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§ I haven’t financial nor professional conflicts of 
interest to disclose... 

§ Contents of the lecture are for educational 
purposes. 



§ 1) Identify current impact and context of 
chronic myofascial Pain 

§ 2) Treatment overview and current climate 

§ 3) Multidisciplinary Treatment Approaches 

§ 4) Non-Pharmacologic Treatment Modalities  



§  Chronic Pain    100 million Americans      
 IOM 

§  Diabetes           25.8 million Americans  
 ADA 

§  CAD     16.3 million Americans  
 AHA 

§  Stroke   7.0 million Americans  
 AHA 

§  Cancer   11.9 million Americans  
 ACS 

IOM Report: Relieving Pain in America, The National 
Academies Press, 2011. 



§  Low back pain is the most common (27%) complaint, 
followed by severe headache or migraine pain (15%), 
neck pain (15%) and facial ache or pain (4%).  

§  28% of adults report limited physical activity due to 
pervasive LBP, as compared to 10% of adults who do not 
report LBP.  

§  Adults reporting low back pain were three times as 
likely to be in fair or poor health and more than four 
times as likely to experience serious psychological 
distress as people without low back pain. 

National Centers for Health Statistics, Chartbook on Trends in the Health of Americans 
2006 

 



AMERICA’S MOST COMMON 
COMPLAINT 



§  Chronic Pain treatment is estimated to cost > $600 billion 
annually affecting over 116 million Americans. ~$2000/
year per person. 

§  Chronic Pain is the most common cause of long-term 
disability with low back pain, affecting ~ 90 million lost 
work days and over 7 million people partially or severely 
disabled. 

1.  Bendix, Verdon, Zimlich – The Price of Pain.  Medical Economics. 
3/2013 

2.  Taylor. The impact of the “business” of pain medicine on Patient care. 
PM 2011; 12:762-773 

3.  NIH. Pain Management. Fact Sheet. 10/2010 



§  Approximately 50% of Chronic Pain patients coincide with 
Depression 

§  Chronic pain can diminish job performance and decrease 
performance of ADL’s and family obligations:  

§  household chores, raising children, financial contribution, 
and full participation in usual family activities.  

§  Sexuality and intimacy can also be affected. 



§  Chronic pain can affect sleep, negatively modulate stress 
hormone levels, and decrease ability to cope with stress 
and maintenance of a healthy lifestyle. 

§  Poor diet, lifestyle habits, sleep hygiene, and insufficient 
exercise can be predictors of poor coping skills with pain. 

§  Inadequately treated chronic pain can modify the CNS 
and PNS via sensitization, decreasing relative pain 
threshold and potentially causing dysesthesia or 
allodynia. 



§  Most primary care and many specialists find the 
management of chronic pain challenging. 

§  Evidence of long-term efficacy of chronic opiate use for 
chronic pain is limited. 

§  Opioid use is associated with significant risks, particularly 
at higher doses; including opioid use disorder, 
hyperalgesia syndrome and mortality/morbidity with 
dose-dependent effect. 



§  1) Medications: Oral, Topical, Intrathecal 

§  2) Modalities: PT/OT, Acupuncture, TENS, OMT 

§  3) Exercise, Rehab, Weight-Loss: PT, Dietitian, Coaching 

§  4) Interventional: Subcutaneous, Intramuscular and Joint, 
Selective Nerve Root, Sympathetic Chain, ESI, RF, 
Cryotherapy, SCS, Intrathecal Pumps 

§  5) Behavioral Health: Psychiatry, CBT, Biofeedback, 
Mindfulness, Support Groups 

§  6) Complementary/Alternative Care 



§  Medications typically include NSAIDS, Acetominophen, 
Anticonvulsants, SNRIs/SSRIs/MAOIs, TCAs, NMDA 
antagonists, Corticosteroids, Viscous Supplements, 
anesthetic patches, Muscle Relaxants, Homeopathic 
agents, Biologics, MAT and Opiates 

§  Future: non-classical (NOP) opioid receptor agonists?, 
Endocannabinoids? 



