MEDICALLY CHALLENGING CASES
PAIN MEDICINE

Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC168
Late Onset Epidural Hematoma After Spinal Cord Stimulator Lead Placement Trial
Richard Boortz‐Marx, M.D., H. David Hardman, M.D., M.B.A., Martin Harrell, M.D., Mia Kang, M.D.,
Anesthesiology, University of North Carolina at Chapel Hill, Chapel Hill, NC.
A 65 year‐old male with post‐laminectomy pain underwent a spinal cord stimulation lead trial. His
medications included ASA 80 mg daily and his coagulation studies were normal. Under fluoroscopic
guidance, leads were placed via a paramedian approach and advanced to the T8 level, with appropriate
sensory stimulation. The patient tolerated the procedure without complications and was sent home
from clinic. 36 hours later, he developed sudden onset back pain, bilateral lower extremity weakness,
and was unable to void. Upon admission to the hospital, a large thoraco‐lumbar epidural hematoma was
diagnosed by MRI, prompting emergency surgical decompressive T7‐L2 laminectomy.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC169
Meralgia Paresthetica: Is a New Systematic Approach Necessary?
Kenneth D. Candido, M.D., Jonathan Kamerlink, M.D., Andre Camara, M.D., N. Nick Knezevic,
Anesthesiology, Advocate Illinois Masonic Medical Center, Chicago, IL.
A 67 year‐old obese male with PMH of hypertension, hyperlipidemia, gout, under anticoagulation
therapy, presented with worsening LBP associated with left lateral thigh paresthesia. MRI showed
diffuse degenerative changes throughout the lumbar spine and an intact 6.3x11cm infrarenal AAA. The
resection of the aneurysm was obtained and 2months later, the patient reported the significant
improvement of his LBP and complete relief of his left lateral thigh paresthesia and pain. Although very
rare, there is a possibility of a relationship between meralgia paresthetica and AAA; especially in
patients with high risk factors such as age, family history, hypertension, coronary or peripheral artery
disease.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC170
Ketamine Infusion Therapy for Brown‐Sequard Syndrome
Christine L. Carqueville, M.D., Magdalena Anitescu, M.D., Ph.D., Department of Anesthesia & Critical
Care, University of Chicago Medical Center, Chicago, IL.
28 year‐old female presents with chronic pain secondary to a 20 year history of Brown‐Sequard
syndrome with right‐sided weakness and left‐sided sensory deficit after a motor vehicle accident. MRI
shows a small syrnix at C5‐C6 and a focus of increased signal intensity lateral to spinal cord at C3‐4. Her
pain had been poorly controlled on gabapentin, amitriptyline, duloxetine with frequent ER visits. A
combination of oral memantine and intravenous subanestetic doses of ketamine provided excellent
relief of her pain for 6 weeks‐3 months for the last 3 years. Ours is the first Brown‐Sequard Syndrome
case responsive to ketamine infusions.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC171
Persistent Low Pressure Headache
Elizabeth A. Cox, M.D., Jingping Wang, M.D., Ph.D., Theodore Alston, M.D., Ph.D., Bradley Buchbinder,
M.D., Anesthesia, Critical Care and Pain Medicine, Radiology, Division of Neuroradiology, Massachusetts
General Hospital, Boston, MA.
A 36 year‐old healthy woman presented with a one week history of a severe positional headache. Her
only history was a minor fall 2 weeks earlier with no immediate consequences. Analgesics and IV
caffeine improved her symptoms, but she had immediate and complete relief after an epidural blood
patch at the L4‐L5 level. Unfortunately, her headache returned within 24 hours, and a subsequent CT
myelogram revealed a prominent focal posterior disk osteophyte/bony spicule at C7/T1 levels causing a
dural tear. Surgical repair resulted in complete resolution of her symptoms.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC172
Medical Marijuana for Management of Chronic Pain
Elizabeth W. Crafts, M.D., Hsiang Kung, M.D., Billy Huh, M.D., Ph.D., Anesthesiology, Duke University
Medical Center, Durham, NC.
We describe successful treatment of a 41 year‐old male experiencing chronic pain resistant to standard
therapy with dronabinol (synthetic delta‐9‐tetrahydrocannabinol). A trial of 5 mg of dronabinol daily
resulted in a remarkable improvement in pain and functional level. Tetrahydrocannabinol suppresses
neuropathic pain signals and may have a synergistic interaction with opioids. Reported adverse effects
include dysphoria, memory impairment, drowsiness, dry mouth, blurred vision, palpitation, paranoia,
and anxiety. When standard therapies have failed to provide adequate pain relief or cause unacceptable
side effects in managing chronic pain, it may be worth considering a trial of oral dronabinol.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC173
Diffuse CRPS in an Adolescent: Novel Treatment Options
Giovanni Cucchiaro, M.D., Anthony Romo, M.D., Melanie Ward, M.D., Anesthesiology Department,
Children's Hospital of Los Angeles, Los Angeles, CA.
Patient is a 14 year‐old girl with severe CRPS involving lower and upper extremities, which developed
over a 5 months period after MVA. She presented with edema, cyanosis, allodynia and paresthesia,
couldn’t feed herself and walk. She tried psychotropic medications, neurontin, opioids and anti‐
inflammatory, had been hospitalized for weeks at different hospital, including a psychiatric unit.
She received an epidural catheter and two infraclavicular catheters under general anesthesia and
started an inpatient rehabilitation program (physical‐occupational therapy, psychotherapy). She could
use her hands within 48 hours, walk independently within 5 days. She was discharged 10 days later fully
functional.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC174
Ultrasound as a Modality for Detection and Treatment of an Ilioinguinal Neuroma
Adam Currier, M.D., Issam Khayata, M.D., University of Massachusetts Medical School, Worcester, MA.
