Studies of Pharmacological Interventions
Evidence Table 5.1.1:  Opioids (Alfentanil), Ketamine

	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author:  Eide, 1995

Country: Norway

Setting: Tertiary care

Refman ID: 62
	RCT crossover, (repeated measures design, all same subjects)

Allocation concealment: NR

Adequate randomization: Latin square design

Blinding: Yes (patients), NC for therapy & outcome assessment

Followup complete:  Yes (80-100%)

Reliable/valid outcome measures:  VAS, intensity of continuous pain, allodynia and wind-up-like pain

Heat Pain Threshold (HPT)

Compliance assessed? NC

Length of study: I d
	n=9 

Gender: 89% Male

Age: mean 41 y, min 21 y - max 72 y

Level of injury: Cervical, thoracic, lumbar 

Completeness of injury: ASIA classification: 5 A complete, 4 BCD incomplete.

Cause of injury:  3 MVA, 3 falls, 2 sports, 1 crush

Time since injury:  NR

Duration of pain: mean 33.7 (23.8) m, min 14 m - max 94 m

Onset of pain:  6 immediate, 3  2 to 6 m post injury

Pain description:  central pain, allodynia, burning, dysesthesia, sharp, shooting, stabbing, tingling 
	Drug: 

Group 1: placebo

Group 2: ketamine

Group 3: alfentanil
Dose: 

ketamine: bolus 60 µg/kg, 6µg/kg/min 

alfentanil:  bolus 7 µg/kg, 0.6µg/kg/min

Route: I.V. infusion

Frequency: Not assessed


	Outcome measures: VAS 0-100mm

Continuous pain: markedly reduced by both drugs

· measured 64mm VAS (median), 34 (25th percentile) – 70 (75th percentile)

· 7/9 patients felt ketamine most affective

· ketamine vs placebo p= 0.04

· alfentanil vs placebo p= 0.01

· ketamine vs alfentanil  p= 0.19

Allodynia: markedly reduced by both drugs

· measured 49mm VAS (median), 29 (25th percentile) – 82 (75th percentile)

· ketamine vs placebo p= 0.014

· alfentanil vs placebo p= 0.03

· ketamine vs alfentanil  p= 0.93

Wind-up-pain: reduced by ketamine and alfentanil
· measured 55mm VAS (median), 42 (25th percentile) – 90 (75th percentile)

· ketamine vs placebo p= 0.07

· alfentanil vs placebo p= 0.014

· ketamine vs alfentanil  p= 0.37

HPT: thresholds remained unchanged

· measured  44.5mm VAS (median),  39 (25th percentile) – 49 (75th percentile)

· ketamine vs placebo p= 0.64

· alfentanil vs placebo p= 0.24

· ketamine vs alfentanil  p= 0.95

Adverse effects: nausea, fatigue, dizziness, changes in mood, change in heart rate, itching, restless thoughts, reduced visual acuity, changes in hearing, general discomfort, feeling of unreality

Severity of adverse effects: Reported as weak, medium, bothersome

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – No definition provided.


Studies of Pharmacological Interventions
Evidence Table 5.1.2:  Opioids (Morphine), Buprenorphine, Clonidine
	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author:  Glynn, 1986

Country: UK

Setting: Tertiary care

Refman ID: 163


	Non-RCT

Adequate randomization: NA

Blinding: Single

Followup complete: Yes (80-100%), Unable to determine if losses to followup were taken into account

Reliable/valid outcome measures: NC
Binary scale: 

+ = an effect or pain relief 

0 = no effect or no pain relief 

Length of study: NC
	n=15

Gender: 80% Male

Age: mean 47.9 y 

Level of injury: cervical (5), thoracic (6), and lumbar (4)

Completeness of injury: NR

Cause of injury:  NR

Time since injury:  NR

Duration of pain:  mean 9.9 y 

Onset of pain:  NR

Pain description:  Central pain, deafferentation pain


	Drug:

Drug 1: clonidine

Drug 2: morphine

Drug 3: buprenorphine

Dose: 

Clonidine: 150 µg in 5 ml saline

Morphine: 5mg in 5 ml water

Buprenorphine: 0.3 mg in 5 ml saline

Route:

lumbar epidural catheter

Frequency: “at least 24 hours” 
	Outcome measures:

