
mental, and sensory components of a specific job. The goal of the jobsite
evaluation is to identify any job modification needed to ensure the safety of the
employee upon return to work. These components may include but are not
limited to: (a) postural tolerance (static and dynamic); (b) aerobic requirements;
(c) range-of-mation; (d) torque/force; (e) lifting/carrying; (f) cognitive demands;
(g9) social interactions; (h) visual perceptual; (i) environmental requirements of a
job; (j) repetitiveness; (k) essential functions of a job; and (l) ergonomic set up.
Job descriptions provided by the employer are helpful but should not be used as
a substitute for direct observation.

Jobsite evaluation and alteration should include input from a health care
professional with experience in ergonomics or a certified ergonomist, the
employee, and the employer. The employee must be observed performing all job
functions in order for the jobsite evaluation to be a valid representation of a
typical workday. If the employee is unable to perform the job function for
observation, a co-worker in an identical job position may be observed instead.
Periodic follow-up is recommended to assess the effectiveness of the
intervention and need for additional ergonomic changes.

A jobsite evaluation may include observation and instruction of how work is done,
what material changes (desk, chair) should be made, and determination of
readiness to return to work.

Requests for a jobsite evaluation should describe the expected goals for the
evaluation. Goals may include but are not limited to the following:
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i. To determine if there are potential contributing factors to the person’s
condition and/or for the physician to assess causality;

ii. To make recommendations for and to assess the potential for ergonomic
changes;

iii. To provide a detailed description of the physical and cognitive job
requirements;

iv. To assist patients in their return to work by educating them on how they
may be able to do their job more safely in a bio-mechanically appropriate
manner;

V. To give detailed work/activity restrictions.

Time Frames for Jobsite Evaluation and Alterations

Frequency | One time with additional visits as needed for follow-up per jobsite.

d.

Vocational Assessment: Once an authorized practitioner has reasonably
determined and objectively documented that a patient will not be able to return to
his/her former employment and can reasonably prognosticate final restrictions,
implementation of a timely vocational assessment can be performed. The
vocational assessment should provide valuable guidance in the determination of
future rehabilitation program goals. It should clarify rehabilitation goals which
optimize both patient motivation and utilization of rehabilitation resources. If
prognosis for return to former occupation is determined to be poor, except in the
most extenuating circumstances, vocational assessment should be implemented
within 3 to 12 months post-injury. Declaration of Maximum Medical Improvement
(MMI) should not be delayed solely due to lack of attainment of a vocational
assessment.

Time Frames for Vocational Assessment

Frequency | One time with additional visits as needed for follow-up.

e.

Work Tolerance Screening (Fitness for Duty): is a determination of an
individual's tolerance for performing a specific job based on a job activity or task.
It may include a test or procedure to specifically identify and quantify work-
relevant cardiovascular, physical fithess, and postural tolerance. It may also
address ergonomic issues affecting the patient’s return-to-work potential. May be
used when a full FCE is not indicated.

Time Frames for Work Tolerance Screening

Frequency | One time for initial screen. May monitor improvements in strength every 3

to 4 weeks up to a total of 6 visits.

Chronic Pain Disorder
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G. THERAPEUTIC PROCEDURES - NON-OPERATIVE

Non-operative therapeutic rehabilitation is applied to patients with chronic and complex problems
of de-conditioning and functional disability. Treatment modalities may be utilized sequentially or
concomitantly depending on chronicity, complexity of the problem, and anticipated therapeutic
effect. Treatment plans should always be based on a diagnosis utilizing appropriate diagnostic
procedures.

All treatment plans begin with shared decision making with the patient. Before initiation of any
therapeutic procedure, an authorized treating physician, employer, and insurer must consider
these important issues in the care of the injured worker:

° Patients undergoing therapeutic procedure(s) should be released or returned to modified
or restricted duty during their rehabilitation at the earliest appropriate time. Refer to
Section G.17, Return-to-Work, in this section for detailed information.

° Reassessment of the patient’s status in terms of functional improvement should be
documented after each treatment. If patients are not responding within the recommended
time periods, alternative treatment interventions, further diagnostic studies, or
consultations should be pursued. Continued treatment should be monitored using
objective measures such as:

. Return-to-work or maintaining work status;

o Fewer restrictions at work or performing activities of daily living (ADL);

o Decrease in usage of medications related to the work injury; and

. Measurable functional gains, such as increased range-of-motion, documented

increase in strength, increased ability to stand, sit or lift, or patient completed
functional evaluations.