§  Cognitive Behavioral Therapy (CBT) and Mindfulness 

§  Exercise therapy, diet and weight management 

§  1st line and 2nd line options: acetominophen and NSAIDs; 
gabapentinoids, SNRI’s, and TCA’s 

§  Topical modalities and interventional treatments 

§  Multimodal/Multidisciplinary approaches have favorable 
response vs single modalities 



§  Acetaminophen toxicity thresholds between 2-4000mg. 

§  NSAID precautions with both COX1 and COX2 inhibitors. Be 
wary of long-term concerns for cardiac, CKD, 
anticoagulants. 

§  Gabapentinoids – risk associated with fall, dizziness, GI, 
CKD limits relative to dose initiation and titration 

§  SNRI – loading and taper strategies, rare documented 
incidences of Serotonin Syndrome. 

§  TCA’s – Cardiac, fatigue and dizziness related risks 

§  Corticosteroids – Hormonal and Glucose precautions, 
exposure related tissue damage 

§  Lidocaine Analogs – Cardiac and Toxicity risks (particularly 
IV or excess dosages) 

§  Muscle Relaxants – Fatigue, Fall risks; some abuse potential 
particularly with carisoprodol and benzodiazepines 



§  1) Improve quality of life, function, and performance of 
ADL’s Tailored to patient’s needs 

§  2) Ensure safe and reasonable treatment for underlying 
condition(s). Do No Harm and benificence. 

§  3) Maintain clear documented rationale for utilization and 
duration based on patient’s risk factors and observed 
response. 

§  4) Encourage independence and autonomy, coping and 
healthy lifestyle choices to improve long-term outcomes. 



§  Past Medical, Family and Social History/Behaviors  

§  Functional and Disposition status 

§  Past treatment history and medication use: PDMP, 
records 

§  Assessment of misuse, abuse, or diversion: UDS, records 

§  Psychosocial and psychiatric illness assessment 

§  Autonomy and caretaker/nursing assessment 



§  Will current plan reasonably address ADL’s, relative 
function, QOL, and vocational duties? 

§  Will current plan positively affect ability to tolerate 
positioning, posture, transfer, mobilize or ambulate, and 
routinely exercise? Will patient remain sedentary? 

§  Will patient commit to behavioral modification and 
interventions when appropriate? 

§  Does there need to be improved delivery of care or 
coordination with multidisciplinary services? ie – PT/OT, 
Behavioral Health, Social Work, Surgery, Neurology, 
Rheumatology, or Palliative care? 



§  Assess and document the patient’s identifiable pathology, 
context, and signs and symptoms consistent with pain and 
dysfunction. 

§  Identify the setting and provocative activities that lead to 
complaints. 

§  Be descriptive with findings: What type of pain: 
myofascial, joint, facet, radicular, spastic, neuritic and 
correlate findings on exam with ROM, strength evaluation 
and special testing. Myofascial pain oft coincides with 
other dysfunctions. 

§  Elaborate how this pain clearly affects reasonable ADL’s 
and pacing 

§  Tailor plan based on objective complaints 1st line; tailor 
reasonable time periods and consider taper strategies. 



§  the sensory nervous system’s response to certain harmful 
or potentially harmful stimuli 

§  Nociceptors have a certain threshold that require a 
minimum intensity of stimulation before they trigger a 
signal to axons which further travel to the spinal cord or 
brain for further modulation. 



§ Peripheral Nociceptive – established tissue 
damage, inflammation, or ischemia 

§ Peripheral Neuropathic – damage or impairment 
of peripheral nervous system 

§ Central Neuropathic – dysfunction of 
modulatory processing of pain by the spinal 
cord and brain 





§ Opioids are commonly prescribed for chronic 
pain regardless of type despite poor empirical 
evidence of long-term efficacious relief > 12 
months. 

§ In 2012, 259 million prescriptions were written 
for opioids, enough for one bottle per adult 
American. 