Drug 1: 10/15  had an effect or pain relief

Drug 2: 5/14 had an effect or pain relief, 7 who didn’t respond to clonidine
Drug 3: 2/5 had an effect or pain relief
Adverse effects: 

· none of the patients experienced any respiratory depression, no pruritus, nausea, or vomiting 

· 1 patient stopped the drug because of severe depression

· 2 patients did not get satisfactory relief but did not stop as the pain was worse without the drug

Severity of adverse effects:  reported

Comments:

· Buprenorphine was given to patients who received no pain relief after administration of either clonidine or morphine.

· 2 subjects had some effect or relief was felt with buprenorphine but not with either clonidine or morphine.

· 1 subject did not find pain relief with any of the drugs.

· clonidine provided the best relief in 7 subjects.

· 3 subjects had relief with both clonidine and morphine.

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – No definition provided.


Studies of Pharmacological Interventions
Evidence Table 5.1.3: Opioids (Morphine), Amitriptyline, Clonazepam, Others 

	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author:  Fenollosa 1993

Country: Spain

Setting: Tertiary care 

Refman ID: 84
	Case series & a postal survey
Adequate randomization: NA

Blinding: NR

Followup complete: Yes (80-100%). Assessment at 3, 6,12, 18, 24 & 36 m 

Reliable/valid outcome measures: NC
Lattinen Test (subjective intensity, frequency, analgesics intake, disability due to pain & sleep) Score 0-20

Compliance assessed?  Unable to determine

Length of study: 3 y


	n=28/33 (TSCI/SCI, 5 musculoskeletal pain)

Gender: 70% Male; Survey N=145 80.6% Male

Age: mean 32.5 y

Survey: 37 y (13-70)

Level of injury:  cervical 42%, thoracic 30%, lumbar 27%

Completeness of injury: Complete 48%, Incomplete 52%

Cause of injury:  Traumatic: 23 patients Medical: 10 patients

Time since injury:  More than 6 m (from survey)

Duration of pain: NE

Onset of pain: NR

Pain description:  From survey data:  continuous, burning, numbness, “like electricity, pressure”
	Drug: 4 regimens (“step programme”)

1. amitriptyline + clonazepam +NSAID

2. amitriptyline + clonazepam +5-OH-tryptophane + TENS

3. amitriptyline + clonazepam + spinal cord stimulation

4. morphine  (intrathecal continuous infusion)

Dose:  Amitriptyline 30mg/d increased to 75 mg/d at day 10, Clonazepam 0.6-1.5 mg/d

5OH-tryptophane 300 mg/d

Morphine 0.6 mg initially and 0.3-1mg according to the response. Permanent infusion 0.6 mg/d

Route: Oral for drug in regimens (1-3)

Intrathecal (morphine)

Frequency: Waiting period between stages 35 d (15-90).


	Outcomes:

Improvement (Satisfactory pain relief)
Regimen 1: 6/33 (18%)

Regimen 2: 16/27 (59%)

Regimen 3: 3/7 (43%)

Regimen 4: 8/12 (67%)

Adverse effects: Catheter displacement in 3 patients (out of 12) in regimen 4; 2 cases of respiratory depression (from survey)
Severity of adverse effects: NR

Comments:

· Some patients taking Baclofen for spasticity.

· SCS technique implanted permanently after waiting period of 2-3 m. Recommended only for patients with radicular pain.

· None of the 8 pts in morphine  developed tolerance after 3 y of treatment.

· Not clear if patients who responded to the survey are the same ones that were treated with the different therapeutic regimens.

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – No definition provided.


