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“We must appreciate that severe constant 
pain will destroy the morale of the sturdiest 
individual. . . . But . . . we are often loathe to 
give liberal amounts of narcotics because 

the drug addiction itself may become a 
hideous spectacle.” 

Dr. Warren Cole, surgeon 
(circa 1956) 
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https://www.cdc.gov/drugoverdose/data/st
atedeaths.html 

Presenter
Presentation Notes
1.9 million dependent on opioid pain relievers, Of people entering treatment for heroin addiction who began abusing opioids in the 1960s, more than 80 percent started with heroin. Of those who began abusing opioids in the 2000s, 75 percent reported that their first opioid was a prescription drug (Cicero et al., 2014).  51 people die/day from prescription opioid OD
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http://www.samhsa.gov/data/sites/default/files/NSDUH-
FRR1-2014/NSDUH-FRR1-2014.pdf. 

168,000 having an addiction to prescription pain 
relievers 

467,000 adolescents are current 
nonmedical users of opioid pain relievers 

2.8 million seniors ABUSED opioids  
in the past year 



 
1999-2010 opioid prescriptions quadrupled 

 
 

There was no overall increase in pain reported by 
Americans 

 



Pain. 1986 May;25(2):171-86. 
Chronic use of opioid analgesics in non-malignant 

pain: report of 38 cases. 
Portenoy RK, Foley KM. 

Presenter
Presentation Notes
Before click- When looking back there were 2 publications that seemed to have started the paradigm shift toward an increase in opioid prescribing for chronic non cancer pain.
(click)- The first is a letter to the editor in 1980 that discusses the nonrandomized results of hospitalized patients stating “addiction was rare” in medical patients with no history of addiction
(click)- The second is the infamous publication in 1986 which unfortunately became the fragile foundation for opioid prescribing in chronic pain patients. A study based on 38 patients.

These publications in respected medical journals allowed physicians to feel comfortable prescribing opioids and over the next 2 decades opioids became the pain medication of choice for all pain.



https://www.ncbi.nlm.nih.gov/pubmed/2873550
https://www.ncbi.nlm.nih.gov/pubmed/?term=Portenoy%20RK%5BAuthor%5D&cauthor=true&cauthor_uid=2873550
https://www.ncbi.nlm.nih.gov/pubmed/?term=Foley%20KM%5BAuthor%5D&cauthor=true&cauthor_uid=2873550


Presenter
Presentation Notes
Before click- The stars were further crossed. As physician began to prescribe more opioids by the year 2000, Purdue Pharma started aggressively marketing OxyContin (CLICK) as safe and non-addictive due to its 12 hour extended release formulation. Purdue spent billions on marketing and physician education as well as distributing “coupon codes” that allowed patients to get a 7-30 day supply of the drug for free. By 2001 when the coupon program was terminated 34,000 coupons had been redeemed. Regardless of it being marketed as safe patients began to crush and snort it recreationally and by 2004 it was the number one drug of abuse

While Purdue was pushing OxyContin drug traffickers were marching into Middle America with very pure black tar heroin and a well thought out business model. Drug dealers were accommodating middle and upper class customers by driving to meet them in safe areas, often giving free samples, and charging ¼ of the cost of OxyContin.






What can we do in the ER? 

Addiction 

Acute Pain 
 

Feel Better 

Opioids Alternatives 

Presenter
Presentation Notes
We see a huge population of patients for their first visit for acute painful conditions……. The main goal of all physicians in this current epidemic is to prevents addiction…. How was this typically done… we give opiates…. So lets now try and avoid them whenever possible in the hope that we decrease addiction



Opioids are necessary…… 

……but  they are not the solution for all pain 
 
 
 

■ THINK before you prescribe  
 

■ USE alternatives whenever possible 
 

■ CARE about the patient  
 

Presenter
Presentation Notes
Use your brain remember there is more to managing pain than giving opioids




Presenter
Presentation Notes
Most magnetic man….. 53 spoons



CASE 1 



 
 

Friedman 2015 
Lee 2016 

Presenter
Presentation Notes
Opioids are not first line, especially in the ED


Early opioids prescribing
Increase rate of MRI
Significantly higher medical costs
29% more likely to end up on chronic opioids




400 mg 

Acetaminophen 

1000 mg 

Friedman 2015, 2017 
Lovell 2004 
Derry 2013 
McQuay 2007 
Seymour 1996 
Galer 2004 
Wadsworth 2016 
Baraf 2011 
Barthel 2010 
Cochrane 2015 
 



 
Ibuprofen 400 mg q 6-8 

+ 
Acetaminophen 1000 mg q 6-8 

+ 
Lidocaine 5% patch 
(cream or ointment) 

or 
Diclofenac 1% gel 

or 
Diclofenac 1.3% patch 



Trigger Point Injection 
Definition 

Presenter
Presentation Notes
Area of taut spasm that reproduces pain, typically from an injury or pain >24 hours old. Usually in the back



Trigger Point Injection 
Equipment 

 

   

 
 
 
 
 
        

21-25 gauge 

1-2 mL 

Presenter
Presentation Notes
Kim

When the doctor requests assistance with a trigger point injection, they have identified a taught band or lump of muscle.  If this is the location of the pain, they will then want to inject it.  

