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it was lynn mcpherson who
shared the phrase “seize the
teachable moment” at the first
Pain Educators Forum ( PEF )
in 2005. Flash forward 7 years
later, and it looks like we have
not only seized it—we’ve
soldered it to the PAINWeek
National Conference mantle—
and then some.

It was not a surprise that our
PEF plenary sessions were
filled to capacity. This year we
introduced something new:
smaller breakout sessions
on Day 2 that were repeated
3 times consecutively. The
biggest compliment was that
too many people could not
get into the courses because
they were standing room
only and spilling out into
the hotel corridors. One of
the nicest aspects about the
PEF is the graciousness of
our presenters. More often
than not, attendees have
many questions following the
presentations, and our faculty
members patiently stay to
answer each and every one
of them. For more detailed
coverage, please make sure to
read Dr. Metzger’s summary
of the PEF in this issue.
The Fall/Winter issue
of Painview features 3
different approaches to pain
management. The healing
effects of pets is a growing
topic in the pain management
community. Our cover story
“Bunnyboy” chronicles
one woman’s experience of
how her pet rabbit helped
her cope with chronic pain
and a host of health issues
over the years. It will open
your mind and touch your
heart. The second piece

addresses the relationship
between music and the areas
of the brain that modulate and
regulate feeling. This article
looks at music psychotherapy
for infants and children, and
the far reaching impact of
lullabies in promoting bonding
among parent and child.
The third speaks to another
nonmedication intervention;
devices, and how they may be
used for bringing pain relief
and restoring motion to those
who suffer from back and
neck pain.
Each year, we are reminded
of the idea that spurred the
establishment of the ASPE and
the Certified Pain Educator
(CPE), that is, becoming a
“fixed asset” in your practice
environment, the go-to
colleague who is a resource for
clinicians and patients alike.
The need to know more about
pain management has grown
beyond the “experts” and
substantially resides among
frontline clinicians. There
remains little to no formal
training for those charged with
patient care, so it is imperative
that the ASPE keeps growing
and flourishing. If you are
a member and a CPE , make
an effort in 2013 to increase
awareness of our organization.
We want to see a CPE in every
office, hospital, and long-term
care facility.
Lastly, don’t forget that we
are on Facebook, Twitter, and
LinkedIn, so stop by and share
your thoughts and opinions on
what is becoming a very major
public health issue.
We wish everyone a healthy
and happy New Year! ❚❚
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Our
perfect
companions
never
have
fewer
than
four
feet.

by Nancy Laracy

— Colette

BY A STROKE OF FATE OR PERHAPS LUCK,

after suffering for 6 years with chronic
pain from a mixed connective tissue disease and fibromyalgia, I stumbled upon
the most effective alternative treatment
for my pain: a 9-pound, soft, cuddly Red
Satin Rabbit. In the middle of a blizzard
I bought the world’s luckiest, unlucky
bunny. Unlucky because he was born with
an immune system disease similar to mine.

LUCKY BECAUSE WE FOUND EACH OTHER.
american society of pain educators
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IN THE BEGINNING I tried every mainstream or holistic treatment. When a terrifying reaction from pain medication sent
me to the emergency room, I tossed the pills in the garbage and
started going to a chiropractor and having weekly massages for
the diffuse muscle pain. I walked on an underwater treadmill to
relieve the pressure on my joints and strengthen my muscles. I
slept on a magnetic mattress designed to alleviate pain. I cringed
as small jolts of electricity shot through my body at the acupuncturist. I gave up all sweets and ate a much healthier diet. Still a
psychologist said, “You may never be your old self.” His words
angered me and made me that much more determined to control
my pain and not let my pain control me. When the harsh reality
set in that I was going to have to deal with disease for the rest of
my life, my husband and I had to face a difficult decision. I wanted more children but my husband, understandably, was fearful
and wanted to protect me. Coming from a large, close-knit family,
giving up my dream of having 4 children was a sad time for me.

alfway through my thirties,

I was married with 2 beautiful
children and living in a wooded
suburb of New Jersey. I enjoyed
being a stay-at-home mom after
more than a decade working in
human resources and executive
recruiting. I was involved with the
children’s school activities and
volunteering in the community.
Then, while hurtling through life
full throttle, I contracted Fifth
Disease from my 2-year-old and
the course of my life changed. My
life became all about pain. The
back and neck pain became allconsuming. At times it felt like a
thousand knives were piercing my
body. The weight of a light blanket
was so painful I slept uncovered. I
could no longer imagine the day
when I would get rid of the pain. I
had to wrap my head around the
idea that the pain wasn’t going
anywhere and I was just going to
have to learn to manage it.
american society of pain educators

