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Background

Lumbar spinal fusion (LSF) outcomes for workers' compensation patients are worse than
for the general population. The objectives were to examine the long-term work capacity,
opioid prescription and mental health outcomes of injured workers who have undergone
LSF surgery in Victoria, Australia, and to identify demographic and pre- and post-
operative characteristics associated with these outcomes.

Methods

Retrospective study of 874 injured workers receiving elective LSF from 2008 to 2016 in
the Victorian workers' compensation system. WarkSafe Victoria's claims data were used
to infer outcomes for recovery. Association of demographics, pre-surgery and surgery
variables with outcomes were madelled using multivariate multinamial logistic
regression analyses.

Results

Twenty-four months after LSF surgery, 282 (32.3%) of the 874 injured workers had
substantial work capacity, 388 (44.4%) were prescribed opioids, and 330 (37.8%) were
receiving mental health treatment.

Opioid prescription and limited work capacity before surgery were independent strong
predictors of opioid prescription, reduced work capacity and mental health treatment 24
months after LSF. Pre-operative mental health treatment was associated with the use of
mental health treatment at 24 months. Other predictors for poor outcomes included a
greater than 12-month duration from injury to surgery, LSF re-operation and common
law or impairment benefit lodgement befare surgery.

Conclusion

An association between pre-operative factors and post-operative outcomes after LSF in a
Victorian workers' compensation population was identified, suggesting that pre-operative
status may influence outcomes and should be considered in LSF decisions. The high
opioid use indicates that opioid management before and after surgery needs urgent
review.
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Cllyecie bial Private Rehabilitation Hospital

@hronic Pain Survey
Al Vieastres: | Dr James Olver 2006

AVisual analogue scale (VAS)
AfPain Disability Index (IPIDI)

ANOswestry) Back Disability Index

4/ Neck Pain Disability Index (NDI)
PSychiatricVieasures:

1l Hospital Anxiety Depression Scale (HADS)
1
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Oswestry Neck Disability P =0.000
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Trauma-related
pevelopmental History =
Adaptability

— Resilience
se — Obvious

— More is better!
- Mx of anxiety

~+ Masqueradeas Personality Disorder



2ersonality Disorder =
2001 Adaptability

) across 10 Wes Countries
5% of “Psychiatric” patients

) - 66% of chronic pain patients









Gentral Sensitisation

-Central N,ervoulgl
‘ggstem Pain Pathway
nsitisation

N hysiological
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nervous system pain
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and from the brain

To cure chronic pain
means avml%,to cure
Central Sensitisation:

Brain and

_ motorneurones
Supraspinal

influences «2
5HT receptors

Tissue ‘
NM DAI Nitric oxide I
damage . .. 4 1 /,——’Wmd-up
: O Substance P g < Magnesium out
impulses 4 4= AMPA § —»

Calc
Glutamate

Cholecystokinin' g Substance P 1~ AMPA
" o

A-fibre

Local y-aminobutyric |
interneurones | acid,
cholecystokinin,
enkephalins




= Focal

Local > Regional > Generalised (fibromyalgia)



Associations with CS

Sensory:
- Persistent pain
- Allodynia
- Pain amplification

- Distortion of normal sensation

Central

Physical:
- Muscular hyperirritability
- “Trigger points”
- Loss of “body awareness”

- Loss of sequencing/coordination

N

Sensitisation

Visceral / ANS dysfunction:
- Irritable bladder/bowel
- Vascular changes

- skin/hair/nail /sweating

Cognitive / Behavioural:
- Memory / Learning deficits
- “Hypervigilance” - Insomnia
- Irritability / reduced tolerance

- Anxiety / depression

J




ical / Function Issues

Loss of “Body
wareness”

Deconditioning

Also
psychological
deconditioning




Fg ctional Capacity

ysical activity and persistent - much lower than
1ry /impairment
erefore, lowered functional capacity

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



Definition of

rsive sensory and experience
caused by, or resembling that caused by,
or potential tissue injury

“IASP = International Association for the Study of Pain



EVoked vs Spontaneous
Pain in OA

Brain activitver chronic knee osteoarthritis: dissociating evoked pain from
spontaneous pain Eur | Pain 15 (8), 843-851

B Spontaneous
-‘:}\_'\\
5

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

B. SpontaneousOA pain engaged medial prefrontal-limbic cortical
areas, indicating that it is more of



Brief Pain Inventory (BPI)

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 medicationsin the last week.

100 %

10% 30% 40% 50% 60 % 70% 80% 90 %

No relief Complete relief

20%




Brief Pain Inventory (BPI)
Pain Severity

pain with an X’ above the one number that best describes
‘worst in the last week.