° Clinicians should provide and document education to the patient. No treatment plan is
complete without addressing issues of individual and/or group patient education as a
means of facilitating self-management of symptoms.

° Psychological or psychosocial screening should be performed on all chronic pain
patients.

The following procedures are listed in alphabetical order.

1. ACUPUNCTURE

a. Overview: When acupuncture has been studied in randomized clinical trials, it is
often compared with sham acupuncture and/or no acupuncture (usual care). The
differences between true acupuncture and usual care have been moderate but
clinically important. These differences can be partitioned into two components:
non-specific effects and specific effects. Non-specific effects include patient
beliefs and expectations, attention from the acupuncturist, administration of
acupuncture in a relaxing setting, and other components of what is often called
the placebo effect. Specific effects refer to any additional effects which occur in
the same setting of expectations and attention, but they are attributable to the
penetration of the skin in the specific, classic acupuncture points on the surface
of the body by the needles themselves.
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A sham procedure is intended as a non-therapeutic procedure that appears
similar to the patient as the purported therapeutic procedure being tested. In
most controlled studies, sham and classic acupuncture have produced similar
effects. However, the sham controlled studies have shown consistent
advantages of both true and sham acupuncture over no acupuncture when the
studies have included a third comparison group that was randomized to usual
medical care. Having this third comparison group has been advantageous in the
interpretation of the non-specific effects of acupuncture since the third
comparison group controls for some influences on study outcome. These
influences include: more frequent contact with providers; the natural history of the
condition; regression to the mean; the effect of being observed in a clinical trial;
and for biased reporting of outcomes if the follow-up observations are done
consistently in all three treatment groups. Controlling for these factors enables
researchers to more closely estimate the contextual and personal interactive
effects of acupuncture as it is generally practiced.

There is some evidence that in the setting of chronic joint pain arising from
aromatase inhibitor treatment of non-metastatic breast cancer, the symptomatic
relief from acupuncture is strongly influenced by the expectations with which
patients approach treatment, and a patient who expects significant benefits from
acupuncture is more likely to derive benefits from sham acupuncture than a
patient with low expectations is to derive benefits from real acupuncture. On
average, real and sham acupuncture do not lead to significantly different
symptom responses, but different treatment expectations do lead to different
symptom responses (Bauml et al., 2014).

Clinical trials of acupuncture typically enroll participants who are interested in
acupuncture and who may respond to some of the non-specific aspects of the
intervention more than patients who have no interest in or desire for acupuncture.
The non-specific effects of acupuncture may not be produced in patients who
have no wish to be referred for it.

There is a high quality study which does not support good evidence that true
acupuncture is meaningfully superior to sham acupuncture with blunt needles in
relieving the bothersomeness of nonspecific low back pain. The overall evidence
from similar high quality studies does not support evidence of a treatment
difference between true and sham acupuncture (Cho et al., 2013). In these
studies, 5-15 treatments were provided. Comparisons of acupuncture and sham
acupuncture have been inconsistent, and the advantage of true over sham
acupuncture has been small in relation to the advantage of sham over no
acupuncture.

Acupuncture is recommended for subacute or chronic pain patients who are
trying to increase function and/or decrease medication usage and have an
expressed interest in this modality. It is also recommended for subacute or acute
pain for patients who cannot tolerate NSAIDs or other medications.

Acupuncture is not the same procedure as dry needling for coding purposes;
however, some acupuncturists may use acupuncture treatment for myofascial
trigger points. Dry needling is performed specifically on myofascial trigger points.
Refer to Section G.8.i, Trigger Point Injections, and Section G.19.n, Trigger Point
Dry Needling Treatment.

Acupuncture should generally be used in conjunction with manipulative and
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physical therapy/rehabilitation.

Credentialed practitioners with experience in evaluation and treatment of chronic
pain patients must perform evaluations prior to acupuncture treatments. The
exact mode of action is only partially understood. Western medicine studies
suggest that acupuncture stimulates the nervous system at the level of the brain,
promotes deep relaxation, and affects the release of neurotransmitters.
Acupuncture is commonly used as an alternative or in addition to traditional
Western pharmaceuticals. It may be used when pain medication is reduced or
not tolerated; as an adjunct to physical rehabilitation and surgical intervention;
and/or as part of multidisciplinary treatment to hasten the return of functional
activity. Acupuncture must be performed by practitioners with the appropriate
credentials in accordance with state and other applicable regulations. Therefore,
if not otherwise within their professional scope of practice and licensure, those
performing acupuncture must have the appropriate credentials, such as L.A.c.
R.A.c, or Dipl. Ac.