National Institute on Drug Abuse. (2015). Drugs of Abuse: Opioids 



1) Addiction/Tolerance/Dependence (risks) 

2) Opioid-Induced Endocrinopathy: suppression of 
hypothalamic-pituitary-gonadal axis via inhibition 
of GnRH. Most notable changes to sex-hormones 
and Vitamin D-25-OH 

3) Hyperalgesia Syndrome/Sensitization: 
Increased pain as a result of long-term opioid use 
generally different from original injury (difficult to 
diagnose). Pain may gradually normalize with 
decrease in opiate. This may be more pronounced 
wind-up phenomenon or sensitization with 
Fibromyalgia. 

4) Respiratory Suppression in Apneic Disorders, 
COPD 

5) Depression/Anxiety/Sleep Disorders 
American Academy of Pain Medicine (AAPM) 29th Annual Meeting. Poster 135. Presented April 11, 
2013. 





§ Rates of nonmedical prescription opioid 
use were greatest among white and 
Native American men in the Midwest 
and West, with annual incomes less than 
$70,000, previously married, and with a 
high school-level education or less. 

§ Prescription opiate use disorder are 
statistically linked to a variety of mental 
health disorders: PTSD, borderline, 
schizotypal, antisocial personality, 
persistent and major depressive 
disorder, and Bipolar I disorder. 



§  Is it medically reasonable to initiate or continue current 
regimen?  

§  If so, for how long at current dosage? Are MME >50, 
MME>90? 

§  Is it safe? 

§  Are their long-term concerns? 

§  Is there evidence of Aberrant Drug-Related Behaviors? 

§  Are supportive and evidence-based treatments being 
continually trialed? 



§ Opioids are not first-line for chronic pain. 

§ If opioids are used, they should be combined 
with nonpharmacologic therapy and nonopioid 
pharmacologic therapy 

§ Establish and measure goals for pain and 
function with each assessment and track 
accountability/progress. 

§ Prescribe the lowest LED, practicing caution with 
dosing >50 MME/day , and document 
justification for dosing >90 MME/day. 

§ Prescribe no more than needed for acute pain. 
Utilize Opiate Risk Tools and documented pain 
agreements. USDHHS, CDC, Guidelines for Prescribing Opioids for Chronic Pain 



§ Frequently reassess risk of harm and risk 
factors; taper or discontinue as appropriate. 
Be prepared to address common opiate-
related adverse effects. 

§ Utilize PDMP and toxicology routinely. 

§ Avoid/minimize benzodiazepine and opioid 
prescribing whenever possible. Utilize 
multidisciplinary teams in high risk 
patients. 

§ Be prepared to offer or refer for MAT with 
b u p r e n o r p h i n e o r m e t h a d o n e i n 
combination with behavioral therapy for 
high-risk patients. 

§ Practice extreme caution with methadone, 
never rotate/initiate higher than 10mg PO 
TID due to variable pharmacokinetics. 



§ To provide recommendations on opiate 
prescribing for chronic pain (adults with 
pain lasting > 3 months) outside of active 
cancer treatment, palliative care, and 
end-of-life care for primary care 
clinicians and serve as a relative safety 
and documentation standard. 



•  Improve the communication of benefits and risks 
of opioids for chronic pain amongst patient’s and 
clinicians. 

•  Improve the safety and effectiveness of pain 
treatment. 

• Reduce the morbidity and mortality of long-term 
opioid therapy. 

• Help recognize appropriate referrals or 
initiation for Medication-Assisted Treatment. 



§ Focus on wellness, meaningful function and effective 
coping 

§ Comprehensive pain-management plans can 
decrease the physical and emotional impacts of 
chronic pain and better suit patient care needs. 

§ Stress-reduction techniques, work with a cognitive 
behavioral therapist (CBT), relationship counselor or 
pain support group.  

§ Talking to others in addition to the provider about 
chronic musculoskeletal pain can help ease the 
burden of pain symptoms. 



§  Establish ground rules and stick to them with a 
documented Pain Agreement.  

§  Avoid complete cloning of charts 

§  Do not blindly continue high-risk regimen 
without succinct and transparent plan and 
justification on each visit. Consider frequency of 
visits based on clinical and therapeutic needs. 1 
to 3 month evaluations may not be ideal for all 
patients. 