2 3 4 5 6 7 8 9 10

No pain Pain as bad as you canimagine

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

- 1 2 3 4 5 6 7 8 9 10
i
No pain

Pain as bad as you can imagine

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

1 2 3 4 7 8 9 10
No pain Pain as bad as you canimagine

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

1 2 3 4 5 6 7 8 9 10
No pain Pain as bad as you canimagine

Divide by 4 for score out of 10



3rief Pain Inventory (BPI)
’ain Interference

Walking ability

rmal work (includes both ou de the home and domestic duties)

ations with other people

oyment of life

1 2 3 4 5 6 7 8 9 10
Does not interfere Completelyinterferes

Divide by 7 for score out of 10



iNterpretation of Pain Experience

@ 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

- increasing “In Control”




vs Chronic (Persistent) Pain

AcutePain | Chronic Pain

= Known cause Gloamee | | L  SubsunceP
o Nociception Nociceptor A= Closed K*
Inflammatory Teminal 2@ [ Chamna G

Neuropathic

» Treatment available
= Cure expected
» Limited time course

= Known & unknown ¢
[multiple| causes

» Adequate treatment
not available

m Cure not available

» Indeterminate time
course
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~hronic Pain:
rrent Intertwined Processes

de = Person’s Response to

Pathological process

Perpetuate/ Aggravate Pain
Condition:

hology e.g.
teoarthritis, Neural
Impingement

iceptive - Central Sensitisation
lammatory - Psychological reaction
ropathic 2 Physical /Function Deficits



1sequence of a previous or ongoing
Impairment]



’sychoSocial Component =
Vi "_'é"'.;(if rerTnnant ol Prognosis

nernaia/s External locus of control

= Poor adaptability

Acceptance:

No cure for chronic pain
Chronic pain Does Not equate to
persistentand/or recurrent
injury
- Adjustment to changed
circumstances

= Psychological readiness

» Active participant - increase
internal locus of control =
psychological preparation
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am Structure

io, O/T, Psychologist +/- Psychiatrist

-O/P >R/ Vs

dividual application

patient ;
- Group education ¢

Emotional, physical, functional activity desensitisation

Low dose, adjunctive Ketamine infusion

~ Historical - Outpatients only - 2X/week for 8 weeks and
hen 4-6, monthly team R/vs

- “Residential stay”

o  May need ongoing psychological / psychiatric therapy
(community)



Pain Rehabilitation Programme
Patient Information

You have been referred by your doctor/surgeon for assessment and management of
your Pzin Condition

Read this handout carefully as it is important that you understand the information
Without this understanding, the pain rehabilitation program will not work for you

If you have any questions about the information, please ask your pain medicine
doctor at the next appointment. He will assess your suitability and readiness to enter
the North Eastern Rehabilitation Centre pain rehablitation program
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Ketamine Protocol

tamine as “Adjunctive Therapy” as its
s are temporary and it does not

thing
DA receptor antagor
isation)

nl

mence at 1 ml/hr

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

@ 2" daily LFTs

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

it (pathway of central




Ketamine Handout
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WISVAIAC Pain Inpatient Admissions 2024:

BPI Pain Severity/Interference Adm S/l Disch 5/l 352 5/l

RK (17/01/2024) 6.6/7.0 1.3/1.4 3.7/13.2
DM (18/01/2024) 3.9/5.43 4.0/3.7 6.9/5.4
HK (29/01/2024) 2.3/10 3.0/3.8 4.0/8.4

AH (5/02/2024) (TAC) 6.9/7.7 4.5/3.8 2.3/0.4
DU (11/02/2024) 2.9/8.2 3.3/3.3 3.9/3.8
VN(11/03/2024) 7.0/8.9 3.6/4.3 6.3/5.9
GH{17/03/2024) 7.8/9.4 2.9/2.4 3.4/3.2
DP (31/03/2024) 7.5/8.8 2.0/9.1 8.8/9.1

N=8 Average 6.3/ 3.4/ 5.2/



S = anc

\ - amitriptyline -
Is / SNRIs

1 quetiapine) -
= Tlo assist with “wind down” during 24 hour cycle including
- sleep






dpinal surgery requests at
WorkSafe Victoria
r-m I July 2017)

Spinal Surgery Advisory Panel Multi Disciplinary Independent Medical Examinations

m

e :_nSpinal ¢ Spinal Surgeon and Pain Medicine Specialist
nd billing

* For the most complex requests including LSF

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



Surgery MD IME Questions:

Is/condition with respect to the claimed

iat are the injured wor expectations of the surgery
es? In your opinion are these expectations reasonable?

service of (the operation requested) appropriate for the
d injury? If not, why?

ere other or more appropriate services (alternative
operations or pain management strategies) which would be
applicable for the claimed injury?



2 months of MD IME’
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Additional Initiative

een pain proceduralist
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