There is good evidence that the small therapeutic effects of needle acupuncture,
active laser acupuncture, and sham acupuncture for reducing pain or improving
function among patients older than 50 years with moderate to severe chronic
knee pain from symptoms of osteoarthritis are due to non-specific effects similar
to placebo (Hinman et al., 2014).

The Agency for Healthcare Research and Quality (AHRQ) supports acupuncture
as effective for chronic low back pain ([AHRQ] R. D. Chou, R.; Friedly, J.; Skelly,
A.; Hashimoto, R.; Weimer, M.; Fu, R.; Dana, T.; Kraegel, P.; Griffin, J.; Grusing,
S.; Brodt, E., 2016). There is good evidence that acupuncture is effective in the
treatment of low back pain in patients with positive expectations of acupuncture
(Haake et al., 2007). There is good evidence that acupuncture, true or sham, is
superior to usual care for the reduction of disability and pain in patients with
chronic nonspecific low back pain, but true and sham acupuncture are likely to be
equally effective (Cherkin et al., 2009). There is some evidence that acupuncture
is better than no acupuncture for axial chronic low back pain (Brinkhaus et al.,
2006). In summary, there is strong evidence that true or sham acupuncture may
be useful for chronic low back pain in patients with high expectations, and it
should be used accordingly.

Indications: All patients being considered for acupuncture treatment should have
subacute or chronic pain (lasting approximately 3-4 weeks depending on the
condition) and meet the following criteria:

) they should have participated in an initial active therapy program; and

. they should show a preference for this type of care or previously have
benefited from acupuncture; and

. they must continue to be actively engaged in physical rehabilitation
therapy and return to work.

Itis less likely to be successful in patients who are more focused on pain than
return to function. Time to produce effect should clearly be adhered to.

Acupuncture: is the insertion and removal of filiform needles to stimulate
acupoints (acupuncture points). Needles may be inserted, manipulated, and
retained for a period of time. Acupuncture can be used to reduce pain, reduce

Page 37



I

=

inflammation, increase blood flow, increase range-of-motion, decrease the side
effect of medication-induced nausea, promote relaxation in an anxious patient,

and reduce muscle spasm.

Indications include joint pain, joint stiffness, soft tissue pain and inflammation,
paresthesia, post-surgical pain relief, muscle spasm, and scar tissue pain.

Acupuncture with Electrical Stimulation: is the use of electrical current (micro-

amperage or milli-amperage) on the needles at the acupuncture site. It is used to
increase effectiveness of the needles by continuous stimulation of the acupoint.
Physiological effects (depending on location and settings) can include endorphin
release for pain relief, reduction of inflammation, increased blood circulation,
analgesia through interruption of pain stimulus, and muscle relaxation.

It is indicated to treat chronic pain conditions, radiating pain along a nerve
pathway, muscle spasm, inflammation, scar tissue pain, and pain located in

multiple sites.

Other Acupuncture Modalities: may include a combination of procedures to

enhance treatment effect. Other procedures may include the use of heat, soft
tissue manipulation/massage, and exercise. Refer to Section G.18, Active
Therapy (Therapeutic Exercise), and Section G.19, Passive Therapy (Massage
and Superficial Heat and Cold Therapy), for a description of these adjunctive
acupuncture modalities and time frames.

Evidence Statements Regarding Acupuncture

Good Evidence

Evidence Statement

Citation

Design

The small therapeutic effects of
needle acupuncture, active
laser acupuncture, and sham
acupuncture for reducing pain
or improving function among
patients older than 50 years
with moderate to severe chronic
knee pain from symptoms of
osteoarthritis are due to non-
specific effects similar to
placebo.

(Hinman et al., 2014)

Negative randomized
clinical trial

Acupuncture is effective in the
treatment of low back pain in
patients with positive
expectations of acupuncture.

(Haake et al., 2007)

Randomized clinical trial

Chronic Pain Disorder
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Evidence Statements Regarding Acupuncture

Good Evidence, | Acupuncture, true or sham, is (Cherkin et al., 2009) Randomized clinical trial
Continued superior to usual care for the
reduction of disability and pain
in patients with chronic
nonspecific low back pain, but
true and sham acupuncture are
likely to be equally effective.

Some Evidence | Evidence Statement Citation Design

In the setting of chronic joint (Bauml et al., 2014) Randomized clinical trial
pain arising from aromatase
inhibitor treatment of non-
metastatic breast cancer, the
symptomatic relief from
acupuncture is strongly
influenced by the expectations
with which patients approach
treatment, and a patient who
expects significant benefits
from acupuncture is more likely
to derive benefits from sham
acupuncture than a patient with
low expectations is to derive
benefits from real acupuncture.
On average, real and sham
acupuncture do not lead to
significantly different symptom
responses, but different
treatment expectations do lead
to different symptom
responses.