§  Do not allow frequent early-refills. 

§  Minimize management of high-risk patients 
without coordination with multidisciplinary 
teams: pain management, psychiatry, and/or 
addiction. 



§ Key Points: 

§ 1) Spine and peripheral structures behave as an 
interconnected unit, (ie – myofascial trigger 
points as a result of poor posture, 
somatovisceral or viscerosomatic reflexes). 
Palpate and assess 

§ 2) Diagnosis and assessment are based upon 10 
distinct regional structures, palpatory TART 
findings (Tenderness, Asymmetry, Restriction, 
Temperature), and segmental diagnoses. 

§ 3) Correction of underlying somatic 
dysfunctions can optimize the self-healing 
mechanisms, relieve pain, and improve function 

§ 4) OMTs are believed to modulate the  neural/
vascular, lymph, and chemotactic load of 
nociception via central and peripheral 
mechanisms. 



§ The role for manual modes of therapy such as 
OMT has been documented for acute, subacute, 
and chronic LBP. 

§ OMT provides statistically significant and 
clinically relevant pain improvement in patients 
with chronic myofascial pain as further 
manifested by the decreased need for 
prescription rescue medication 

§ Trial of OMT may be useful before progressing 
to other more costly or invasive interventions in 
the medical management of patients with 
chronic neck and LBP. Bronfort, Haas, Evans, Bouter. Efficacy of spinal manipulation and mobilization for low back pain and neck pain. 

Spine J. 2004; 4:335-356. 
Prinsen , Hensel, Snow. OMT associated with reduced analgesic prescribing and fewer missed work days in 
patients with low back pain:. J Am Osteopath Assoc. 2014;114(2): 90-98 



MYOFASCIAL RELEASE 

•  puts a joint or tissue into a position of ease, to 
relax the fascia around that joint.  

•  After a successful treatment, tissue texture, 
alignment and mobility are improved.  

•  This can be used generally on soft tissue or 
entheses.   

•  Critical technique in management of dystonia 
and spasticity. 

•  This is an excellent technique to mobilize fluid 
in the lymphatic system. 



MYOFASCIAL RELEASE 



SOFT TISSUE TECHNIQUES 

•  Includes stretching, kneading, and 
inhibition. 

•   These techniques use gentle guided 
pressure over the soft tissues to 
encourage relaxation.  

•  Excellent for minor spasms and fluid 
dysregulation. 

•  Generally, these techniques can be 
performed safely with most, including 
hospitalized and skilled nursing 
patients. 



SOFT TISSUE TECHNIQUE 



§  Treatments in the model 
focus on the fascia and 
restoring its function by 
correcting the distortions 
in the fascial system and 
thereby eliminating pain, 
improving mobility.  

§  Dysfunctions are 
interestingly diagnosed 
by patient gesturing to 
painful sites. “Show me 
the pain.” 

§  Treatments utilize 
moderate-high force to 
affected area with 
appropriate vectors. 
There can be some 
temporary discomfort 
from techniques. 

§  ROM/Pain improvement 
can be fairly immediate. 



JONES STRAIN/
COUNTERSTRAIN 
•  Designated tender points are identified, and then 

they are passively placed to a position of ease 
(usually shortening of muscle) until at least 70% of 
the pain has decreased, and the patient is 
suspended in that position usually for at least 90 
seconds.  

•  There are designated strain/counterstrain points 
and ideal treatment positions. 

•  Very convenient technique for complete relaxation 
of the patient with often significant resolution of 
somatic dysfunction. 

•  This technique can be performed with most, so 
long as the patient/physician can be positioned 
comfortably. 





COUNTERSTRAIN 
(PIRIFORMIS) 



BALANCED LIGAMENTOUS 
TENSION 
§ A spasm or sore soft-tissue is held into a 
position of ease, followed by a balancing 
stage in which the practitioner slowly 
brings the joint/lesion to the physiologic 
position. 

§ Excellent gentle technique for fragile or 
hospitalized patients. 