You will need to gather the following supplies;
	0.5% bupivacaine without epi- 1-2 mL
	25 gauge needle 
	Alcohol swab
	Band-aid
 
THIS IS A PROCEDURE, the physician will have to get consent.  



Trigger Point Injection 
Technique 

Presenter
Presentation Notes
Identify this taunt band, may feel like a lump, and if it is the pain generator you have inject it



Take Home Point # 1 

 
■ Most acute low back pain does not require opioids 

 
■ NSAIDs + Tylenol + Topicals 

– Muscle relaxant may be necessary 
 

■ Trigger Point Injections 
– It’s a billable procedure 



Word of the Day 
 
 

Chary 

Presenter
Presentation Notes
Chary- hesitant or vigilant about dangers or risks



 
– PE- restricted ROM to the left with 
global tenderness in the 
paraspinal muscles on the left, + 
spasm diffusely 
 
 
 

– What’s the best treatment for 
him? 
 

Presenter
Presentation Notes
57 M with neck pain who has tried ibuprofen 600 mg + acetaminophen 1000 mg every 6-8 hours + lidocaine patch for 2 days without much relief.

Physical exam- restricted ROM to the left with global tenderness in the paraspinal muscles on the right, + spasm diffusely






Osteopathic Manipulative Therapy 

Presenter
Presentation Notes
Hands on technique used to diagnose and treat illness by encouraging the body’s natural tendency towards self healing

Effective for treating musculoskeletal pain

Can be performed supine, prone, or sitting

Billable procedure for any licensed MD or DO physician

Somatic Dysfunction is a term used to describe impaired or altered function within myofascial structures leading to tissue texture changes and often pain

TART
Tenderness upon palpation
Asymmetry upon inspection
Range of motion deficits
Tissue texture changes
Edema, hypertonicity



 
Time constraints 

Physician or Patient unfamiliarity 
Unproven benefit 

Physician disinterest 
 

Eisenhart 2003 
Paul 1996 

Presenter
Presentation Notes
I am going to blow these out of the water!



This is applicable to you 

■ 130 million ED visits per year in the US 
 

■ 11% have OMT appropriate diagnoses 
– Musculoskeletal complaints 
– Strains and Sprains 

 

■ $40-$80 reimbursement for OMT treatments 

National Hospital Ambulatory Medical Care Survey: 2013 
Emergency Department Summary 

https://www.cdc.gov/nchs/data/ahcd/nhamcs_emergency/2013_ed_web_tables.pdf
https://www.cdc.gov/nchs/data/ahcd/nhamcs_emergency/2013_ed_web_tables.pdf


Evidence 

 
Ankle sprain  

OMT + analgesics vs analgesics alone 
 
 

Acute neck pain 
OMT vs IM ketorolac 

Eisenhart 2003 
Mcreynolds 2005 

Presenter
Presentation Notes
Ankle sprain OMT was 1
OMT group had superior pain relief and less edema immediately post-treatment 
Improved ROM at 1 week follow up


Acute neck pain OMT 5 minutes vs Toradol 30 mg IM
         The authors found that, at one hour posttreatment, OMT was as efficacious as IM ketorolac in providing pain relief and significantly better in reducing pain intensity.
**** Measured pain score 0-10 and perceived pain relief 1-5 one hours post treatment



MUSCLE ENERGY 

Presenter
Presentation Notes
Explain a little bit about muscle energy
Helps with lengthening of contracted painful muscles
Stretch the affected muscle completely
Instruct patient to push against your counterforce for 3 seconds
Isometric contraction
Deepening the stretch then repeat 3 times




Roberge 2009 
Lesho 1999 

Stretch affected muscle completely 

Have patient push against  
you for 3 seconds (isometric) x3 



Contraindications 

■ Severe muscle strains 
■ Severe debilitating osteoporosis 
■ Patient requires intensive care monitoring 
■ Fracture, dislocation, or severe joint instability at 

treatment site 
■ Malignancy at the site of treatment 
■ Osteomyelitis 
■ Uncooperative patient 

Nicholas 2016 

Presenter
Presentation Notes
Severe muscle strain in which the pain is too great for proper positioning
Osteoporosis so severe there is risk of tendon evulsion



Patient Satisfaction 

Hanna 2012 
Henry 2012 
 

Presenter
Presentation Notes
When we use OMT we have to spend time with the patient, talk with the patient, and touch the patient more than if we used medications. We are putting “more effort” into our care. 

Odds of patient being satisfied are 4.86 higher if pain was controlled

Odds are 9.92 higher if patient perceived staff was “doing all they could” to control pain

Patient satisfaction higher when we sit, make eye contact, and are “warm” 
What about when we use OMT?




YOU! 
Your 

colleagues 

Presenter
Presentation Notes
Your colleagues when they see their terrible press ganey scores compared to yours because you are doing OMT!



These techniques are NOT HARD 
They take relatively little time 

Patients LIKE them 
 
 
 
 
 
 
 



Use your hands try 
OMT! 

 
 

 
TPI can be used for focal areas 

of severe spasm 

 
Combine medications whenever 

possible- SYNERGY! 
 

DRUGS have   
their limits 

lapietra@sjhmc.org 
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