Studies of Pharmacological Interventions

Evidence Table 5.1.4:  Anticonvulsants (Valproate)
	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author:      Drewes, 1994
Country: Denmark

Setting:  Tertiary care and home

Refman ID: 345


	RCT Crossover

Adequate randomization: NR

Blinding: Yes (patient and outcome assessment)

Followup complete: NC

Reliable/valid outcome measures: NC
McGill Pain Questionnaire (MPQ)

- PRI,PPI,NWC, pain localization drawing

Compliance assessed? NC

Length of study: 8 w


	n=20

Gender: 75% male

Age: 32.5 y mean

Level of injury:  tetraplegic, paraplegic 

Completeness of injury:  NR
Cause of injury:  19/20 Traumatic; 1/20 Spinal Stenosis 

Time since injury:   median 79.5 m, min 4 m to max 122 m

Duration of pain: NE
Onset of pain:  NR

Pain description:  shooting, tingling, agonizing, cutting, cruel
	Drug: valproate

Double blind, crossover study first treatment/placebo period of 3 w, 2 w washout, new 3 w treatment period

Dose: 600 mg (individually increased) Median dose 1,800 mg (600-2,400mg)

Route: Oral

Frequency:  b.i.d.


	Outcome measures: MPQ, PPI, PRI, NWC, Area (% of total body area)

Mean improvement after 3 weeks of treatment: Placebo: PPI –01; PRI-1.7; NWC NR; Area 0.2 %

Treatment: PPI -0.2; PRI-1.6; NWC NR; Area 2.1%

Adverse effects: Gastroenteritis, dizziness, more pain

Severity of adverse effects: NR 

Placebo:  4 pts improved and 1 pt had worsening of the pain.

Valproate:  6 pts improved and 2 pts were worse.

Comments: 

· Findings were not clearly reported.

· No significant differences between the two groups were reported, although a positive trend was observed in the valproate treatment phase.

· One patient excluded from analysis

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – Pain distal to the level of injury in an area with loss of normal feeling. Central pain described in the introduction.


Studies of Pharmacological Interventions

Evidence Table 5.1.5:  Anticonvulsants (Gabapentine)

	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author:      Epstein, 1998

Country:   USA
Setting:  Tertiary care

Refman ID: 36
	Case Series

Adequate randomization: NA

Blinding: NR

Followup complete:  Yes (80-100%)

Reliable/valid outcome measures:  NC

Numerical scale (0-10, verbal pain intensity)

Percent pain reduction

Compliance assessed?  NC

Length of study: Until relief of pain or occurrence of side effects
	n=10 SCI/29

Gender:  70% male

Age:   mean 47 y, min 20 – max 76 y 

Level of injury: NR

Completeness of injury:        4 complete, 6 incomplete

Cause of injury:  NR

Time since injury: NR

Duration of pain: NR

Onset of pain:  NR

Pain description:  burning, hyperaesthesia, lancinating, paraesthesias
	Drug:  gabapentine

Dose:  600 to 2,700 mg/d (daily increases of 200 to 300 mg)

Route: Oral

Frequency: b.i.d or t.i.d
	Outcome measures:  

· mean pain reduction:  72% in SCI

· at least 50% pain reduction reported in 10 SCI patients.

Adverse effects:  based on 10 SCI patients

· 2 patients reported no side effects

· drowsy and fatigue (5), diarrhea (3), nightmares/hallucinations (2), dysarthria (1), nausea (2), somnolence (based on all)

Severity of adverse effects: NR

Comments: 

· Main findings not clearly described.

· Suggestive that gabapentin may be beneficial in the treatment of neuropathic pain

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – No definition provided.


Studies of Pharmacological Interventions

Evidence Table 5.1.6:  Local Anesthetics and Drugs With Anesthetic Properties (Mexiletine)

	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author:  Chiou-Tan, 1996

Country: USA

Setting: Tertiary care

Refman ID:  51
	RCT Crossover

Adequate randomization:  NC

Blinding:  NR

Followup complete: Yes (73%)

Reliable/valid outcome measures: NC

McGill Pain Questionnaire (MPQ) NWC 

VAS linear pain scale (0-10) 

Barthel index (measure of functional ability)

Compliance assessed? NC

Length of study: 10 w
	n=15 SCI enrolled, 11 completed 

Gender:  82% Male

Age: 44 y mean (11.0)

Level of injury: cervical (3), thoracic (6), and lumbar (2)

Completeness of injury:  Complete (9) and incomplete (2)

Cause of injury:  MVA (2), falls (3), GSW (3), surgery (2), other (1)

Time since injury:  7 y mean

Duration of pain: NC (> 6 m by inclusion criteria)