UNTIL I MET BUNNYBOY…
Because my husband is allergic to cats and dogs, we had settled
for Sunny, an Australian bearded dragon, as our family pet.
Sunny ran out of crickets and lettuce in the middle of a snow
armaggeddon, so the kids and I braved the elements and ventured to our local pet store for crickets. There was a new litter of
bunnies in the front window and the next thing I knew, an adorable, fuzzy, red satin bunny was curled up in my arms. Despite
the frigid weather, something in me began to melt. It was as if I
somehow sensed all that we would come to mean to each other
in the years ahead.
At only 9 months old, Bunnyboy developed a severe jaw abscess.
We were told that he wouldn’t survive more than a few months.
Well that wasn’t good enough. I went into the same fighter mode
for him that I had used for my own illnesses. Bunnyboy had surgery on his jaw despite the fact that bunnies are prey animals
and have weak hearts. Fear, anesthesia, and postoperative pain
pose a much greater risk for rabbits than other mammals. Quite
simply, bunnies give up easily. But not Bunnyboy. He thrived
postoperatively and continued to be a cherished member of our
family. He traveled with me in the car, was the live subject of
more than one science fair, and became the mascot for the children’s sports teams. Bunnyboy quickly filled the void I felt over
not having more children.
Bunnyboy’s abscess returned 2 years later, and our veterinarian
Dr. Cheryl Welch sent us to the Animal Medical Center in Manhattan where they were experimenting with antibiotic beads
for these types of abscesses. Bunnyboy pioneered the use of antibiotic beads, which were placed directly into the site of the
infection. He thrived postoperatively again, despite the odds and
despite the fact that the infection had also settled in his hocks. At
a time when my children were growing up and away, our family

7

Bunnyboy helped me not to feel so broken
and taught me that it was okay not to be able
to do everything I used to.
bonded over Bunnyboy while we bandaged his paws and administered penicillin injections. When Bunnyboy went into cardiac
arrest from a routine penicillin shot that went to his heart, my
visiting brother (who runs a surgical unit at Estes Park Hospital
in Colorado) started rescue breathing while my husband Ward
did chest compressions. On the fifth rescue breath, Bunnyboy
started breathing again. He helped teach the veterinarian community that even bunnies, the frailest of creatures, can overcome medical ailments if they are loved deeply and cared for
with kid gloves.
With colorful bandages on his thumper paws, Bunnyboy still
gamboled around the house with a zest for life that was both
amazing and inspiring. My furry little bunny taught me to put
my pain in perspective. Bunnyboy helped me not to feel so broken and taught me that it was okay not to be able to do everything I used to. Bunnyboy needed me as much as I needed him.

For those of us suffering with chronic pain, getting a pet can
sound like a lot of extra work and energy that we just don’t have
to give anymore. But what Bunnyboy taught me was that the
extra work of caring for a pet is not a chore; you are actually on
the receiving end of pet therapy. Pets make us walk to let them
out or take them for a walk, or in my case to chase them around
the house like a Nascar driver. They make us stretch to clean
their litter pan, brush their silky fur, or snuggle. They stand at
our feet and wiggle their little noses or binky across the carpet
looking to play, which requires exercise on our part. What better
therapy for fibromyalgia? Pets also teach us about the importance of love and affection: that unconditional love really does
heal, where medical science fails, and prolongs and improves
the quality of our lives.