Neuromas can be frequently dismissed as psychosomatic pain. We detail a case of an ilioinguinal
neuroma that was diagnosed and treated using ultrasound. A 29‐year‐old female status post C‐section
presented with peri‐incisional pain and paresthesias. Ultrasound scanning identified a tender, ovoid,
nonvascular, hypoechoic mass with a hyperechoic ring. With neuroma confirmed, 1% lidocaine was
injected around the neuroma followed by an intraneuromal injection of 2 ml of 0.25% bupivicaine and
40 mg of triamcinolone. On follow up, her pain was markedly reduced; another injection was repeated
noting that it had decreased in size. She was instructed to follow‐up as needed.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC175
Novel Treatment Options for Acute Post Operative Pain Conditions During Opioid Drug Shortage
Cyrus Dadachanji, Anita Gupta, D.O., Hahnemann University Hospital, Philadphia, PA.
According to “Preserving Access to Life‐Saving Medications Act” the number of identified new drug
shortages has increased from 70 to over 211 in 2010. These shortages have caused significant
disruptions in patient care and delay of needed medical treatment in the perioperative period. The
recent opiod shortages have led many anesthesiologists looking towards potential alternatives; without
increasing any untoward harm to the patient or having suboptimal outcomes. In our case we will
demonstrate the use of IV pain medications such as IV Acetaminophen and IV NSAIDs, as well as any
pitfalls that may occur with the use of these medications.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC176
Dual Continuous Peripheral Nerve Catheters for Treatment of Chronic Regional Pain Syndrome Type I
David P. Martin, M.D., Elisabeth Dewhirst, M.B., B.S., Tarun Bhalla, M.D., Joseph D. Tobias, M.D.,
Anesthesiology, Nationwide Children's Hospital, Columbus, OH.
Complex regional pain syndrome (CRPS) type I is a disabling syndrome of intense pain with physical
changes such as allodynia, edema and vasomotor dysfunction. Treatment is difficult with many patients
being refractory multimodal therapy. We describe the successful use of continuous peripheral nerve
catheters to treat CRPS type 1 in a 10‐year old girl when multiple pharmacologic regimens had failed.
The goal of therapy was to relieve pain, allowing re‐initiation of intensive physical therapy.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC177
Lumbar Epidural Blood Patch for Treatment of Cervical Cerebrospinal Fluid Leak
Obinna C. Emechebe, M.D., W. H. Wurm, M.D., Anesthesiology, Tufts Medical Center, Boston, MA.
A 16 year‐old 74kg, 180cm, male patient with traumatic cervical CSF leak after losing control of his
bicycle in mid‐air while jumping off a ramp. He landed on his feet absorbing the impact of the jump and
later developed severe, pulsating and disabling postural occipital headaches which kept him from school
and impaired his daily activities. He was started on Motrin 600mg and PRN sumatriptan with no relief,
further work‐up with MRI brain and spine revealed a significant cervical CSF leak which was confirmed
with NM cisternogram. After neurosurgical evaluation, pain management was consulted to evaluate for
blood patch placement.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC178
Opioid‐Induced Hyperalgesia in a Patient With Post‐Kidney Transplant Superficial Nerve Entrapment
Michael A. Fishman, M.D., M.B.A., Balazs Horvath, M.D., Department of Anesthesiology, Yale University
School of Medicine, New Haven, CT.
A 42 year‐old male with a history of bilateral native nephrectomies for polycystic kidney disease
underwent a successful living related kidney transplant. Postoperatively, he developed surgical site pain
that was refractory to increasing doses of opioids and associated with muscle spasms, paresthesias, and
allodynia. Exploration of the wound one month later revealed impingement of a superficial nerve. He
was diagnosed with complex regional pain syndrome type II with a superimposed opioid‐induced
hyperalgesia. An overlapping, multimodal treatment regimen was successfully implemented to address
both diagnoses using methadone, milnacipran, gabapentin, clonazepam, and ropivicaine via a
transversus abdominis plane (TAP) block.
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Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC179
Management of a Case of Failed Back Syndrome With Caudal Epidural BlockUnder Ultrasound
Guidance
Raghuvender Ganta, M.D., Andrew Fine, M.D., Anesthesiology, OU Medical Center/VAMC, Oklahoma
City, OK.
A 44 year‐old female presented to pain clinic with persistent chronic back pain with sciatica. She had
three back surgeries including spinal fusion within three years. She had temporary pain relief for a
month. A burning pain persisted, so she received several epidural steroid injections via lumbar and
caudal route with minimal response. She has received epidural depomedrone through caudal route
using ultrasound. She got good pain relief with minimal pain scores for nearly four months. Similar
epidural blocks repeated with intervals of four months. Her pain scores are minimal and able to get pain
relief with minimal narcotics.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC180
A Novel Less‐Invasive Technique for Revision of a Peripheral Nerve Stimulator in a Patient With
Complex Regional Pain Syndrome Type I
Anthony Giberman, William Lennard, M.D., Ivan Lesnik, M.D., Steven Hanling, M.D., Naval Medical
Center San Diego, San Diego, CA.
A 23 year‐old male with severe, refractory right ankle pain, consistent with Complex Regional Pain
Syndrome type I (CRPS), presents for revision of migrated sciatic peripheral nerve stimulator (PNS) leads.
Lead migration is a common complication of nerve stimulators, limiting pain relief and requiring an
invasive and challenging replacement procedure. After initial implantation of the pulse generator and
stimulator leads, replacement traditionally requires dissection of the tunneled leads back to the pulse
generator. This case highlights an innovative approach for replacing migrated PNS leads, using a plastic
peel‐apart catheter, which minimizes invasive surgical dissection.
Saturday, October 13, 2012
2:30 PM ‐ 4:00 PM
MC181
Acute Exertional Lumbar Compartment Syndrome: A Case Report
Ross A. Gliniecki, M.D., Diana Fu, M.D., Robert Hackworth, M.D., Anesthesiology, Naval Medical Center
San Diego, CA.