Acupuncture is better than no (Brinkhaus et al., 2006) | Randomized clinical trial
acupuncture for axial chronic
low back pain.

Summary of Evidence Regarding Acupuncture

Based on the multiple studies with good and some evidence listed above, there is strong evidence that
true or sham acupuncture may be useful for chronic low back pain in patients with high expectations, and
it should be used accordingly.

e. Total Time Frames for Acupuncture and Acupuncture with Electrical
Stimulation: are not meant to be applied to acupuncture and acupuncture with
electrical stimulation separately. The time frames are to be applied to all
acupuncture treatments regardless of the type or combination of therapies being
provided.
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Time Frames for Acupuncture and Acupuncture with Electrical Stimulation

Time to Produce Effect | 3 to 6 treatments.

Frequency 1 to 3 times per week.
Optimum Duration 1 to 2 months.
Maximum Duration 14 treatments within 6 months.

Any of the above acupuncture treatments may extend longer if objective
functional gains can be documented and when symptomatic benefits facilitate
progression in the patient’s treatment program. Treatment beyond 14 treatments
must be documented with respect to need and ability to facilitate positive
symptomatic or functional gains. Such care should be re-evaluated and
documented with each series of treatments.

2. BIOFEEDBACK

a.

=

1
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Overview: Biofeedback is a form of behavioral medicine that helps patients learn
self-awareness and self-regulation skills for the purpose of gaining greater
control of their physiology, such as muscle activity, brain waves, and measures
of autonomic nervous system activity. Stress-related psycho-physiological
reactions may arise as a reaction to organic pain and in some cases may cause
pain. Electronic instrumentation is used to monitor the targeted physiology and
then displayed or fed back to the patient visually, auditorily, or tactilely, with
coaching by a biofeedback specialist. There is good evidence that biofeedback or
relaxation therapy is equal in effect to cognitive behavioral therapy for chronic
low back pain (Hoffman, Papas, Chatkoff, & Kerns, 2007). There is good
evidence that cognitive behavioral therapy, but not behavioral therapy (e.g.,
biofeedback), shows weak to small effects in reducing pain and small effects on
improving disability, mood, and catastrophizing in patients with chronic pain
([Cochrane] A. C. Williams, Eccleston, & Morley, 2012).

Indications for biofeedback include cases of musculoskeletal injury in which
muscle dysfunction or other physiological indicators of excessive or prolonged
stress response affects and/or delays recovery. Other applications include
training to improve self-management of pain, anxiety, panic, anger or emotional
distress, opioid withdrawal, insomnia/sleep disturbance, and other central and
autonomic nervous system imbalances. Biofeedback is often utilized for
relaxation training. Mental health professionals may also utilize it as a component
of psychotherapy, where biofeedback and other behavioral techniques are
integrated with psychotherapeutic interventions. Biofeedback is often used in
conjunction with physical therapy or medical treatment.

Recognized types of biofeedback include the following:

EMG/Electromyogram (EMG): used for self-management of pain and stress

reactions involving muscle tension.

Skin Temperature: used for self-management of pain and stress reactions,

especially vascular headaches.
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Respiration Feedback (RFB): used for self-management of pain and stress
reactions via breathing control.

Respiratory Sinus Arrhythmia (RSA): used for self-management of pain and
stress reactions via synchronous control of heart rate and respiration.
Respiratory sinus arrhythmia is a benign phenomenon which consists of a small
rise in heart rate during inhalation and a corresponding decrease during
exhalation. This phenomenon has been observed in meditators and athletes and
is thought to be a psycho-physiological indicator of health.

Heart Rate Variability (HRV): used for self-management of stress via managing
cardiac reactivity.

Electrodermal Response (EDR): used for self-management of stress involving
palmar sweating or galvanic skin response.

Electroencephalograph (EEG, QEEG): used for self-management of various
psychological states by controlling brainwaves.

The goal in biofeedback treatment is normalizing the physiology to the pre-injury
status to the extent possible and involves transfer of learned skills to the
workplace and daily life. Candidates for biofeedback therapy or training should
be motivated to learn and practice biofeedback and self-regulation techniques. In
the course of biofeedback treatment, patient stressors are discussed and self-
management strategies are devised. If the patient has not been previously
evaluated, a psychological evaluation should be performed prior to beginning
biofeedback treatment for chronic pain. The psychological evaluation may reveal
cognitive difficulties, belief system conflicts, somatic delusions, secondary gain
issues, hypochondriasis, and possible biases in patient self-reports, which can
affect biofeedback. Home practice of skills is often helpful for mastery and may
be facilitated by the use of home training tapes.