I recently read 2 studies regarding pet therapy for chronic pain
that I found informative and remarkable, but not surprising. Science Daily [November 17, 2009] reported that adults who use pet
Several years after Bunnyboy’s miraculous surgery I developed therapy while recovering from total joint-replacement surgery
an abscess in my jawbone that the doctors initially thought was require 50% less pain medication than those who do not. These
cancer. The surgeon implanted antibiotic beads into my jaw, findings were presented at the 18th Annual Conference of the
similar to the ones that Bunnyboy had pioneered. At the time I International Society of Anthrozoology and the First Human Aniwas on a strong immunosuppressant called Enbrel, and without mal Interaction Conference in Kansas City, Missouri: “Evidence
the beads the outcome could have been much different. Bunny- suggests that animal-assisted therapy can have a positive effect
on a patient’s psychosocial, emotional and physical well being.”
boy helped save my life. Literally. Not once, but twice.
One spring morning I was lying in bed in the middle of a serious flare up of my mixed connective tissue disease. Thankfully
Bunnyboy was perched on my chest. When I tried to get up to
go to the bathroom, it was as if there was a disconnect between
my body and my brain. I experienced my first episode of paralyzing fatigue, not profound fatigue—I quickly learned there is a
difference. I panicked and asked Bunnyboy to nudge the nearby
phone to me and he understood and did what he was told to do.
It was simply amazing.
Bunnyboy and I grew closer in sickness and in health. We helped
each other manage the chronic pain of autoimmune disease and
were the answer to each other’s prayers. Bunnyboy became the
third child that I never had. A special needs child. His steadfast
companionship and love and courage helped me triumph over
chronic pain. I was also so busy caring for him that I had very
little time to focus on myself. His never-give-up attitude was
infectious.
Bunnyboy meant so much to my family and friends that I realized he might be inspirational for other people who were in pain.
He became a therapy bunny, delighting dozens of patients at
the rehabilitation center where my mother was a patient. Tears
rolled down my cheeks when a man with Alzheimer’s who had
not spoken in months strung together 4 words, “I pet the bunny,”
as I placed Bunnyboy on his lap. Bunnies, I realized, really are
some of the best medicine there is.
www.paineducators.org

In January 2012, Pain Medicine reported that therapy dog visits
in an outpatient setting could provide significant reduction in
pain and emotional distress for chronic pain patients. Therapy
dog visits can also significantly improve emotional distress
and feelings of well-being of patients and friends accompanying patients to appointments, as well as clinic staff. So why not
therapy bunnies? Just ask Bunnies in Baskets about their success with pet therapy.
Bunnyboy died in my arms peacefully at the age of 9. He more
than earned his nickname “Iron Bunny” among the veterinarian community. He suffered more indignities than any rabbit
should, but his joie de vivre taught everyone who crossed his
bunny trail a thing or two about how to live life to its fullest. My
new bunny, Muffin, a Jersey Woolie, will venture out on her first
therapy assignment to a nursing home and rehabilitation center.
She will also be visiting a school for autism. ❚❚
Nancy Laracy has written a book entitled Bunnyboy: One Woman’s Triumph Over
Chronic Pain With The Help of the World’s Unluckiest, Lucky Rabbit. For more information,
visit www.NancyLaracy.com or www.bunniesinbaskets.org.
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Behavioral Pain Management

by Joanne V. Loewy
DA, LCAT, MT-BC
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here is no doubt that pain can be misunderstood and as such, it is often

mistreated or ignored within the continuum of patient care.1 As a pain symptom
may be underreported by a patient and/or skipped over in the evaluation
inquiry of a healthcare practitioner,2 its effects over time may erupt and erode,
exacerbating the disease process or perhaps may come to gradually challenge
the temperament of a person’s disposition as well as his/her coping skills.
Although pain has been considered to be the fifth vital sign by the American
Pain Society since the mid 1990s3 and since the 2000 Joint Commission’s
declaration that it be assessed or accreditation for hospitals would be threatened,4
it is no secret that as a medical community we still are not doing all we can
to treat pain as well as we should be. The International Association for the
Study of Pain defines pain as “an unpleasant, subjective sensory and emotional
experience associated with actual or potential tissue damage or described in
terms of such damage.”5 Taber’s Cyclopedic Medical Dictionary as well has
the emotional response as part of its definition.6 Clearly, the experience of
pain has a subjective response to both physical and psychological stressors.
As early as 1968, Margo McCaffery stated that “pain is whatever

the experiencing person says it is, existing whenever he says
it does.”7 Forty-four years later, we still are not doing a good
job with pain. It seems that our lack of effective relief may be
the result of several problems. First, we are not evaluating pain
well. In order to know how to treat pain, we need to have a way
of assessing it that ensures we understand not only its suspect
etiology, but also how it is affecting the person we are treating.

It is important that we understand the different kinds of pain
in terms of neural source, dimension, intensity, dynamic, and
duration. Last, having a context and a continuum whereby we
can seek to understand pain is essential. We should realize
that pain may have traumatic roots or significant implications
historically, particularly within the context of the individual
we are treating. Understanding each person’s relationship with
pain and the unique ramifications that pain may have within
the patient’s lifeword—meaning the present symptomology but
also the past experiences—will provide us with better armory
to work with individual medical-psychological conditions and
associations. This is a critical aspect for us to consider as the
way in which someone has or does not have the capacity to cope
www.paineducators.org

and/or the internal resources to strategize how a pain treatment
plan will be managed will be intricately connected to how that
person has fared painful crises in the past. This certainly will
affect how we coordinate care and what we can expect in treatment outcomes.