Acute exertional lumbar compartment syndrome is a rare condition that has been reported less than ten
times in the literature. This case involves a 24 year‐old military search and rescue swimmer who
developed this condition after a resistance training session. The rarity of this condition makes it a
diagnostic challenge, and is not frequently considered in the differential diagnosis of back pain. In
addition, while treatments have included surgical and non‐surgical options, there are no clear and
proven management guidelines. This report will describe the presentation and course in this case and
will summarize treatment approaches and outcomes.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC367
Human μ‐Opioid Receptor Gene Polymorphism and Opioid Induced Hyperalgesia in an Opioid Naïve
Trauma Patient
Trinoh Rojas, M.D., Anu Wadhwa, M.D., Department of Anesthesiology and Perioperative Medicine,
University of Louisville, Louisville, KY.
Opioids are the most widely used analgesics for the treatment of clinical pain. Recent studies have
demonstrated polymorphism in the μ‐opioid receptor gene (A118G) that impact the efficacy of opioids
and possibly promote opioid induced hyperalgesia. Our case involves an opioid naïve female undergoing
multiple procedures, demonstrating increasing opioid requirements with no signs of opioid overdose or
delayed awakening. Subsequent epidurally‐administered fentanyl placement evokes hyperalgesia
necessitating discontinuance, and management with a multi‐modal pain therapy approach. We consider
the patient’s increased opioid requirements to be related to a polymorphism in the patient’s μ‐opioid
receptor gene with a resultant opioid induced hyperalgesia.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC368
Percutaneous Lysis of Painful Lumbar Synovial Cyst
Lance A. Roy, Thomas Buchheit, M.D., Duke University Medical Center, Anesthesiology Department,
Durham, NC.
56 year‐old woman with right‐sided radiculopathy underwent MRI scanning revealing a facet joint cyst
at L4‐5 with severe right lateral recess stenosis. Percutaneous cyst lysis was performed by placing a 22‐
gauge needle into the anterior aspect of the right L4‐L5 facet joint. Scant fluid was aspirated.
Subsequently, 5mg bupivicaine and 20mg depomedrol were injected to rupture the capsule. Then, L5
transforaminal epidural steroid injection was performed to treat symptomatic radiculitis. The patient
had 100% pain relief after the procedure which persisted through 6 month follow‐up. Repeat MRI
revealed near complete resolution of the cyst and significant improvement in stenosis.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC369
Treatment of Piriformis Syndrome With Botox Injection: Two Case Reports
Sneha Shah, M.D., Omolara Karunwi, M.D., Kanchana Gattu, M.D., University of Maryland Medical
System, University of Maryland, Baltimore, MD.
Piriformis syndrome is described as a condition in which the piriformis muscle irritates the sciatic nerve
and causes pain in the buttocks and along the distribution of the sciatic nerve. It has been shown that at
least 6% of patients with chronic low back pain actually have piriformis syndrome. Piriformis syndrome
is a diagnosis of exclusion. Multiple treatment approaches have been adapted for piriformis syndrome
including: treatment with NSAIDs, muscle relaxants, heat/ice, physical therapy, biofeedback, local
steroid injections, botox injections, and surgery. In this report, we present two cases of piriformis
syndrome that were treated with botox injections successfully.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC370
Negative CSF Flow Does Not Rule Out Proper Intrathecal Catheter Placement: A Case Report
Tina Sharma, M.D., Tariq Malik, Anesthesia and Critical Care, University of Chicago, Chicago, IL.
Intrathecal catheter placement is an effective mode of pain control in cancer and non‐cancer patients
and requires a trial prior to placing a permanent catheter. We describe a documented case of proper
intrathecal catheter placement despite negative CSF flow from the catheter after clinically obtaining
proper needle placement and paresthesia on catheter threading. Paresthesias have been assumed in the
past to be a sign of intrathetcal needle positioning but never proven radiographically as we did in our
case.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC371
Headache From Spontaneous Thoracic Cerebrospinal Fluid Leak: Successful Treatment With Epidural
Blood Patch
Paul Sloan, M.D., Anesthesiology, University of Kentucky, Lexington, KY.
This case report describes the presentation and management of symptoms related to spontaneous
thoracic CSF leak. A 29‐year old, previously healthy, woman presented to the ED with 3‐day history of
severe, sudden onset interscapular thoracic back pain, radiating to her head. The pain was precipitated
by lifting her 2 yr‐old son. Her severe and constant headache was not relieved with IV fluids, analgesics,
or dexamethasone. A CT myelogram showed a CSF leak at T6/7, and CT of the head showed intracranial
hypotension. An epidural blood patch (20 ml) at T6/7 resulted in immediate, complete, and long‐lasting
relief of all symptoms.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC372
Interdisciplinary Management of Post‐Operative Cellulitis Near an Intrathecal Pain Pump
Jonathan M. Tan, M.D., M.P.H., Brian Durkin, D.O., Irina Lokshina, M.D., Anesthesiology, Stony Brook
University Medical Center, Stony Brook, NY.
53 year‐old male with history of Hepatitis C, Chronic Back Pain, Spinal Stenosis and intrathecal pump,
presented for a battery replacement at an ambulatory center. Prophylactic antibiotics were given and
the procedure was uneventful. Two days later, an erythematous and tender region of skin around the
operative site and over the pump was found incidentally. The patient was admitted to the medicine
service for presumptive cellulitis. Consults were obtained from the pain service, infectious disease,
general surgery and neurosurgery. Despite broad‐spectrum antibiotics the cellulitis doubled in size.
Significant multidisciplinary discussion took place regarding the patient's medical, surgical and pain‐
medicine management.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC373
The Role of Multimodal Therapy for Perioperative Pain Control in a Chronic Pain Patient
Joanna Thomas, M.D., Keun Chung, M.D., John Dicarlo, M.D., Azad John‐ Salimi, M.D., Anesthesiology,
Yale New Haven Hospital, New Haven, CT.