Psychologists or psychiatrists, who provide psycho-physiological therapy which
integrates biofeedback with psychotherapy, should be either Biofeedback
Certification International Alliance (BCIA) certified or practicing within the scope
of their training. All non-licensed health care providers of biofeedback for chronic
pain patients must be BCIA certified and shall have their biofeedback treatment
plan approved by an authorized treating psychologist or psychiatrist. Biofeedback
treatment must be done in conjunction with the patient’s psychosocial
intervention. Biofeedback may also be provided by licensed health care providers
who follow a set treatment and educational protocol. Such treatment may utilize
standardized material, relaxation tapes, or smart phone apps.
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Evidence Statements Regarding Biofeedback

Good Evidence

Evidence Statement

Citation

Design

Biofeedback or relaxation
therapy is equal in effect to
cognitive behavioral therapy for
chronic low back pain.

(Hoffman et al., 2007)

Meta-analysis of
controlled clinical trials

Cognitive behavioral therapy,
but not behavioral therapy e.g.,
biofeedback, shows weak to
small effects in reducing pain
and small effects on improving
disability, mood, and
catastrophizing in patients with
chronic pain.

([Cochrane] A. C.
Williams et al., 2012)

Meta-analysis of
randomized clinical
trials favoring cognitive
behavioral therapy over
biofeedback

Time Frames for Biofeedback

Time to Produce Effect

3 to 4 sessions.

Frequency

1to 2 times per week.

Optimum Duration

5 to 6 sessions.

Maximum Duration

10 to 12 sessions. Treatment beyond 12 sessions
must be documented with respect need,
expectation, and ability to facilitate functional gains.

COMPLEMENTARY MEDICINE

a.

=

Overview: Complementary Medicine, termed Complementary Alternative
Medicine (CAM) in some systems, is a term used to describe a broad range of
treatment modalities, a number of which are generally accepted and supported
by some scientific literature and others which still remain outside the generally
accepted practice of conventional Western Medicine. In many of these
approaches, there is attention given to the relationship between physical,
emotional, and spiritual well-being. While CAM may be performed by a myriad of
both licensed and non-licensed health practitioners with training in one or more
forms of therapy, credentialed practitioners should be used when available or

applicable.

Although CAM practices are diverse and too numerous to list, they can be
generally classified into five domains:

Alternative Medical Systems: These are defined as medical practices that have

developed their own systems of theory, diagnosis, and treatment and have
evolved independent of and usually prior to conventional Western Medicine.
Some examples are Traditional Chinese Medicine, Ayurvedic Medicine,

Chronic Pain Disorder

Homeopathy, and Naturopathy.
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Mind-body Interventions: These include practices such as hypnosis,
meditation, bioenergetics, and prayer. Reflexology does not appear to relieve low
back pain (Poole, Glenn, & Murphy, 2007).

I?
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Biological-based Practices: These include herbal and dietary therapy as well
as the use of nutritional supplements. To avoid potential drug interactions,
supplements should be used in consultation with an authorized treating
physician.

Body-based Therapy: This category includes Rolfing bodywork. For information
on yoga, please refer to Section G.18.g, Therapeutic Exercise.

|®

I

Energy-based Practices: Energy-based practices include a wide range of
modalities that support physical as well as spiritual and/or emotional healing.
Some of the more well-known energy practices include Qi Gong, Tai Chi, Healing
Touch, and Reiki. Practices such as Qi Gong and Tai Chi are taught to the
patient and are based on exercises the patient can practice independently at
home. Other energy-based practices such as Healing Touch and Reiki that
involve a practitioner/patient relationship may provide some pain relief
([Cochrane] So, Jiang, & Qin, 2008). Tai Chi may improve range-of-motion in
those with rheumatoid arthritis ((Cochrane] Han et al., 2004; Wang, 2008). There
is some evidence that a 10-week tai chi program was effective for improving pain
symptoms and disability compared with usual care controls for those who have
chronic low back pain symptoms (A. M. Hall, Maher, Lam, Ferreira, & Latimer,
2011). There is insufficient evidence that the results from Qi Gong are equivalent
to exercise therapy (Blodt et al., 2015; Rendant et al., 2011).