Onset of pain: NR 

Pain description: burning, dysesthesia, neuropathic
	Drug:  Mexiletine (lidocaine)

Dose: 450 mg/d 

Route: Oral

Frequency: 10-week crossover design: 1 week washout, 150 mg t.i.d for 4 w (drug) or placebo, 1 w washout, 4 w drug or placebo 
	Outcome measures: mean, (SD), Wilcoxon P

Placebo:

McGill Pain Questionnaire

103.0 (63) to 60 (31.0) (internal pain) p=0.31

51.0 (60.0) to 18.0 (16.0) (external pain) p=.044

NWC 11.0 (9.0) to 5.0 (8.0) p=0.16

PRI 1.0 (0.0) to 1.0 (0.0)  insufficient data

PPI 5.0 (0.0) to 5.0 (0.0) p=0.23

Visual Analog Scale 

7.8 (1.7) to 8.7(1.5)  p=0.06

Mexiletine:

McGill Pain Questionnaire

56.0 (40) to 44.0 (35) (internal pain) p=0.69

30.0 (48) to 32.0 (40.0) (external pain) p=0.38

NWC 9.0 (7.0) to 6.0 (7.0)  p= 0.16

PRI 7.0 (1.0) to 5.0 (1.0)  p=1.0

PPI 6.0 (6.0) to 3.0 (4.0) p=0.34

Visual Analog Scale 

8.1 (2.2) to 7.7 (2.4) p=0.88

Barthel: no change in level of function from baseline at any point in the study

Adverse effects:  NR

Severity of adverse effects: NR

Comments: 

· No significant effect of mexiletine on SCI dysesthetic pain scales or the Barthel index

· Did not decrease injury-related dysesthetic pain

· Mexiletine not found to be helpful in treating TSCI dysesthetic pain

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – Chronic dysesthetic SCI pain - pain at or below level of lesion present after SCI > 6 m duration limiting functional ability.


Studies of Pharmacological Interventions
Evidence Table 5.1.7:  Local Anesthetics and Drugs With Anesthetic Properties (Lidocaine)

	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author: Loubser, 1991

Country: USA

Setting: Tertiary care

Refman ID: 358
	RCT Crossover, double-blind study

Adequate randomization: NR

Blinding: Yes (patients and therapy delivery)

Followup complete: Yes (80-100%)

Reliable/valid outcome measures: NC; VAS 10mm, pain diagram

Compliance assessed?  NC

Length of study: I d
	n=21 SCI

Gender: 81% Male

Age: 42 y mean, 18 y min, 58 y max

Level of injury:  cervical (5), thoracic (14), and lumbar (2)

Completeness of injury: Complete and incomplete (not specified)

Cause of injury:  NR

Time since injury:  At least 18 m

Duration of pain: At least 6 m

Onset of pain: NR

Pain description:  burning, sharp, aching, throbbing, pressure, dull; neuropathic at or below level. Most described pain as constant with minor fluctuation following activity or bedrest.
	Drug:  lidocaine 5% in dextrose

Dose: 100 mg; Mean 80 (20.8) mg

Route: intrathecal injection (lumbar subarachnoid catheter)

Frequency: Intermittent: Titration every 5 minutes in 25 mg aliquots


	Outcome measures: Decrease in pain (intensity and duration), VAS repeated every 15 to 30 minutes

· Placebo   4/21

· Treatment   13/21    P<0.01

Pain response to subarachnoid lidocaine:

Mean reduction of pain intensity:   37.8% (37) 

Mean duration of response:  123.1 minutes (95.3)

Adverse effects: Hypotension, pain intensification. No headache, infection reported.

Severity of adverse effects:  No major side-effects reported.

Comments:

· Authors conclude that individual interpretation to the response of spinal anesthesia is required. 

· Long-term followup is recommended in order to determine the impact of this intervention.

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – Pain regarded as severe, “function-limiting” (Davidoff, 1987), and refractory to traditional rehabilitative therapies.


Studies of Pharmacological Interventions
Evidence Table 5.1.8:  Adrenergics and Cholinergic Agonists (Clonidine)

	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author:       Glynn, 1992

Country: UK

Setting: Tertiary care

Refman ID: 96
	Case Series

Adequate randomization: NA

Blinding: NA

Followup complete:  Yes (80-100%) Unable to determine losses of pts to follow-up.

