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Sensitisation: what is it?
Low tech and high tech treatments
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Disclaimer

®Conflicts of interests related to this talk

®Consultant, advisor to Boston Scientific & Nevro, Abbott

®All proceeds, to a practice educational fund

®My aim is twofold:

®To reduce pain & the suffering it causes

®To improve the practice of neuromodulation
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Summary

®Define central sensitization in persistent pain

®Low tech therapies

®High tech therapies

Neuropathic pain

History: disease/lesion affects somatosensory system

Symptoms: in anatomical distribution related to part of

somatosensory system injured

Signs: negative &/or positive sensory phenomenon

Diagnostic test: confirms damage to somatosensory system

Neuropathic pain
Negative sensory
Positive sensory
Autonomic
Psychological

Bpontaneous pain - ongoing or paroxysmj
Evoked pain - allodynia or hyperalgesia
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Who gets central sensitisation?
*RA, OA, TMJ disorders

*Fibromyalgia

*Deep tissue hyperalgesia in back pain
*Headaches

*Neuropathic pain

*Complex regional pain syndrome (CRPS)
*Post surgical pain

«Visceral hyperalgesia

4/8/2018

Opioid-induced hyperalgesia
*State nociceptive sensitization caused by opioid exposure
*Paradoxical response, patients on opioids for pain —> more
sensitive to pain stimuli
*Type of pain: same or different from original pain
«Distinct, definable

*Explain loss of opioid efficacy in some patients

Opioid-induced hyperalgesia

*Glutaminergic system - glutamate and NMDA

*Spinal dynorphins

*Decending facilitation

*Genetic influences - COMT, polymorphisms
*Neurotransmitters - substance P, glutamate, adrenergic

receptors, noradrenaline, dopamine

*Peripheral / spinal / supra spinal mechanisms
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Opioid-induced hyperalgesia

*Former opioid addicts maintained on methadone have some

forms of pain hypersensitivity

Pain's waystation NMDA receptors
Inacolumn of gray matter of the spinal , s opioids stimulate
cord, chemical signals from nerves. /‘ spinal cord neurons, their
throughout the body excite neurons that .~ N-methyl-D-aspartate
project pain signals to the brain P receptors may become
e more sensitive to.
/ incoming pain signals.

To brain

';ﬁ
B

Glutamate
Nerves bringing pain
signals from the body
may respond to opioid
stimulation by releasing
more of the excitatory
neuratransmitter glutamate
in the spinal cord.

Opioids acton
immune cells that
release inflammatory

~
molecules to boost
pain signaling in
nearby neurons.

Low-tech treatments
*Stop the offending agent

*Pharmacotherapy -
*Paracetamol, NSAIDS
*Gabapentinoids, TCA, SNRIs, ketamine
+(Opioids)

*Tramadol

*Tapentadol
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(subcutaneously)

- i Third line§ -

ly
Strong recommendations for use
Gapabentin 1200-3600 mg, in three divided doses First line
*StO Gabapentinextended  1200-3600 mg, intwodivi Firstline
release of enacarbil
*Phé  pregabaiin 300-600 mg, in two divided doses Firstne
ot 60-120 mg, once First line
oP: reuptakeinhibitors 150-225 mg, once a day (venlafaxine extended
duloxetine or venlafaxine®  release)
oG Triowdic 25-150 mg, day orin two divided d First linet
Weak recommendations for use
.(C Capsaicin 8% patches One to four patches to the painful area for Second line ( peripheral
30-60 min every 3 months neuropathic pain)t
T L gionofpainoncea  Second line ( peripheral
i day forupta 12h nevropathic pain)
Tramadol 4 g, i dol Second line
°Te orthree divided doses
Botulinum texin A 50-200 units tothe painful areaevery 3 months  Third line; specialist use
(peripheral neuropathic pain)

4/8/2018

Strong recommendations| Panet: Drugs ordrug classes with inconclusive

(subcutaneously)

* Levetiracetam
 Mexiletine

Gapabentin use based on the GRADE classification pe
*StO Gabapentinertenced | 1emdosivereconmerdations ne
release or enacarbil + Combination therapy
*Phé  pregabaiin - Capsadincream ne
Serotonin-noradrenaline | | Gl "
oP¢  revptakeinhibitors 0 Facrmnide
duloetineor venlafaxine | | Loci
Gi Tricyclic antid + NMD, net
Weak recommendationsf¢ s"““m“‘*m =
'(C Capsaicin 8% patches Tapentadol dline  peripheral
- Topiramate sathic pain)#
o} Udocainepatches © i dline ( peripheral
1 Weak recommendations against use sathic pain)
+ Cannabinoids
Tramacdol dline
T + Valproate
Botulinum taxinA B N ine; specialist use

heral neuropathic pain)

Low-tech treatments

*(Understanding & pain education)
*Manual therapy and joint mobilisation (short-term)

*Stress management (deals with the emotional and cognitive

aspects of sensitisation)
*TENS (not sustainable)
«Virtual reality
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*Supra scapular nerve

Discogenic pain

*Testicular pain

High-tech treatments

Pulsed radiofrequency

*DRG - cervical radicular pain

*Inguinal heriooraphy pain

plexus

High-tech treatments

*|V - ketamine, ocalne bi

*Nerve blocks - lumbar radiculopathy, cervical radiculopathy
*Epidural injections - lumbar & cervical radiculopathy &
brachialgia, spinal stenosis, FBSS, CRPS, PHN

*Spinal cord stimulation -

FBSS, CRPS, traumatic & brachial

Conditions likely to respond

Failed back surgery syndromeists}

Complex regional pain syndrom:

Refractory angina pector
Neuropathic pain secondary

Conditions that may respond

Pain associated with peripheral vascular disease
Brachial plexopathy e.g. partial traumatic, post
irradiation

Axial pain following surgery

Intercostal neuralgia e.g. post-thoracotomy

Other peripheral neuropathic syndromes e.g. trauma

Conditions that rarely respond

Pain associated with spinal cord damage:

pain of non-spinal cord damageisSpinal cord injury
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Durable Back and Leg Pain Relief to 24 .
Months
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