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“The system works best for everyone in it, 
if it is broken”

(except for patients, insurers and the tax payers of Australia)











 Things to consider

 Interventions

 Pain Rehabilitation



 ?Ongoing Nociception

 ? Patient expectations

 Psychology/Traumatic (developmental) 
history

 Central sensitisation 



Following spine surgery, the 
referring surgeon has further 
investigated/treated any additional 
spinal nociception













 Pain cure
 “Spinal decompression 

will fix my back pain”





Olympia Private Rehabilitation Hospital 

Chronic Pain Survey   
Dr James Olver 2006Pain Measures:

Visual analogue scale (VAS)

Pain Disability Index (PDI)

(Oswestry) Back Disability Index

Neck Pain Disability Index (NDI)

Psychiatric Measures:

Hospital Anxiety Depression Scale (HADS)

Hysteroid /Obsessoid Questionnaire (HOQS)



Physical Scales

P = 0.000





• Major interference with coping 
 – Resilience
• Abuse – Obvious  
• Chronic low grade = Role Model 

– trying to meet the expectations of others
• Chronic overdoers – activity “above threshold” 
 – More is better! 
 – Mx of anxiety
• Masquerade as Personality Disorder



• 12.2 across 10 Western Countries

• 45.5% of “Psychiatric” patients

• 24% - 66% of chronic pain patients



 Melzack & Wall 1962

 Fast fibres travel to the spinal cord and block the 
slow fibres

 Other  areas of the brain and sensations from 
other body parts have an effect on this system as 
well



Ascending input

1. Tortora, G., Brabowski, S.R.  Principles of Anatomy and Physiology, 10th Ed (2003)

Descending modulation

Primary afferent 
nerve

Pain

Trauma



•Central Nervous 
System Pain Pathway 
Sensitisation

•Neurophysiological 
changes in central 
nervous system pain 
pathway:
➢Spinal cord 
(superficial dorsal 
horn) that project to 
and from the brain

To cure chronic pain 
means having to cure 
Central Sensitisation: 
Nil at present



Consequences:

 Lowered pain threshold 

 Amplified pain response that is perpetuated

 Spontaneous pain generation (phantom limb pain 
model)

 Recruitment of other parts of the body to experience 
pain due to expansion of sensitised SC fields
 Focal > Local > Regional > Generalised (fibromyalgia)



Sensory:

- Persistent pain

- Allodynia

- Pain amplification

- Distortion of normal sensation

Physical:

- Muscular hyperirritability

- “Trigger points”

- Loss of “body awareness”

- Loss of sequencing/coordination

Visceral / ANS dysfunction:

- Irritable bladder/bowel

- Vascular changes

- skin/hair/nail/sweating

Cognitive / Behavioural:

- Memory / Learning deficits

- “Hypervigilance”– Insomnia

- Irritability / reduced tolerance

- Anxiety / depression

Central 
Sensitisation



 Musculoskeletal:

 Trigger Points

 Loss of flexibility

 Loss of “Body 
Awareness”

 Deconditioning
 Also 

psychological 
deconditioning 



 Central Sensitisation = lowered pain threshold

 Pain can be experienced/amplified at lower levels of 
physical activity and persistent – much lower than 
injury/impairment

 Therefore, lowered functional capacity 
commensurate with lowered pain threshold

 Appropriate work = Part-time employment to be 
“meaningfully occupied”



New IASP Definition of 
Pain:

An aversive sensory and emotional experience 
typically caused by, or resembling that caused by, 
actual or potential tissue injury

IASP = International Association for the Study of Pain



A. Knee pressure-evoked pain activated brain regions commonly 
observed for acute pain

B. Spontaneous OA pain engaged medial prefrontal-limbic cortical 
areas, indicating that it is more of an emotional state 



On the diagram, either move the yellow circles onto, or shade in the 
areas where you feel pain. 

Drag the red “bomb” or mark an X on the area that hurts most.

Please mark with an ‘X’ above the one percentage that best shows how much 

relief you have received from pain treatments or medications in the last week. 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

No relief Complete relief



Please rate your pain with an ‘X’ above the one number that best describes 
your pain at its worst in the last week. 

0 1 2 3 4 5 6 7 8 9 10

No pain     Pain as bad as you can imagine

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

No pain     Pain as bad as you can imagine

No pain     Pain as bad as you can imagine

No pain     Pain as bad as you can imagine

Divide by 4 for score out of 10

Please rate your pain with an ‘X’ above the one number that best 
describes your pain at its least in the last week. 

Please rate your pain with an ‘X’ above the one number that best 
describes your pain on average.