Music

&

Pain
Origins
When a painful cue sends the brain a signal, the peripheral

nerve becomes stimulated. The brain has an essential role in
responding to the unpleasant stimuli. The areas of the brain
that modulate and regulate feeling and tension are also the areas that can regulate the pain response, and this area may be
directly affected by music.8 Cues can be seen in neural activity
in terms of how our brain responds to sound and, as a result,
how our emotions receive and influence experience (percepts)
and function (behaviors).
Painview Fall❙ Winter 2013
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When pain is recognized by the brain, descending pain pathways become stimulated and in response work to inhibit further threatening protagonistic pain signals. Sound and music may have a
deliberate and predictable effect in the activation
of stress or soothing response patterns. Serotonin
and norepinephrine (noradrenaline) neurotransmitters, in part, are released to carry the inhibitory message through the brain toward the spinal
cord and these neurotransmitters may serve to
soften the experience of pain.9 These same neurotransmitters are also thought to play a central
role in depression.
Music and pain are thought to travel along similar neural pathways. Melzack and Wall identified
pain’s pathway to be regulated in regions of the
brain that similarly regulate mood and anxiety.10
Therefore, as a music experience is elicited, the
pain signals may be turned off perceptually or become less active. Musical stimulation can alter the
experience of how pain is felt, particularly when
the music is live and a persons’ cognitive processing and mood are involved within the dynamic
expression, and receptivity to theme and dynamic
is processed.11
Music therapy and music medicine may be a useful part of self-care especially when medication
options have been exhausted. Live music application may work well in tandem with pharmacological regimens. For instance, as pain crises and a
patient’s expectation of pain challenge activities of
daily living, activities such as drumming or clinical music improvisation may elicit, at first, emotional responses that might activate anger. Rather
than clamming in or holding onto the pain, the expression through music making, when entrained
within a rhythmic and thematic context, can provide an analgesic response within the body. Perhaps the blood will flow with less restriction, or
maybe the place where the patient usually holds
onto the pain in a particular region of the body,
can allow repetitive motions with vibratory properties to take hold. The pain perception and cycle
of expectorant unpleasant stimuli shifts and the
experience of pain is altered, unexpectedly. Music
therapy provides for these welcomed yet surprising changes.
Common assessments for infants ( BIMC , NICU )
include the vital signs and significant issues for
caregivers.12 In NICU music therapy care, the
american society of pain educators

Music
therapy
and music
medicine
may be a
useful part
of self-care
especially
when
medication
options
have been
exhausted.

survival of a baby is in the forefront of treatment,
and less is considered relative to a parent’s sense
of guilt or posttraumatic stress when infants are
born prematurely. Much of the music psychotherapy work music therapists may become involved
with includes the enhancement of bonding. “Song
of Kin” may be the most accessible point of access
for coming into a position of support between a
fragile new parent and health-threatened infant.
Lullabies are a healthy and natural intervention
and foster bonding, which developmentally can
enhance resilience and increase critical medical
parameters such as feeding, voiding, and regulated vital signs.13

Areas
of
Inquiry
In music psychotherapy assessment , we

see the patient, particularly babies and children,
within a familial context. We do not always recommend, however, that patients be seen in therapy
sessions with their parents and/or other family
members. This decision of whether to include
family members as part of the therapy is carefully
decided within the assessment and is inclusive of
the patient’s preference and team recommendations, when applicable. Music therapists take into
consideration aspects of trauma that might exist
and include this within the assessment of pain.
This means we take family history, but not only
in terms of illness or past medical issues of the
patient and family; in addition we assess how the
child and family fared the treatment process, and
we seek to intervene in the most direct way with
methods that are musically and artistically-based
and which purposefully relate to their lifeworld.
The Music Therapy Assessment includes the
patient’s selection of instrument (musical) and
favorite song, an evaluation of voice and singing, the use of structure and clinical improvisatory play, the patient’s affect (dynamic expression
in and out of the music, or lack thereof), themes,
significant events, which often include the child’s,
teen’s, or family member’s belief and/or understanding of their illness, and, last, a treatment
plan. It is essential that a broad range of musical
instruments be available for music therapy, such
as piano, guitar, strings, winds, drums.14
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Music
Psychotherapy
The instrument(s) that a child selects to play, or selects for

the therapist to play, is a critical part of the therapy. The themes
expressed usually represent some part of the child’s conscious
or unconscious process. For instance, a younger child might
choose to sing a song from school. This can be therapeutic as its
referential signiﬁcance might otherwise build motivation, character, and strength at a time when fear and separation might be
apparent during a long period of missed school days.