Methods used to evaluate chronic pain patients for participation in CAM will differ with
various approaches and with the training and experience of individual practitioners. A
patient may be referred for CAM therapy when the patient’s cultural background, religious
beliefs, or personal concepts of health suggest that an unconventional medical approach
might assist in the patient’s recovery or when the physician’s experience and clinical
judgment support a CAM approach. The patient must demonstrate a high degree of
motivation to return to work and improve his or her functional activity level while
participating in therapy. Other more traditional conservative treatments should generally
be attempted before referral to CAM. Treatment with CAM requires prior authorization.

All CAM treatments require prior authorization and must include agreed upon number of
visits for time to produce functional effects.

Evidence Statements Regarding Complementary Medicine

Some Evidence

Evidence Statement Citation Design

A 10-week tai chi program was | (A. M. Hall et al., 2011) | Assessor single-blind
effective for improving pain randomized controlled
symptoms and disability trial

compared with usual care
controls for those who have
chronic low back pain
symptoms.
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Time Frames for Complementary Medicine

Time to Produce Effect | Functional treatment goals and number of treatments
for time to produce effect should be set with the
practitioner and the patient before the beginning of

treatment.
Frequency Per CAM therapy selected.
Optimum Duration Should be based upon the physician’s clinical

judgment and demonstration by the patient of positive
symptomatic and functional gains. Practitioner
provided CAM therapy is not recommended on a

maintenance basis.

DIRECT CORTICAL STIMULATION

There are several types of cortical stimulation to relieve pain. All of these are undergoing
further investigation and are considered experimental at this time. The limited studies
available do not allow translation to the workers’ compensation chronic pain population
(Andre-Obadia et al., 2014; Avery et al., 2015; Nardone et al., 2014; Vaseghi, Zoghi, &

Jaberzadeh, 2015). An invasive option is implantation in the epidural motor cortex. Given

the invasive nature and lack of evidence applying to the working population, direct
cortical stimulation is not recommended (Andre-Obadia et al., 2014).

[

DISTURBANCES OF SLEEP

a.

Chronic Pain Disorder

Overview: Disturbances of sleep are common in chronic pain. An essential
element of chronic pain treatment is restoration of normal sleep cycles. Although
primary insomnia may accompany pain as an independent co-morbid condition, it
more commonly occurs secondary to the pain condition itself. Exacerbations of
pain often are accompanied by exacerbations of insomnia; the reverse can also
occur. Sleep laboratory studies have shown disturbances of sleep architecture in
pain patients. Loss of deep slow-wave sleep and an increase in light sleep occur.
Sleep efficiency, the proportion of time in bed spent asleep, is also decreased.
These changes are associated with patient reports of non-restorative sleep.
Sleep apnea may also occur as a primary diagnosis or be caused or exacerbated
by opioid and hypnotic use. This should be investigated diagnostically. (Refer to
Section G.10.g, Medications and Medical Management, Opioids).

A recent systematic review explored the relationship between sleep and pain. It
noted that studies of healthy individuals and those in pain from medical
conditions both showed decreased pain thresholds after sleep deprivation. In this
report some studies focusing on sleep continuity disruption showed a disruption
of the natural pain inhibitory function. Sleep continuity disruption may be one of
the most common sleep problems associated with pain (Einan, Goodin, & Smith,
2013). Thus, clinicians should strongly focus on assuring functional sleep for
patients.

Many chronic pain patients develop behavioral habits that exacerbate and
maintain sleep disturbances. Excessive time in bed, irregular sleep routine,
napping, low activity, and worrying in bed are all maladaptive responses that can
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arise in the absence of any psychopathology. Relaxation training such as

progressive relaxation, biofeedback, mindfulness meditation, or imagery training,

and other forms of cognitive therapy can reduce dysfunctional beliefs and
attitudes about sleep (Silber, 2005).

There is some evidence that behavioral modification, such as patient education

and group or individual counseling with cognitive behavioral therapy, can be
effective in reversing the effects of insomnia (Currie, Wilson, Pontefract, &

deLaplante, 2000). Cognitive and behavioral interventions should be undertaken
before prescribing medication solely for insomnia. Behavioral modifications are

easily implemented and can include:

Maintaining a regular sleep schedule; retiring and rising at approximately
the same time on weekdays and weekends, regardless of the number of
hours slept.

Limiting naps to 30 minutes twice per day or less.

Avoiding caffeinated beverages after lunchtime.

Making the bedroom quiet and comfortable, eliminating disruptive lights,
sounds, television sets, pets, and keeping a bedroom temperature of
about 65 degrees Fahrenheit.