Please rate your pain with an ‘X’ above the one number that tells how 
much pain you have right now. 



a. General activity

b. Mood

c. Walking ability

d. Normal work (includes both outside the home and domestic duties)

e. Relations with other people

f. Sleep

g. Enjoyment of life

0 1 2 3 4 5 6 7 8 9 10

Does not interfere       Completely interferes

Divide by 7 for score out of 10



 Severity of Pain = 
Perception of being “In 
Control” 

 Pain Interference – 
degree of perceived 
disability

 Fluctuating levels of pain 
= Coping Resilience

 Managing pain is about 
managing an individual’s 
Emotions 

– increasing “In Control”



CHRONIC  (> 3/12)
 Known & unknown 

[multiple] causes
 Adequate treatment 

not available 
 Cure not available
 Indeterminate time 

course

ACUTE
 Known cause

 Nociception
 Inflammatory
 Neuropathic

 Treatment available
 Cure expected
 Limited time course



 Single episode 
Injury OR                            
Persisting 

Pathology e.g. 
Osteoarthritis, Neural 

Impingement

❑ Nociceptive

❑ Inflammatory

❑ Neuropathic

 Person’s Response to 
Pathological process
➢ Perpetuate/Aggravate Pain 

Condition:
 

❑ Central Sensitisation

❑ Psychological reaction

❑ Physical/Function Deficits





 Poor adaptability
• Acceptance:

• No cure for chronic pain

• Chronic pain Does Not equate to 
persistent and/or  recurrent 
injury

• Adjustment to changed 
circumstances

 Psychological readiness
 Active participant – increase 

internal locus of control = 
psychological preparation

 Belief System



To get back “IN CONTROL”

= The ultimate desensitisation 
therapy



o Pain Team

o Nurse, Physio, O/T, Psychologist +/- Psychiatrist

o Inpatient 2 weeks > +/-O/P > R/Vs

o Group education and individual application

o Emotional, physical, functional activity desensitisation

o Low dose, adjunctive Ketamine infusion

o Historical – Outpatients only – 2X/week for 8 weeks and 
then 4-6, monthly team R/vs

o “Residential stay”

o May need ongoing psychological/psychiatric therapy 
(community)





 Utilisation of Ketamine as “Adjunctive Therapy” as its 
pain-reducing effects are temporary and it does not 
cure anything

 NMDA receptor antagonist (pathway of central 
sensitisation)

 4mg/ml

 Commence at 1 ml/hr

 Increase by 1 ml/hr BD to 3ml/hr (4ml/hr)

 2nd daily LFTs

 Wean by 1 ml/hr BD to 0 after 8 days or before, if LFTs 
increase





N =8 Average          6.3/6.3           3.4/4.0    5.2/5.6 



 Analgesics - No
 Simple / compound
 Opioids

 Pregabalin (Lyrica) / gabapentin (Neurontin) - No
 α2δ receptor in CNS = analgesic

 Antidepressants:
 TCA – amitriptyline - Sometimes
 SSRIs / SNRIs

 Duloxetine (Cymbalta) - dual inhibitor of serotonin and norepinephrine 
reuptake - Yes

 Muscle relaxants - No
 Seroquel (quetiapine) – Yes

 To assist with “wind down” during 24 hour cycle including 
sleep



 Surgery/Procedures - symptomatic relief only
 Facet joint/medial branch blocks

 ganglion/sympathetic plexus blocks

 Radiofrequency denervation

 Intrathecal pump (opioids) – historical interest
 Tolerance

 Opioid-induced hyperalgesia

 Spinal cord stimulation



Spinal Surgery Advisory Panel Multi Disciplinary Independent Medical Examinations

• Advises WorkSafe on Spinal 
Surgery requests and billing

• Spinal Surgeon and Pain Medicine Specialist 

• For the most complex requests including LSF

• Where surgery not appropriate, alternative 
treatment recommendations made about other 
possible treatments



 1. What is the diagnosis/condition with respect to the claimed 

injury? 

 2. What are the injured workers expectations of the surgery 

outcomes? In your opinion are these expectations reasonable? 

 3. Is the service of (the operation requested) appropriate for the 

claimed injury? If not, why? 

 4. Are there other or more appropriate services (alternative 

operations or pain management strategies) which would be 

applicable for the claimed injury?



Referrals 267
Completed

248

Recommendations

Surgery Recommended  
37%

Surgery Not Recommended    
63%

MD IME Page 49

Alternative 
Treatments 

Recommendations

Pain 
Management 

Program

Mental 
Health

Physio

Referral to 
Pain 

Specialists

PTSD support

Alternative 
Surgery



Co-consults between pain proceduralist 
and pain rehabilitation
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