A teen might choose not to speak, and in music therapy resistance can be an expected stance of an adolescent. In this
case, listening to a favorite song might be an intimate activity.
Through the 2012 popular reggae song “Someone That I Used
to Know” by Gotye, a 12-year-old might be acknowledging his
fear of abandonment by his or her friends as a new diagnosis
of lupus offsets fears and fragility. In this situation the music is
used within an intimate context. Listening may be the ﬁrst step
toward acknowledging such an unconscious fear that may, as
sessions develop, provide opportunity for expression through
verbal dialogue or through live music expression.
A patient may choose drumming to release anger related to a
diagnosis of a painful condition in acute crisis, such as sickle
cell disease. By setting a basic beat, and providing d’jembes and
cymbals, the patient is encouraged to “let it out.” At ﬁrst, beating
a basic beat with a patient is a way of simply ‘being with’ and
acknowledging. Eventually, the patient may feel the reﬂected
synergy and trust that may lead her to expand her range of affect
and dynamic expression. Eventually she may begin to vocalize
and yell, or rap about what is “pissing her off.” Note: acceptance
of the patient’s experience of pain is the golden standard, and
in a musical composition, expression is safe within a context
of a piece, thereby regulated within the gig or within the moment the therapist and patient have decided to play something
together.
In conclusion, psychotherapy offers infants, children, and teens
a physical and emotional means of support during hospital stays
where chronic, acute, or terminal pain may risk their perception of safety. Assessing pain with creative tools and treating
its symptoms physically, through vibration or toning, releasing
tension in music play, or metaphorically, through experientials
such as song writing may be a critical link toward recovery. ]]
Joanne Loewy, DA, LCAT, MT-BC, is the Director of The Louis Armstrong Center for Music
and Medicine at Beth Israel Medical Center in NYC. Her team hosts trainings (orientations and
observations) for MDs and RNs. She is the co-Editor in Chief of the international, peer reviewed
journal Music & Medicine (http://mmd.sagepub.com).
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Spotlight On

current treatments for back and neck pain are

ack and neck pain is virtually ubiquitous.
Over 80% of us will suffer from it at some
point in our lives. Thankfully a much smaller percentage will have to endure the recurrent, unrelenting episodes that characterize
chronic pain. However, for the approximately
15% of the population who do, the current
clinical situation is bleak. Even the treatments available for these patients carry a
high incidence (some up to 70%) of permanent disability. Thankfully, as a researcher in
this area I have a glimpse into some of the
future treatments that are emerging and am
glad to report that the potential is high that
more effective treatments are on the horizon.
by Anton E. Bowden
PhD, PE

american society of pain educators

hampered by a lack of diagnostic speciﬁcity. Nociceptors are
the sensory neurons responsible for identifying potentially
dangerous stimuli in your body and relaying warning signals
to your brain via the unpleasant sensation that we call “pain.”
In the spine, nociceptors reside in the intervertebral discs, the
vertebral bones, the ligaments, and the surrounding musculature. Oh, and let’s not forget that the main sensory tract for your
body runs right through the spinal canal and branches off at
each level of your spine into the nerve roots that innervate the
rest of your body. These neurological structures are sensitive to
changes in motion, chemistry, and even temperature. Because
these structures are mechanically linked to one another, it can
be difficult for doctors to pin down which element(s) of the spine
are triggering your pain.

When conservative care options (physical therapy, pharmaceuticals, etc) fail to provide sufficient pain relief, the current surgical options are primarily concerned with removing tissues
that are presumed to be bumping against sensitive structures
(for example, discectomy, nucleotomy, osteotomy, laminectomy,
facetectomy) or alternatively reducing the motion of sensitive
elements of the spine until they no longer cause pain (vertebroplasty, kyphoplasty, fusion). Unfortunately, there is increasing
evidence that surgeries that resolve the pain source in one portion of the spine can actually trigger pain or degeneration in
nearby spinal structures by changing the motion of the spine.