Avoiding alcohol or nicotine within 2 hours of bedtime.
Avoiding large meals within 2 hours of bedtime.

Avoiding exposure to TV screens or computers within 2 hours of
bedtime.

Exercising vigorously during the day but not within 2 hours of bedtime
since this may raise core temperature and activate the nervous system.

Associating the bed with sleep and sexual activity only; using other parts
of the home for television, reading, and talking on the telephone.

Leaving the bedroom when unable to sleep for more than 20 minutes
and returning to the bedroom when ready to sleep again.

Reducing time in bed to estimated typical sleeping time.

Engaging in relaxing activities until drowsy.

Behavioral modifications should be trialed before the use of hypnotics.
Reinforcing these behaviors may also decrease hypnotic use and overall

medication costs. Some patients may use other medications to assist in sleep,
such as: trazadone, amitriptyline, doxepin, or low doses of melatonin. There is
some evidence that group cognitive behavioral therapy reduces the severity and
daytime consequences of insomnia for at least six months (Morin et al., 2009).

There is some evidence that ramelteon, while producing a small amount of
reduction in sleep latency, does not appreciably increase total sleep time or
daytime function (Mayer et al., 2009). There is some evidence that a dietary

supplement containing melatonin, magnesium, and zinc, conveyed in pear pulp,
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taken 1 hour before bedtime, results in significantly better quality of sleep and
quality of life than a placebo treatment in long-term care facility residents aged 70
and older with primary insomnia (Rondanelli et al., 2011).

Many medications used in chronic pain can affect the sleep cycle. There is some
evidence that the following medications exert different effects with respect to
sleep variables. Total sleep time and REM sleep duration are likely to be greater
with pregabalin than with duloxetine or amitriptyline. However, pregabalin is likely
to lead to dizziness and fatigue more frequently than the other drugs, and oxygen

desaturation during sleep also appears to be greater with pregabalin (Boyle et

al., 2012).

Insomnia requires difficulty initiating or maintaining sleep, waking up early, or
insufficient restorative sleep despite adequate opportunity for sleep, as well as,
daytime symptoms of sleep deprivation. In general, recommendations for
treatment of insomnia include Cognitive Behavioral Therapy.

Evidence Statements Regarding Disturbance of Slee

Some Evidence

Evidence Statement

Citation

Design

Group cognitive behavioral
therapy reduces the severity
and daytime consequences of
insomnia for at least six
months.

(Morin et al., 2009)

Randomized clinical trial

Behavioral modification, such
as patient education and group
or individual counseling with
cognitive behavioral therapy,
can be effective in reversing the
effects of insomnia.

(Currie et al., 2000)

Randomized clinical trial

Ramelteon, while producing a
small amount of reduction in
sleep latency, does not
appreciably increase total sleep
time or daytime function.

(Mayer et al., 2009)

Randomized clinical trial

A dietary supplement
containing melatonin,
magnesium, and zinc,
conveyed in pear pulp, taken 1
hour before bedtime, results in
significantly better quality of
sleep and quality of life than a
placebo treatment in long-term
care facility residents aged 70
and older with primary
insomnia.

(Rondanelli et al., 2011)

Double-blind placebo
controlled randomized
clinical trial
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Evidence Statements Regarding Disturbance of Sleep

Some Evidence,
Continued

The following medications exert | (Boyle et al., 2012) Randomized clinical trial
different effects with respect to
sleep variables. Total sleep
time and REM sleep duration
are likely to be greater with
pregabalin than with duloxetine
or amitriptyline. However,
pregabalin is likely to lead to
dizziness and fatigue more
frequently than the other drugs,
and oxygen desaturation during
sleep also appears to be
greater with pregabalin.

Summary of Evidence Regarding Disturbance of Sleep

Based on the multiple studies with some evidence listed above, there is good evidence supporting the

use of cognitive

behavioral therapy for sleep disturbances.

6.

EDUCATION/INFORMED/SHARED DECISION MAKING: of the patient and family, as
well as the employer, insurer, policy makers, and the community should be the primary
emphasis to prevent disability. Unfortunately, practitioners often think of education and
informed decision making last, after medications, manual therapy, and surgery.

Informed decision making is the hallmark of a successful treatment plan. In most cases,
the continuum of treatment from the least invasive to the most invasive (e.g., surgery)
should be discussed. The intention is to find the treatment along this continuum which
most completely addresses the condition. Patients should identify their personal values
and functional goals of treatment at the first visit. It is recommended that specific
individual goals are articulated at the beginning of treatment as this is likely to lead to
increased patient satisfaction above that achieved from improvement in pain or other
physical function (Hazard et al., 2009). Progress toward the individual functional goals
identified should be addressed at follow-up visits and throughout treatment by other
members of the health care team as well as an authorized physician.