The patient is a 54 year‐old woman with a history of stage IV‐A squamous cell carcinoma of the cervix,
diverticulitis, and chronic pain, who presented for ileal loop conduit and right colon resection. The Acute
Pain Service was consulted for management of perioperative pain and a preoperatively placed epidural.
The patient’s Oxycodone requirement at home was 400 mg. Multimodal therapy was used to control
perioperative pain, a failed epidural, chronic pain, and pain associated with post‐surgical complications.
Using this strategy of pain control, the patient’s Oxycodone equivalent requirement was reduced up to
50% throughout her admission.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC374
Multimodal Approach Combining Two Interventional Modalaties for Intractable Cancer Pain
Pratiksha Trivedi, M.D., Mustafa Yerlioglu, M.D., Paramvir Singh, M.D., Taruna Penmetcha, M.D., Maria
Torres, M.D., J.H. Stroger Hospital of Cook County, Chicago, IL.
Introduction: Multimodal approach for pain management in patients with extensive disease can be
beneficial and combining two interventional modalities to target different components of pain provides
better analgesia. Case description: A 40 year‐old male presented to our institution with stage IV
metastatic colon cancer. The patient was treated with escalating doses of narcotics without significant
improvement. Initially we did an opioid rotation to methadone and then performed Intercostal nerve
blocks targeting chest wall pain .Followed by which a celiac plexus block was performed to address
visceral component .Both procedures combined provided significant pain relief and decrease in opioid
requirements.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC375
A Case of Primary Central Nervous System Lymphoma Showing Severe Radicular Pain
Yosuke Uchida, Kenkichi Tsuruga, M.D., Toshikazu Hashimoto, M.D., Ph.D., Rui Kato, M.D., Ph.D., Yuji
Morimoto, M.D., Ph.D., Department of Anesthesiology, Hokkaido University, Sapporo, Hokkaido, Japan.
The patient was 71 year‐old female whose major complaints were severe pain of the right arm and back.
X‐ray, CT scans or MR images did not demonstrate any abnormalities. Since she had past medical history
of primary central nervous system lymphoma, PET exams were performed. PET images showed
siginificant accumulation at cervical nerve roots, and made it possible for us to make a diagnosis of
recurrence.Following a correct diagnosis, administration of potent opioid analgesic and chemotherapy
were started, and her pain was reduced.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC376
Continuous Intravenous Ketamine, Midazolam, and Fentanyl Infusion to Treat Intractable Complex
Regional Pain Syndrome
Brandon A. Van Noord, M.D., Ali Nemat, M.D., Department of Anesthesiology, University of Southern
California, Los Angeles, CA.
A 45 year‐old female with CRPS was admitted to the ICU for a 6 day ketamine, midazolam, and fentanyl
(KMF) infusion. She reported uncontrolled pain and hand inmobility despite multiple prior interventions
(spinal cord stimulator and stellate ganglion, brachial plexus, and Bier blocks) and medication (tramadol,
gabapentin, and duloxetine). The infusion started at 10 mg/hr ketamine, 0.5 mg/hr midazolam, and 25
mcg/hr fentanyl and was titrated to pain. Sedation and occasional, non‐disturbing, risperidone‐
responsive hallucinations complicated treatment, but pain was controlled for >1 month and right hand
function returned following occupational therapy.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC377
Peripheral Nerve Stimulation to Treat Medically Refractory Glossopharyngeal Neuralgia
Brandon A. Van Noord, M.D., Steven Richeimer, M.D., Department of Anesthesiology, University of
Southern California, Los Angeles, CA.
An otherwise healthy 34 year‐old female had glossopharyngeal neuralgia and atypical facial pain for six
years. Symptom onset followed left submandibular gland excision to treat chronic eustachian tube,
sinus, and submandibular gland infections. While surgery led to infection resolution, she reported
paroxysmal stabbing left ear pain that radiated to her jaw, nasopharynx, and throat. Medical
management included neurontin, tegretol, escitalopram, and opioids. She underwent a four electrode
peripheral nerve stimulator trial after which she reported dramatic symptom improvement. She is
scheduled for permanent PNS implantation. This GPN treatment modality has not been reported in
PubMed, Medline, or Google Scholar.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC378
Spinal Epidural Abscess: Delayed Diagnosis and Suboptimal Treatment
Amy Voet, D.O., Anesthesiology, Penn State University, Hershey, PA.
We present a case of epidural abscess in a 68 year‐old female with a history of chronic low back pain.
The patient received an epidural steroid injection to treat a L2 radiculopathy. The patient continued to
have severe back pain, but no fever or neurological deficits. An MRI performed 17 days after the
epidural injection showed an epidural collection at T12‐L2 anteriorly and L1‐L2 posteriorly. An emergent
laminectomy was performed and IV cefazolin administered for 6 weeks. The incidence of epidural
abscess after central nerve block is very rare 1:1000 to1:100 000 and delayed diagnosis may lead to
suboptimal treatment.
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Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC379
Spinal Cord Stimulation for the Treatment of Intractable Chronic Functional Abdominal Pain/Irritable
Bowel Syndrome
Erik Voogd, M.D., Ian Fowler, M.D., Thomas Moran, D.O., Robert Mendez, D.O., Anesthesiology and Pain
Medicine, Naval Medical Center Portsmouth, Portsmouth, VA.
Irritable Bowel Syndrome (IBS) and Functional Abdominal Pain Syndrome (FAPS) affect up to 20% of the
U. S. population with an estimated yearly cost of over $20 billion dollars. Until recently the only available
treatment options for either disorder were pharmacologic, diet alteration, and psychological in nature
often leaving many sufferers with minimal to moderate symptomatic relief. We are reporting the
successful use of dorsal column stimulation (SCS) to treat a patient with mixed features of Chronic
Functional Abdominal Pain Syndrome and Irritable Bowel Syndrome that severely affected his quality of
life and did not respond to standard conservative therapies.