Reliable/valid outcome measures: NC
VAS: 0-10 (10/10 no pain)

Compliance assessed?  NC

Length of study: I d


	n=10

Gender: 70% Male 

Age: 50.5 y mean

Level of injury: cervical (5), thoracic (2), lumbar (2), and sacral (1)

Completeness of injury: NR

Cause of injury:  NR

Time since injury:  mean 15.0 y

Duration of pain: NR
Onset of pain: NR

Pain description:  Deafferentation pain
	Drug: clonidine
Dose: 150 µg in 5 ml saline

Route: epidural lumbar catheter

Frequency: single dose


	Outcome measures:

Decrease in pain (intensity and duration) 3.4 (2.8)

7/10 obtained analgesia 

Adverse effects: 

- hypotension (minor), drowsiness, headache (none)  

-  no “untoward” adverse effects noted

Severity of adverse effects: NR

Comments:  

· 6 patients included in pharmacokinetics analysis because the catheters were not in the epidural space in the remaining 4 patients

· Most of the patients (8) experienced drowsiness.

· 5 of 6 patients with muscle spasms obtained good to total relief after injection of clonidine.

· 1 failure following parenteral injection

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – Chronic dysesthetic SCI pain.  Pain at or below level of lesion present after SCI > 6 m duration limiting functional ability.


Studies of Pharmacological Interventions

Evidence Table 5.1.9: Baclofen

	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author:   Loubser, 1996

Country: USA

Setting: Tertiary care

Refman ID:  045
	Case Series

Adequate randomization: NA

Blinding: NA
Followup complete:   Yes (80-100%)

Reliable/valid outcome measures: NC

· VAS (mm)

· Use of analgesic medication

Compliance assessed? NC

Length of study: 12 m


	n=9/12 SCI

Gender: 89% Male

Age:  39.7 y mean (14.1)

Level of injury: cervical (5), thoracic (4) 

Completeness of injury: Frankel’s classification: 3 A Complete, 3 B incomplete, & 3 C incomplete

Cause of injury: NR

Time since injury: NR

Duration of pain: At least 6 m (inclusion criteria)

Onset of pain: NR

Pain description: Allodynia, burning, dysaethesia, neurogenic, diffuse, stinging, paresthesias 
	Drug: baclofen
Dose: NR
Route: intrathecal pump (lumbar subarachnoid catheter)

Frequency: NR


	Outcome measures:  

VAS 0-10: Baseline mean 5.60 (1.65);

6 m posttreatment mean 6.09 (1.67);

12 m posttreatment mean 6.11 (1.74)
· 7 patients with neurogenic pain (78%) had no significant change in pain severity at both 6 and 12 m.

· 2 patients (22%) had increase in pain severity both at 6 and 12 m.

Oral analgesic medication usage:  All 6 patients continued oral analgesic medication with no change in dosage or type of medication.

Adverse effects: Not assessed

Severity of adverse effects: NR

Comments:

· Findings suggest  that intrathecal baclofen does not decrease chronic neurogenic spinal cord pain.



	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – The authors reference Merskey and Bogduk, 1994. Classified as neurogenic or musculoskeletal


Studies of Pharmacological Interventions
Evidence Table 5.1.10: Trazodone Hydrocloride

	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author:  Davidoff, 1987a; Davidoff, 1987b
Country:  USA

Setting:  Tertiary care

Refman ID: 287
	RCT Parallel, double blind, placebo controlled

Adequate randomization:  NR

Blinding:  Yes (patient and therapy delivery)

Followup complete:  Yes; Group 1: 80-100%; Group 2: <60%

Reliable/valid outcome measures: McGill Pain Questionnaire (MPQ)

Pain Rating Index (PRI)

Present Pain Intensity (PPI)

Number of Words Chosen (NWC)

Sternbach Pain Intensity (SPI)

Zung Pain and Distress Scale (PAD)

Compliance assessed? Yes

Length of study: 8 w


	n=19

Gender:  90% male

Age:  38.8 y (placebo group 1); 39.4 y (treatment group 2)