Documentation of the informed decision process should occur whenever diagnostic tests
or referrals from an authorized treating physician are contemplated. The informed
decision making process asks the patients to set their personal functional goals of
treatment and describe their current health status and any concerns they have regarding
adhering to the diagnostic or treatment plan proposed. The provider should clearly
describe the following:

. The expected functional outcomes from the proposed treatment or the expected
results and plan of action if diagnostic tests are involved.

. Expected course of illness/injury without the proposed intervention.
. Any side effects and risks to the patient.
) Required post-treatment rehabilitation time and impact on work, if any.
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. Alternative therapies or diagnostic testing.

Before diagnostic tests or referrals for invasive treatment take place, the patient should
be able to clearly articulate the goals of the intervention, the general side effects and
risks associated with it, and his/her decision regarding compliance with the suggested
plan. There is some evidence that information provided only by video is not sufficient
education (Newcomer, Vickers Douglas, Shelerud, Long, & Crawford, 2008).

Practitioners must develop and implement an effective strategy and skills to educate
patients, employers, insurance systems, policy makers, and the community as a whole.
An education-based paradigm should always start with providing reassuring information
to the patient and informed decision making. More in-depth education currently exists
within a treatment regimen employing functional restoration, prevention, and cognitive
behavioral techniques. Patient education and informed decision making should facilitate
self-management of symptoms and prevention.

Evidence Statements Regarding Education / Informed Decision Making

Some Evidence

Evidence Statement Citation Design
Information provided only by (Newcomer et al., 2008) | Prospective randomized
video is not sufficient education. controlled trial

I~

Time Frames for Education / Informed Decision Making

Time to Produce Effect Varies with individual patient

Frequency Should occur at every visit.

INJECTIONS-SPINAL THERAPEUTIC:

The following injections are considered reasonable treatment for chronic pain
exacerbations when therapy is continuing and specific indications are met. Refer to the
Division’s appropriate Medical Treatment Guideline for indications. For post-MMI care,
refer to Section 1.8, Injection Therapy Maintenance Management, in this guideline.

a. Steroid Associated Issues: If steroids are injected, only non-particulate steroids
should be used to avoid the risk of spinal infarction.

The majority of diabetic patients will experience an increase in glucose following
steroid injections. Average increases in one study were 125mg/dL and returned
to normal in 48 hours (Even et al., 2012), whereas in other studies, the increased
glucose levels remained elevated up to 7 days, especially after multiple injections
(Gonzalez et al., 2009; G. S. Habib & Miari, 2011; Younes et al., 2007). All
diabetic patients should be told to follow their glucose levels carefully over the 7
days after a steroid injection. For patients who have not been diagnosed with
diabetes, one can expect some increase in glucose due to insulin depression for
a few days after a steroid injection. Clinicians may consider diabetic screening
tests for those who appear to be at risk for type 2 diabetes (G. S. Habib & Miari,
2011; Moon et al., 2014; Ward et al., 2002; Younes et al., 2007).
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Intra-articular or epidural injections cause rapid drops in plasma cortisol levels
which usually resolve in 1 to 4 weeks (Moon et al., 2014; Younes et al., 2007).
There is some evidence that an intra-articular injection of 80 mg of
methylprednisolone acetate into the knee has about a 25% probability of
suppressing the adrenal gland response to exogenous adrenocortocotrophic
hormone (ACTH) for 4 or more weeks after injection, but complete recovery of
the adrenal response is seen by week 8 after injection (G. Habib et al., 2014).
This adrenal suppression could require treatment if surgery or other
physiologically stressful events occur.

There is good evidence that there are no significant differences between epidural
injections with corticosteroid plus local anesthetic versus local anesthetic alone in
patients with symptomatic spinal stenosis; however, there are measureable
differences with respect to morning cortisol levels at 3 and 6 weeks after the
injection, suggesting that the corticosteroid injection is capable of inducing
suppression of the hypothalamic-pituitary-adrenal axis (Friedly et al., 2014).

Case reports of Cushing’s syndrome, hypopituitarism, and growth hormone
deficiency have been reported uncommonly and have been tied to systemic
absorption of intra-articular and epidural steroid injections (Lansang et al., 2009).
Cushing’s syndrome has also been reported from serial occipital nerve injections
and paraspinal injections (Edmonds et al., 1991; Lavin & Workman, 2001).

Morning cortisol measurements may be or