Sunday, October 14, 2012
11:00 AM ‐ 12:30 PM
MC380
Symptomatic Treatment of Adiposis Dolorosa Fails With Infliximab and Methotrexate, but Responds
to IV lidocaine Infusions: A Case Report
Erik Voogd, M.D., Jonathan Sardina, M.D., Robert O. Holmes, M.D., Anesthesiology and Pain Medicine,
Internal Medicine, Naval Medical Center Portsmouth, Portsmouth, VA.
Adiposis Dolorosa (AD) or Dercum's disease is a rare, poorly understood disease characterized by
multiple painful subcutaneous lipomas mainly distributed on the trunk and extremities. It is difficult to
treat and the pain associated with it can be very debilitating. The rheumatology literature has commonly
associated with AD with autoimmune disease, fibromyalgia, and diabetes. However, the
pathophysiology is poorly understood. Therapy with surgical excision, chemotherapy, and sclerosing
agents is reported, but is rarely successful. We describe the very successful management of an unusual
case of AD in a young adult male poorly responsive to multiple other therapies.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC887
Physical Pains of Pain Management: Fentanyl‐Induced Smooth Muscle Spasms
Deepak Gupta, Michelle Daryanani, Bryant Ittiara, Walid Osta, Detroit Medical Center, Detroit, MI.
44 year‐old male recently operated on for advanced colon cancer returned to hospital with inguinal
spasms radiating to pubic tubercle and associated hesitancy/urgency while urinating. He had been
managed with 100mcg fentanyl patch every 72 hours and 600mcg transmucosal fentanyl every 3 hours.
As pelvic imaging studies were negative for metastasis, working diagnosis of fentanyl induced uretero‐
vesical spasms was made. Transmucosal fentanyl was discontinued and pain was temporarily managed
with 0.5mg hydromorphone intravenously every 4 hours. At discharge to home hospice, tunneled
epidural catheter with continuous infusion of 20mcg/ml hydromorphone in bupivacaine 0.0625% was
sustained with adequate pain relief.
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Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC888
Delayed Onset of Epidural Hematoma and Its Spontaneous Resolution After Spinal Cord Stimulator
Trial
Anthony T. Han, Quynh Nguyen, Joshua Gaines, Ngano Takawira, M.D., Department of Anesthesiology,
Texas Tech University Health Sciences Center, El Paso, TX.
A particularly serious complication of spinal cord stimulator implantation, although rare, is spinal cord
compression resulting from an epidural hematoma. Subsequent paraparesis can prove devastating to
the patient as it may, in fact, leave the patient with permanent residual neurological deficit. Early
recognition and timely management are absolutely essential for the interventional pain specialist to
prevent poor neurological outcome. We present an unusual case of delayed onset epidural hematoma
caused by lead migration which developed 72 hours after a spinal cord stimulator trial, and then
followed by spontaneous resolution.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC889
Episodic Rhabdomyolysis Causing Acute on Chronic Pain: A Medically Challenging Case Report
Julie A. Joseph, M.D., Richard Boortx‐Marx, M.D., UNC Hospital, Chapel Hill, NC.
Episodic acute pain superimposed on chronic pain due to rhabdomyolysis is a reality that patients with
very long‐chain acyl‐CoA dehydrogenase deficiency (VLCADD) face daily. VLCADD is an autosomal
recessive disorder that prevents conversion of fatty acids to energy, particularly during fasting, illness
and exercise. An evidence based approach to chronic pain for VLCADD patients is not available. In
addition to dietary and medical optimization by a metabolic physician, pain management may include
nonpharmacologic management, nonopioids and opioids involving a multidisciplinary approach. We
report a medically challenging case of a VLCADD patient who presented to pain clinic for chronic pain
therapy.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC890
Pudendal Nerve Block for Pain Relief in the Setting of Chronic Pelvic Pain
Abdul Kanu, Joseph Abdemalek, Shrif Constandi, M.D., Anesthesiology, Cleveland Clinic, Cleveland, OH.
43 F was diagnosed with cancer of the bartholin gland. She underwent radical hemi‐vulvectomy, then a
subsequent full vulvar resection followed by pelvic radiation and adjuvant chemotherapy. Surveillance
PET scan have been negative since treatment. One year later, she presents to pain clinic with severe,
sharp, pelvic pain exacerbated by sitting or lying down. She failed to respond to high doses of opioids
(hydrocodone, methadone, etc), which did not provide significant relief. At initial consultation, patient
was started on gabapentin, tramadol, and duloxetine. A pudendal nerve block was then performed
which provided greater than 70% pain relief.
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Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC891
Successful Management of Spontaneous Postural Headaches With Cervical Epidural Blood Patch in a
Pediatric Patient
Omolara Karunwi, M.D., Kanchana Gattu, M.D., Anesthesiology, Pain Management, University of
Maryland, Baltimore, MD.
Low CSF pressure headache is characterized by diffuse and/or dull headache that worsens within
15minutes after standing or sitting and may be associated with neck stiffness, tinnitus, nausea,
photophobia, hypacusia. It lacks any history of dural puncture or cause for CSF fistula. When
conservative therapy fails, epidural blood patch is the treatment of choice. EPB has been used
successfully to treat spontaneous low CSF pressure headaches however multiple blood patches may be
needed. We present a pediatric patient with spontaneous low CSF pressure headaches treated with
lumbar EPB with recurrence 4months later with complete resolution after cervical epidural blood patch.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC892
Paraplegia After Acute Onset Epidural Hematoma in an Established Epidural Catheter: Are We Too
Aggressive With DVT Prophylaxis?
Suzanne Kellman, M.D., Magdelena Anitescu, M.D., Department of Anesthesia and Critical Care, The
University of Chicago, Chicago, IL.