BALANCED LIGAMENTOUS 
TENSION 



VISCERAL TECHNIQUES 

§ Allows the gentle release of fascia 
layers of the mesentery and 
abdominal-pelvic viscera, and also 
they can promote GI motility with 
manual fascia release of the bowels. 

§ Excellent for hospitalized patients 
and many common GI disorders. 



VISCERAL TECHNIQUES 



MUSCLE ENERGY TECHNIQUE 
• Muscle energy is a direct and active technique. 

• As the patient performs an isometric contraction 
against the operator: 

• Golgi tendon organ activation results in direct 
inhibition of agonist muscles 

• A reflexive reciprocal inhibition occurs at the 
antagonist muscles. 

• As the patient relaxes, agonist and antagonist 
muscles remain inhibited allowing the joint to be 
moved further into the restricted range of motion. 

• These techniques should be used with discretion 
on acutely injured or fragile patients. 



MUSCLE ENERGY 
TECHNIQUE 



HIGH VELOCITY LOW 
AMPLITUDE 
• HVLA is a type of manipulative treatment 
that involves a quick thrust over a short 
distance through a pathologic barrier. 

• Key is proper positioning in all vectors 
and a gentle thrust. The positioning or 
treatment should NOT be painful. 

• A detailed History and Physical is a must, 
as there are many contraindications for 
certain patients, particularly in lesser 
experienced operators. 



LUMBAR HVLA 



CONTRAINDICATIONS 
§ Relative or Absolute based on operator skill, 

experience and comfort treating 

§ Rheumatoid arthritic involvement or congenital 
deformity of the cervical spine (Trisomy 21, 
Achondroplasia)  

§ Carotid or vertebrobasilar vascular disease/
anomalies  

§ Presence or possibility of bony metastasis or 
severe osteoporosis, or a history of pathological 
fractures. 

§ Post-laminectomy, unstable spine 

§ Inflammatory Spinal Disease 



ARTICULATORY TECHNIQUE 
(LVHA) 
•  Low velocity and moderate to high amplitude 

forces utilized to carry a dysfunctional joint 
through its full range of motion, with the 
therapeutic goal of gently increasing range of 
motion against the pathological barrier. 

•  Usually this requires multiple repetitions of 
engaging the motion restriction, easing off 
slightly and re-engaging the motion restriction 
in an articulatory fashion. Sometimes a 
distractive force is applied. 



ARTICULATORY TECHNIQUE 





LYMPHATIC PUMP 

}  Techniques include Miller Pump 
(rhythmic, rapid, compression of the 
superior-anterior wall of the thorax), pedal 
pump, and diaphragmatic doming. 

}  Thoracic Inlet (duct) is always treated first 
to address the Lymphatic Toilet prior to 
treatment 

}  Caution with vigorous techniques along 
with bone mineral disease, suspected 
malignancy or injury. 

}  Cautious techniques preferred for 
immunocompromised or ill patients. 





THORACIC PUMP 



AUTONOMIC REGULATION 

§ Sympathetic of Parasympathetic stimulation or 
inhibition can be demonstrated with temporally 
appropriate lifting or rocking of the 
corresponding areas/segments. 

§ Most commonly directed towards the Occipito-
atlantal area (Vagus Nerve), rib angles 
(Parathoracic sympathetic Chain), and 
lumbosacral junction (Pelvic Parasympathetic 
fibers). 

§ Valuable for a number of conditions relating to 
autonomic dysregulation and generally very 
safe for most patients. 

§ Focus on a release of fascia near affected 
ganglia. 



RIB RAISING 



CRANIAL OSTEOPATHY 

§ Involves light-touch manipulation, 
working to improve circulation and CNS 
fluid balance to and from the cranium, as 
well as balance tension in the 
membranous (dura) structures of the 
cranium down to the sacral attachment 

§ These techniques can also be beneficial 
to facial muscles, sinuses and neck. 

§ Also often used for patient relaxation and 
decreased diffuse myofascial tone; 
particularly OA decompression and CV4 
techniques. 