13

In response to this observation, over the last
decade there has been a tremendous amount
of effort put into developing artificial disc
replacements and dynamic stabilization
implants intended to treat spinal pain while
also anticipating the need to mechanically
restore motion of the spinal segment such
that pain and degeneration in adjacent spinal structures is avoided. Unfortunately, in
the US , the first devices to market failed to
provide a sufficiently compelling case for
superiority in clinical outcomes in the short
term, which has led to a lack of insurance
coverage, particularly for devices targeting
low back pain. The story gets more complex
than that, as some medical device manufacturers acted with more haste than sense in
getting their products to market, leading to
“off-label” use of some of these devices in indications for which the FDA had not cleared
them. In response, the FDA added additional
reporting requirements for dynamic stabilization implants that virtually brought that
market to a halt. Suffice it to say that the
adoption rates for these devices have been
slow.
However, the story doesn’t end there—and
that gives me hope. If we were to step back
in time to the late 1950s and look at the state
of the practice for hip pain, we would find
a fairly good analogy for the current situation. At that time, the standard of care for
hip degeneration was fusion, hip replacement with devices that had poor long-term
outcomes, or simply asking the patient to
suffer through with pharmaceuticals. It was
in that environment that one of my personal
heroes emerged—a surgeon/inventor/honorary engineer named John Charnley. Dr.
Charnley recognized the deficiencies in the
existing hip replacements and addressed
them in a comprehensive way, focusing on
both short-term pain relief and long-term
joint function. From those efforts, the modern hip replacement was born—and with
minor modifications has carried through
to today, becoming arguably the most successful joint replacement procedure ever
developed.

For 15%
of the
population
suffering
from
chronic
neck and
back pain,
the current
clinical
situation is
bleak.

restoring devices for the spine is an even
more daunting task. Both mechanically and
neurologically, the spine is more complex
than the hip. Each functional spinal unit
contains 3 separate joints (the disc and 2 facet joints) and is functionally dependent upon
the motion of the functional spinal units
above and below it. Unlike knee and hip
joints, spinal segments are not “frictionless”
joints. Proper function relies upon the nonlinear bending resistance of the intervertebral disc, which varies with different motion
directions. Spinal structures lie close to our
central nervous system and surgery is challenging—repeat surgery even more so. The
consequences of particulate wear on the
spinal cord, of concern for any joint replacement, are largely unknown. The space available for spinal devices is highly constrained
by important surrounding tissue structures.
Designing devices that fit these functional
requirements is challenging!
However, I am excited by the next generation
of motion-restoring spinal implants that are
emerging. In the time since the release of the
first generation of these implants, there has
been a tremendous amount of work by researchers, clinicians, and device designers
devoted to understanding how these devices
can be improved. Our understanding of the
unique challenges associated with resolving mechanical low back pain has increased
dramatically and we are better prepared to
design devices that can truly meet both the
short-term goal of pain relief and the longterm goal of restoring the quality of spinal
motion. Thus, the next generation of these
devices may finally bring much needed relief to our friends, family, and neighbors
who currently suffer with unrelenting back
and neck pain. Perhaps more importantly,
that pain relief may be accompanied by a
renewed sense of purpose and hope as they
return to most of the activities that bring
them joy. ❚❚
Dr. Bowden is an Assistant Professor in the Mechanical Engineering Department at Brigham Young University and specializes in
spinal and orthopaedic biomechanics.

Charnley didn’t have an easy problem to
solve; however, developing effective motionwww.paineducators.org
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Pain Flashes

Opioids have become a mainstay option for the
chronic pain population even though their efficacy and safety
in some situations are currently under evaluation.1 For most
chronic pain patients receiving opioids, common side effects
may include constipation, nausea, vomiting, and sedation.2 For
some, in particular those on long-term opioid medication,
immunosuppressive effects, physical dependence, tolerance,
hyperalgesia, and hypogonadism may develop.3

by
Srinivas Nalamachu, MD
Robert Taylor, Jr, PhD
Joseph V. Pergolizzi, Jr, MD
Robert B. Raffa, PhD

PIOID-INDUCED HYPOGONADISM

(OIhG) has been known since the 1970s, with one of the first
reports being documented in heroin and methadone users.4 The
prevalence of OIhG is relatively common among long-term use
chronic pain patients with estimates ranging from 21% to 86%
of the population.5-11
The development of OIhG and the associated physiological
effects of OIhG result from a disruption of the hypothalamic–
pituitary–gonadal axis and can occur in both men and women,
but appear to be more common in men.9 The main symptom
of OIhG in men is reduced levels of the hormone testosterone.
Testosterone plays an intricate role in development and maintenance of skin (hair growth, balding, sebum production),
the liver (synthesis of serum proteins), brain function (libido,
aggression), muscle volume and strength, male sexual organs
(penile growth, spermatogenesis, prostate function and growth),
kidney function, and bone strength/development. Therefore, it
is no surprise that side effects experienced in men may include
american society of pain educators

muscle hypotrophy, bone loss, anemia, decreased testicle size,
weight gain, and/or central effects such as decreased attention,
decreased libido, and depression. Women may experience reductions in luteinizing hormone ( LH ), follicle-stimulating hormone ( FSH ), estradiol, and adrenal androgen, which can result
in irregular periods and amenorrhea.10 Symptoms such as flushing, sweating, decreased libido, infertility, osteopenia, osteoporosis, weight gain, and depression can also occur in females.12