57F with NSCLC s/p upper lobectomy with a mid‐thoracic epidural catheter experiences sudden onset of
bilateral lower extremity paralysis on post‐op day 2 shortly after being given enoxaparin and 4 hours
after concurrent doses of heparin (5,000 units subq) and toradol (30 mg IV). MRI reveals an acute
epidural hematoma. Eight hours after suspected onset, an emergent evacuation is performed which fails
to improve her symptoms and three years later she remains paraplegic, slowly recovering sensory and
motor function. This is our first case of acute epidural hematoma in an established epidural catheter
secondary to aggressive DVT prophylaxis.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC893
Treatment of Intractable Headaches in a Child With Neurofibromatosis Type 1
Rebecca Klinger, M.D., M.S., Billy K. Huh, M.D., Ph.D., Department of Anesthesiology, Duke University
Medical Center, Durham, NC.
A 6 year‐old Caucasian female with a history of neurofibromatosis type 1 presented to the pain clinic
with refractory daily headaches. MRI was notable for six gliomas within the brain with no surgical
intervention indicated. Her headaches were located on the top of her head and were characterized by
decreased activity and appetite, photophobia, phonophobia, severe pain leading to crying, and staring
spells (with negative EEG). She had previously been treated with cyproheptadine, amitriptyline,
nortriptyline, lamotrigine, topiramate, rizatriptan and gabapentin, all without significant improvement.
She ultimately had significant reduction in her headaches with low‐dose methadone elixir maintenance.
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Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC894
The Perioperative Treatment for RSD Patient With Orthopedic Procedure in Affected Limb
Scott O. Levin, M.D., Gaurev Trehan, M.D., Jay Parekh, M.D., Temple University, Philadelphia, PA.
39 year‐old presents after a prolonged course s/p a right distal radius fracture after falling while running.
The patient presents today because the ulna and radius in her forearm were set too close together and
she has limited supination. The surgical plan was for an osteotomy with pinning to correct this. Our plan
was to prevent sympathetic stimulation from getting to the affected limb with a supraclavicular nerve
blockade. Prophylactic and preemptive pain control, maintaining adequate blood flow when possible,
decreasing the inflammatory response while limiting any progression RSD pathology would be our multi‐
nodal preoperative plan.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC895
Innovations in Treatment with Stellate Ganglion Block: Improved Combat‐Related Post‐Traumatic
Stress Disorder and Associated Memory Dysfunction in a Case Report
Eugene G. Lipov, M.D., Peter R. Brown, Ph.D., Advanced Pain Centers, S.C., Hoffman Estates, IL,
Brownstone & Associates LLC, Orland Park, IL.
Post‐traumatic stress disorder (PTSD) is challenging to treat with current therapeutic approaches.
Recent publications document stellate ganglion block (SGB) as the first biologic treatment for PTSD. A 42
year old Navy veteran with refractory PTSD was treated with two SGBs. At four months follow‐up, he
demonstrated marked reductions in PTSD severity (37%) measured by the PTSD Checklist‐ Military
Version. In addition, the patient’s performance on the Rey Auditory Verbal Learning Test revealed
significant improvements in immediate memory (20%), interference susceptibility (20%), delayed
memory (47%) and recognition (33%). These preliminary findings suggest PTSD symptom relief and
cognitive function improvement following SGB treatment.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC896
Guidelines for Very High Dose Ketamine Infusions in a Critical Care Environment Ketamine Coma
Andrew Lizek, M.D., Jerry Froehner, M.D., Adam Ollson, M.D., Jim Houston, M.D., Anesthesiology, Walter
Reed National Military Medical Center, Bethesda, MD.
Complex regional pain syndrome type 1 treated with ketamine coma A 36 year‐old male developed
complex regional pain syndrome type 1 (CRPS1) over a 2‐yr period after left ankle surgery. His condition
was refractory to conventional therapy. He was admitted to the ICU, intubated and received an
intravenous ketamine infusion (5mg/kg/hr) for five days. Two weeks after discharge, he showed
significant pain improvement. Ketamine‐induced coma for refractory CRPS1 is an accepted therapy in
Germany, but has yet to gain popularity in the United States. Future studies are necessary to investigate
this promising CRPS1 management modality.
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Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC897
Multimodal Rapid Opioid Detoxification Followed by Opioid‐Sparing Anesthesia for Robotic Partial
Nephrectomy
Derek H. Lowe, M.D., Steven Voskanian, M.D., Peter Roffey, M.D., Mariana Mogos, M.D., Duriyah
Thangathurai, M.D., Anesthesiology, University of Southern California, Los Angeles, CA.
A 63 year‐old lady with severe opioid dependence for scoliosis pain presented for partial nephrectomy.
Her preoperative opiate requirement included oxycodone 240 mg. After induction of anesthesia with
propofol and ketamine, rapid detoxification was achieved with administration of naloxone and
droperidol. Anesthesia was maintained with desflurane, low‐dose ketamine, and propofol infusion
titrated to BIS 50‐60. The patient was left intubated postoperatively on low‐dose infusions of
dexmedetomedine, ketamine, fentanyl, versed, and propofol. The patient was extubated on the next
day and infusions were weaned. No signs of withdrawal were observed and only required ketorolac for
postoperative analgesia.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC898
Brief Asystole During Trigeminal Nerve Block
Pankaj Mehta, Sumit Katyal, M.D., Cleveland Clinic, Cleveland, OH.
48F underwent a trigeminal ganglion block for right sided atypical facial pain. A 22 gauge 4"stimuplex
needle was advanced towards the foramen ovale in the submental view under fluoroscopy. Upon motor
stimulation of the mandibular division of the trigeminal nerve (V3), reflex bradycardia ensued which
resolved upon discontinuation of nerve stimulation. Omnipaque contrast was injected with vascular
uptake noted hence requiring needle repositioning multiple times. With each subsequent stimulation of
the trigeminal nerve, a trigeminovagal reflex response resulted in bradycardia which eventually led to
brief asystole for ten seconds. The block was then aborted and the patient recovered without
complications
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC899
Non‐Surgical Management Alternatives for Symptomatic Spinal Synovial Cysts
Pankaj Mehta, Lokesh Ningegowda, M.D., Sumit Katyal, M.D., Cleveland Clinic, Cleveland, OH.