§  Palpate hypertonic tender muscle tissues, dystonia, or 
spasticity poorly responsive to conservative care, PT/OT, 
OMT, stretching, etc. 

§  Identify and document tender muscles and laterality in 
physical exam. 

§  Document pain and functional limitations pertaining to 
affected muscles. 

§  As with any procedure, review indications, risks, 

  benefits, answer questions, and obtain consent 

§  Consider postop treatment and functional goals. 

 

 



§  Predominantly for resistant and pathological spasticity/
dystonia or migraine affecting >15 days a month with 
limited response to therapeutic modalities, injections, 
medications, and orthoses/splinting. 

§  Assess and document affected muscles (often flexion 
contractures), paraspinal musculature, or established 31 
sites for chronic migraine. 

§  Assess appropriate needed concentration for muscle(s), 
typically 100-200 units for unilateral contracture or 
chronic migraine. 

§  Ensure reasonable therapeutic plan to decrease affected 
hypertonicity. Assess whether follow-up injections need 
typically after 90 days. 





§  Append – 25 modifier to E/M CPT code; LT or RT to Procedure CPT   ICD 10 codes 

§  98925 – Osteopathic manipulation (1-2 body regions)   M99.00 Somatic dysfunction of head region 

§  98926 – Osteopathic manipulation (3-4 body regions)   M99.01 Somatic dysfunction of cervical region 

§  98927 – Osteopathic manipulation (5-6 body regions)   M99.02 Somatic dysfunction of thoracic region 

§  98928 – Osteopathic manipulation (7-8 body regions)   M99.03 Somatic dysfunction of lumbar region 

§  98929 – Osteopathic manipulation (9-10 body regions)      M99.04 Somatic dysfunction of sacral region 

§  20552 – one or two trigger points injected                             M99.05 Somatic dysfunction of 
pelvic region 

§  20553 – 3 or more trigger points injected (laterality counts)                            M99.06 Somatic dysfunction of 
lower extremity 

§  64615 – Chemodenervation – cervical dystonia, chronic migraine                      M99.07 Somatic dysfunction of upper 
extremity 

§  64642 – Chemodenervation – one extremity 1-4 muscles                             M99.08 Somatic dysfunction of 
rib cage 

§  64644 – Chemodenervation – one extremity 5+ muscles   M99.09 Somatic dysfunction of 
abdomen 

§  J0585 – Botulinum Toxin A, 1 unit     

          
      

       

       



§  Heat: Pain and spasms, directed to area 20-30 minutes up 
to every 2 hours as directed. 

§  Ice: Pain and swelling, tissue damage. Cover with towel 
on area 15-20 minutes per hour. 

§  Massage Therapy: relax tight muscles 

§  PT/OT/Exercise: improve movement, strength, function, 
and self-directed pain relief. 

§  TENS: adjustable electrical signals to modulate pain 

§  SCS: electrode implanted near spinal cord with safe 
electrical signals to modulate pain via nerves 



§  Aromatherapy: scents to relax, relieve stress, and 
decrease pain. Oils, extracts, herbs, fragrances. 

§  Laughter/Mindfulness: decrease stress, anger, fear, 
depression 

§  Music: increase energy levels and mood. 

§  Biofeedback:  teaches body to perceive pain and stress 
differently. 

§  Yoga/Taichi/Meditation/QiGong: low-impact exercise 
with physical/mental benefits. 

§  Acupuncture: very thin needles to balance energy 
channels (meridians) in the body.  



§ 1) Chronic myofascial pain is highly prevelant, and 
most providers must contribute to treatment. 

§ 2) Few individual options are universally effective 
for pain-relief. You must be versed in alternatives. 

§ 3) Document well and practice opiate prescribing 
with clear plan of care. Utilize non-opiate options 
first line.  

§ 4) Adopt CDC recommendations where possible.  

§ 5) Share patient accountability and utilize a 
multispecialty team when appropriate, particularly 
for high-risk patients. 

§ 6) Utilize modalities that are reasonable for the 
patient’s needs. 

§ 7) Health Maintenance, Wellness, Autonomy, and 
Preventive care remain a high-priority. 



 

    

   