HPG AXIS
AND THE EFFECTS
OF OPIOIDS
Opioid agonists (endogenous and exogenous) modulate gonadal
function primarily by acting on opioid receptors located in the
hypothalamus.13 These receptors modulate the secretion of gonadotropin-releasing hormone (GnRH), which modulates the
release of LH and FSH from the pituitary gland. LH and FSH in
turn regulate the production of testosterone and estradiol from
the gonads. Opioids reduce the release of GnRH, resulting in
lower release of testosterone and estrogen. The process can be
fairly rapid, with testosterone levels decreasing more than 50%
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within hours of opioid administration5,6
and can result in a sustained repression
during chronic opioid use.7

HORMONE
REPLACEMENT
THERAPY
If a patient is diagnosed with OIhG, therapeutic options may include nonopioid
pain management, opioid rotation, and
hormone replacement therapy. Hormone
replacement therapy may be a viable option for long-term pain patients who have
been affected by OIhG. For those who cannot use alternative analgesics, hormone
replacement therapy may be the only
option to relieve symptoms and prevent
the long-term consequences associated
with OIhG. Although there is not definitive evidence regarding the effectiveness
and safety of this type of therapy, current
literature shows promising results and
suggests that additional, controlled studies might be warranted.

TREATMENT
OPTIONS
FOR MEN

TREATMENT
OPTIONS
FOR WOMEN
For women, estrogen replacement is generally recommended for OIhG. There are
multiple delivery systems available for
women including pills, creams, vaginal
rings, vaginal tablets, injections, and
patches. Combination products of estrogen and progesterone are also available
for women who still have their uterus in
order to decrease the risk of developing
endometrial cancer. In addition, low-dose
testosterone may be given to women who
are experiencing a low sex drive.

Srinivas Nalamachu, MD: International Clinical Research,
Institute and Pain Management Institute, Overland Park,
Kansas.
Robert Taylor, Jr, PhD: NEMA Research, Inc., Naples, Florida.
Joseph V. Pergolizzi, Jr, MD: Department of Medicine, Johns
Hopkins University, Baltimore, Maryland; Department of
Pharmacology, Temple University School of Medicine,
Philadelphia, Pennsylvania; Georgetown University School
of Medicine, Washington, District of Columbia.

GOALS OF
HORMONE
REPLACEMENT

Robert B. Raffa, PhD: Department of Pharmaceutical
Sciences, Temple University School of Pharmacy, Philadelphia, Pennsylvania.

The dosage and treatment regimens of
the hormone replacement products vary,
but the main goal is to return testosterone levels in males to within the normal
range of ~250 to 1000 ng/dL. The normal
estradiol range in adult women is 12.5
to 166 pg/mL (follicular phase), 85.8 to
498 pg/mL (ovulation phase), and 43.8 to
211 pg/mL (luteal phase).14 Patients normally continue on treatment until contradictions or side effects develop (lower leg
edema, breast enlargement, or prostate
enlargement with difficulty urinating),
but patients can often remain on replacement therapy effectively and safely for
many years. Patients usually report improvement in mood, desirable weight loss,
rise in testosterone levels, better libido,
increased sex drive, better erections, and
more energy. The beneficial effects and
good safety profile usually translate to
high patient satisfaction.

1

Physicians have a variety of options to
choose from when it comes to testosterone replacement therapy including gels,
lotions, creams, intramuscular injections, and implantable devices. Selection
of which method to use will depend on patient preference and commitment to treatment. The preferred method, and for those
willing to administer the product without
the supervision of a physician, is to opt for
the gels, lotions, or creams. Testosterone
gels are applied once daily in the morning
to the skin of the shoulder, upper arm, abdomen, or inner thigh. Those who do not
want the hassle of applying medication at CONCLUSION
home have the options of injections, implantable pellets, or transdermal patches. Long-term administration of opioids in
Intramuscular injections are done on a chronic pain patients can alter the HPG
weekly or biweekly basis and are usually axis in both men and women, resulting
injected in the gluteal muscles. Transder- in physical and psychological symptoms.
mal patches are usually applied every 24 Alterations such as reduced sexual drive,
hours at nighttime. For patients who have fatigue, and insomnia can lead to a reduca compliance issue with daily or weekly tion in quality of life. In addition, these
applications, implantable testosterone symptoms in combination with the horpellets are available. Pellets can provide monal imbalance can increase the risk of
adequate amounts of testosterone for up developing depression and other psychoto 5 or 6 months.
logical and physical disorders. Replacewww.paineducators.org