54Y female presented with lumbosacral and lower extremity radicular pain. MRI revealed a large
synovial cyst (9x7x17cm) from the facet joint, compressing the L5 nerve root and causing significant
lumbar stenosis. She had a good but short‐lived response to transforaminal epidural steroid injections. A
3.5‐In. spinal needle was introduced towards L4‐5 facet joint and 2.5 ml of fluid aspirated followed by
steroid injection to curb the inflammatory response. Asymptomatic synovial cysts in the spinal
architecture are not uncommon however larger cysts may cause radicular symptoms. Aspiration under
fluoroscopic guidance may serve as a safe and more conservative alternative to surgery.
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Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC900
Vascular Uptake During a Diagnostic Cervical Medial Branch Block
Pankaj Mehta, Lokesh Ningegowda, M.D., Cleveland Clinic, Cleveland, OH.
A 28Y F with whiplash injury and cervical spondylosis without myelopathy underwent a cervical medial
branch block. 22g spinal needles were positioned for a right cervical medial branch block. Initial aspirate
was negative for blood but contrast injection using live fluoroscopy and Digital Subtraction confirmed
vascular uptake of the injectate at C4. Vascular injection of particulate steroids could result in embolic
stroke. It’s thus imperative that: ‐ Contrast is injected during cervical medial branch blocks. ‐ Spread is
assessed using continuous fluoroscopy. Digital subtraction if available may be a more reliable option.
‐ Non‐particulate steroids are favored over Particulate steroids.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC901
Goal: Describe the Use of Capsaicin in the Treatment of Neuropathic Chest Wall Pain and Post‐
Thoracotomy (Intercostal) Neuralgia
Leonard D. Morgan, D.O., Anesthesiology, LSU Health Science Center‐Shreveport, Shreveport, LA.
A 57 year‐old with chronic post‐thoracotomy pain was treated with 8% Qutenza in an off label topical
application. The goal was to evalutate the effectiveness of Qutenza for the treatment of neuropathic
chest wall pain. Though the initial benefit reported by the patient was excellent, the duration of the
response was limited.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC902
Parasternal Block for Pain Control Due to Costochondritis in a Patient With Ehler‐Danlos Syndrome
Shahryar Mousavi, M.D., Donna‐Ann Thomas, M.D., Anesthesiology, SUNY Upstate University Hospital,
Syracuse, NY.
Tietze syndrome, also called costo‐chondritis is an inflammatory condition of the cartilage which joins
the breastbone to the rib resulting in nociceptive pain. We present a 14 year‐old female with a history of
Ehler‐Danlos syndrome admitted through the emergency department with chest pain secondary to
costo‐chondritis confirmed by CT. The pain service was consulted for management of pain. Conservative
management with NSAIDs, oral steroids and intravenous opioids failed to result in appropriate
analgesia. A bilateral sternum injection depositing medications at the costal spaces alleviated her pain
and resulted in the weaning of her opioids medications allowing her to be discharged home.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC903
Perioperative Management of a Patient With Aggressive Complex Regional Pain Syndrome(CRPS)
Shahryar Mousavi, M.D., Donna‐Ann Thomas, M.D., Fenghua Li, M.D., Anesthesiology, SUNY Upstate
University Hospital, Syracuse, NY.
The treatment of pain associated with Complex Regional Pain syndrome(CRPS) is a real medical
challenge . Surgery on patients with a history of the disease could trigger a flare up of the symptoms due
to inflammatory cascade activation. We present a 37‐year‐old male with history of refractory peri‐
operative CRPS flare up scheduled for knee arthroscopic surgery. A detailed plan and collaborative effort
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with the anesthesiologist, which included the use of peri‐operative ketamine in combination with a
peripheral nerve catheter successfully, aborted the patient’s CRPS flare resulting in a discharge to home
in less than 24 hours.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC904
Use of Ketamine Infusion for a Patient With Sickle Cell Disease Pain Crisis
Shahryar Mousavi, M.D., Donna‐Ann Thomas, M.D., Anesthesiology, SUNY Upstate University Hospital,
Syracuse, NY.
Vaso‐occlusive crisis can result in severe painful crisis requiring opioid therapy. Providing appropriate
analgesia can prove to be challenging especially in opioid tolerant patients. We present a 20 year‐old
female with homozygous sickle cell anemia and a history of multiple hospitalizations for painful crisis
due to vaso‐occlusive episodes admitted with chest and lower extremity pain. She was maintained on
Intrathecal Hydromorphone, bupivacaine and ziconitide for her chronic pain. A Ketamine infusion was
used to significantly reduce her pain after attempts with high doses of intravenous Hydromorphone
failed to do so.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC905
Multimodal Approach for Detoxification Under Anesthesia and in the Perioperative Period
Thienkim (Kim) V. Ngo, M.D., Janak Chandrasoma, M.D., Susan Jimenez, M.D., Peter Roffey, M.D., Durai
Thangathurai, M.D., Anesthesiology, University of Southern California, Los Angeles, CA.
49yr M ASA III with metastatic bladder cancer admitted for pelvic extenteration was addicted to high
doses of narcotics and benzodiazepines. Previous attempts at detoxification failed and he requested
detoxification in the perioperative period. Anesthesia was performed with ketamine, propofol, epidural,
and isoflurane. The surgery lasted 10 hours and during this period he was given four doses of narcan
while maintaining the bispectral index 40‐45. There were no withdrawal symptoms. Postoperatively,
multimodal therapy was used including ketamine, epidural, dexmeditomidine, buprenorphine and
neurontin. He was discharged home on buprenorphine, neurontin, and buspirone. He remains off
opioids and benzodiazepines at this time.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC906
Continuous Thoracic Epidural as the Primary Anesthetic for a Bilateral Mastectomy
Neel K. Patel, M.D., Dalia Elmofty, M.D., Department of Anesthesia and Critical Care, University of
Chicago, Chicago, IL.
Thoracic epidural anesthesia has been shown to be useful in providing surgical anesthesia as well as
postoperative pain control for a variety of procedures. When compared to general anesthesia it can
reduce the incidence of PONV, minimize respiratory complications and shorten hospital stay. By
attenuating the surgical stress response, regional anesthesia may also decrease the risk of cancer
recurrence or metastasis. This case report describes a patient who was a professional opera singer with
hoarseness of voice after a previous intubation that received a continuous thoracic epidural for a
bilateral mastectomy in an effort to avoid general endotracheal anesthesia.
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Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC907
Dural Tear Following Spinal Cord Stimulator Placement Resulting in Leakage of CSF Into the Epidural
Space Causing Symptomatic Compression of the Lumbar Thecal Sac: A Case Report
Linda T. Pearson, M.D., Brian J. Goentzel, M.D., Christopher J. Burnett, M.D., Anesthesiology, Texas A&M
College of Medicine/ Scott & White Hospital, Temple, TX.
A 42 year‐old female presented four days after permanent spinal cord stimulator placement with
complaints of bilateral lower extremity weakness, lumbar pain, and thigh numbness. A lumbar
myelogram revealed a possible dural tear at T12‐L1 with leakage of CSF into the epidural space causing
compression of the lumbar thecal sac. Emergent T12, L1 laminectomies were performed. A 2 mm tear in
the dura was repaired. The spinal cord stimulator was salvaged. The patient experienced resolution of
her symptoms and was discharged home four days later. She continues to use her spinal cord stimulator
with great relief.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC908
Improvement of Discogenic Low Back Pain Using Intradiscal Methylene Blue: A Case Series
Nam‐Kha N. Pham, M.D., Lance A. Roy, M.D., Billy Huh, M.D., Ph.D., Anesthesiology, Duke University
Hospital, Durham, NC.
Treatment of discogenic low back pain is challenging, and a number of patients fail conservative
management. We present two cases of discogenic low back pain in which intradiscal methylene blue
substantially reduced pain. In one, a 50 year‐old female achieved 50% pain relief at 5 months of follow‐
up. In the second, a 32 year‐old male reported greater than 50% pain relief at 2 months of follow‐up.
Both patients had no adverse effects and were satisfied with the results. We consider intradiscal
methylene blue as a treatment option in appropriately selected patients prior to surgical intervention.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC909
Non‐Opiod Induced Itching After Spinal Block
Bretonya J. Phillips, M.D., Maria L. Torres, M.D., M.S., Felicia F. Davis, M.D., M.S., Bozana Alexander,
M.D., M.S., Anesthesiology, John H. Stroger, Hospital of Cook County, Chicago, IL.
Neuropathic symptoms such as severe itching is uncommon during return of full sensation following
neuraxial anesthesia. A 57year‐old male underwent a cystolithotrypexy under spinal anesthesia without
narcotics. In the PACU, patient began to complain of intense itching confined to his soles. Basic
management to relieve itching was ineffective thus propofol infusion was started. The itching
completely resolved within 20 minutes. One month later, he underwent the same procedure and
anesthetic management, reproducing the exact symptoms. It requires further evaluation to determine if
this itching was due to the presence of subclinical neuropathy prior to clinical manifestation of
carbohydrate intolerance.
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Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC910
Management of Meralgia Paresthetica With Percutaneous Peripheral Nerve Stimulator Implantation
Under Ultrasound Guidance
Maunak V. Rana, M.D., Vinaya Puppala, M.D., N. Nick Knezevic, Anesthesiology, Advocate Illinois
Masonic Medical Center, Chicago, IL.
A 50 year‐old presented with a three‐month history of intermittent dysesthesias in the left lateral thigh
and EMG studies consistent with meralgia paresthetica. The patient underwent a series of lateral
femoral cutaneous nerve blocks and pulsed radiofrequency ablation under ultrasound guidance over the
next six months with only transitory relief. The patient was offered peripheral nerve stimulation for
long‐term analgesia and underwent a percutaneous trial with final result of decreased discomfort,
significant opioid de‐escalation, and improvement of daily activities.
This case shows that peripheral nerve stimulation could be a safe and effective modality to offer long‐
term analgesia for meralgia paresthesia.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC911
Relief of Parkinsonian Symptoms With Placement of Dorsal Column Spinal Cord Stimulator
Kimberlee Reetz, M.D., Dawood Sayed, M.D., University of Kansas Medical Center, Kansas City, KS.
65 year‐old Caucasian female with Parkinson's disease and a longstanding history of right‐sided lumbar
radicular pain, was unresponsive to medical management, epidural steroid injections, physical therapy
and was not deemed a surgical candidate. She has placement of a permanent spinal cord stimulator 75
percent improvement in her low back and leg pain as well as increased functional status and near
complete elimination of her pain medication usage. We propose that dorsal column spinal cord
stimulation play a role in the improvement of her parkinsonian symptoms and that further investigation
is warranted for this modality as a possible treatment for Parkinson’s disease.
Tuesday, October 16, 2012
2:30 PM ‐ 4:00 PM
MC912
Cervical Cord Stimulation for Postherpetic Neuralgia
Kalen J. Rogers, M.D., Kenneth C. Reed, M.D., Blake D. Christensen, M.D., Pooya P. Pourali‐Fazel, M.D.,
Anesthesiology, University of Oklahoma, Oklahoma City, OK.
A 65 year‐old female with no significant PMHx presented to our pain clinic for evaluation of
incapacitating left arm pain s/p herpes zoster outbreak. Multiple modalities were tried without
symptomatic relief, ranging from capsaicin patches and medication, to more invasive therapies including
a stellate ganglion block and an epidural steroid injection. A spinal cord stimulator trial provided nearly
complete resolution of the patient’s pain, and she soon thereafter had a permanent device placed by
the neurosurgery department. We discuss the use of spinal cord stimulator devices in the management
of patients with postherpetic neuralgia unresponsive to less invasive therapies.
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