ment of hormones in these patients may be
a viable option for reversing many of these
side effects. Reports from small trials and
clinical case reports suggest that androgen replacement therapy might be an effective and safe treatment for long-term
pain patients treated with opioids. Large
controlled clinical trials are needed. ❚❚
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It was a pleasure to be part of the PAINWeek 2012 experience.
This was my third year participating and I must say it was by far
the busiest and arguably the most successful. A signiﬁcant core
lecture series of PAINWeek is the annual Pain Educators
Forum. It provides the nuts and bolts of pain management from
the basics of physiology to the latest in treatment options. The
goal of this very popular program is to help provide a thorough
base of knowledge for every frontline practitioner to assess and
manage a patient with pain. Ë
american society of pain educators
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—Kathryn A. Walker
PharmD, BCPS, CPE

american society of pain educators

The 2-day agenda began
with David M. Glick, DC,
DAAPM, CPE, FASPE,
discussing Pain Mechanisms. Dr. Glick has the
uncanny ability to elucidate
complex science with car
analogies that enable the
audience to understand the
material without difficulty. A
solid understanding of why
we feel pain, from the different nerves transmitting
signals to the neurotransmitters involved in communication, is important when
making decisions regarding

DavidGlick

CrhistopherHerndon
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MichaelClark
why an individual feels pain
and how best to treat that
patient.
Michael R. Clark, MD,
MPH, MBA, followed up
with his seminal lecture on
Chronic Pain Assessment.
He has been at the forefront
of clinical medicine at Johns
Hopkins as the Vice Chair
of Clinical Affairs. Pain is
subjective and assessing
pain in each individual is
often a challenge. Dr. Clark
reviewed the accepted tools
used to identify pain and atrisk patients.

Christopher M. Herndon,
PharmD, BCPS, CPE,
began as a PAINWeek
attendee and is now a key
lecturer. A pharmacist
who is also a Certified
Pain Educator (CPE), he
provided a 2-hour review of
Pain Therapeutics. This was
a broad lecture covering
all aspects of treatment
options. His easy manner
allowed the audience to
comprehend the vast array
of pharmacologic and
nonpharmacologic adjuvant
treatment options for
specific diseases.
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Chronic pain can sometimes be the bane of a primary care practice. These
patients can be exceedingly
difficult to manage. Gary
W. Jay, MD, DAAPM,
FAAPM, provided a
thorough review of the most
common Chronic Pain Syndromes and how best to approach these individuals. His
lecture was a nice lead-in
for Sondra M. Adkinson,
PharmD, DAAPM, CPE,
to discuss strategies on Developing a Chronic Disease
Management Program in
Primary Care.

ThomasGregory
Mary Lynn McPherson,
PharmD, BCPS, CPE,
FASPE. In 2 lectures,
Instructional Design and
Developing Peer and
Patient Education Materials,
she reviewed how important
it is to have adequate
communication between
the healthcare practitioner
and the patient. There are
specific principles of adult
learning that we are often
not taught in our medical
education that are key to
getting patients to understand their role in managing
their pain.

The second day followed
an interesting new format

GaryJay

SondraAdkinson
to allow a more personal
connection between the
speaker and the audience.
Three lectures, Mechanisms of Action of Pain
Medications with Thomas
B. Gregory, PharmD,
BCPS, DASPE, CPE;
Monitoring and Management of Adverse Effects of
Adjuvants of Co-analgesics
with Dr. Herndon; and Motivational Interviewing with
Sondra Adkinson were each
held in smaller rooms and
repeated 3 times. A criticism,
which was also a significant

www.paineducators.org

complement to the speakers, was that each lecture
was very well attended, that
is full and overflowing. The
concept worked, with increased audience participation, and I believe a stronger
connection between the
speaker and each individual
audience member.
The Pain Educators Forum
would not be complete
without the wit and plethora
of information provided by

Mary LynnMcPherson
PAINWeek 2012 was a
huge success and the
Pain Educators Forum
was again a highlight of
the conference.
Dr. Metzger is a frontline practitioner and medical director at
Aventine Co.
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