Level of injury:  16% tetraplegic, 85% paraplegic

Completeness of injury: 26% complete, 74% incomplete 

Cause of injury:  11% MVA, 21% falls, 53% GSW, 5% sports, 11% other

Time since injury: NR

Duration of pain:               mean 51.0 m (19.2 m) placebo, mean 47.6 m (9.7 m) treatment

Onset of pain: within first post-injury year (inclusion criteria)

Pain description:  Neuropathic below level, burning, cutting, cruel, nagging, radiating, tight
	Drug: trazodone  hydrocloride
Dose: 150 mg/d 

Route: Oral

Frequency: 6 w course

1 capsule/d for 3 d; 

2 capsules/d for next 4 d; & 

3 capsules/d for the remaining 5 w


	Outcome measures:

Group 1 (Placebo) baseline to intervention

PRI 34.7 (4.4) to 32.1 (3.5)

PPI 2.4 (0.3) to 1.7 (0.2)

NWC 13.9 (1.5) to 13.2 (1.5)

SPI (d) 55.7 (10.4) to 63.4 (8.4)

SPI (w) 65.6 (9.6) to 68.3 (6.9)

PAD 59.0 (4.9) to 53.0 (3.2)

Group 2 (Treatment) baseline to intervention
PRI 33.0 (5.5) to 33.5 (2.4)

PPI 2.1 (0.3) to 2.6 (0.2) 

NWC 13.2 (1.9) to 14.0 (1.0) 

SPI (d) 57.9 (11.1) to 61.7 (6.8)

SPI (w) 69.7 (8.7) to 73.9 (4.7)

PAD 56.9 (4.6) to 67.2 (3.8)

Subjective assessment of pain 

by MD: 2/9 (group 1), 5/9 (group 2) effective relief

by patient: 3/9 (group 1), 4/9 (group 2) effective relief
Adverse effects: Drowsiness, dry mouth, urinary tract infection, increased spasticity, urinary retention

Severity of adverse effects:  NR

Comments: 

· Premature termination of study due to side effects in the treatment group (4 pts)

· There were no significant differences in the pain measures over time & between drug & placebo groups.

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN –  Pain following traumatic myelopathy, characterized by diffuse burning and tingling sensations distal to level of spinal injury.


Studies of Pharmacological Interventions
Evidence Table 5.1.11: Combination—Pharmacological (Amitriptyline + Carbamazepine) and Nonpharmacological Treatment (Electroacupuncture)

	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author: Erzurumlu, 1996

Country: Turkey

Setting: Tertiary care

Refman ID: 1062


	Non-RCT Contemporaneous controls

2 groups, before/after within each group.

Multidisciplinary pain treatment approach

Adequate randomization: NA

Blinding:  No

Followup complete:  Yes (80-100%)

Unable to determine if losses of patient to followup were taken into account

Reliable/valid outcome measures: NR

VAS (1-10)

Compliance assessed? No

Length of study: 2 m (60 d)
	n=28

Gender: 92.3% Male 

Age: mean 22.9 y (3.8)

Level of injury:  Group 1:  tetraplegic & paraplegic Group 2: paraplegic

Completeness of injury: 
Group 1: cervical complete

Group 2: caudal incomplete

Cause of injury: NR

Time since injury: 

Total sample: mean 8.6 m (4.2) 

Duration of pain: NR 

Onset of pain: NR

Pain description: Central pain, stabbing, atypical, visceral, diffuse, psychological
	Drug:

Group 1: amitriptyline & carbamazepine

Group 2:  4Hz frequency electroacupuncture, 20 minute sessions for 10 d 

Dose:  amitriptyline 50 mg/d

carbamazepine 600 mg/d

Route: Oral

Frequency: 

Group 1: daily

Group 2: NC


	Outcome measures:  VAS 1-10

Group 1

Baseline  mean 5.29 (1.2)

Posttreatment (10 d) mean 3.29 (0.8)

Followup (60 d) mean 2.71 (0.8)

Group 2

Baseline mean 6.07  (1.3)

Posttreatment (10 d) mean 2.14 (0.8) 

Followup (60 d) mean 3.5 (1.4)

Adverse effects:  No complications reported.

Severity of adverse effects:   NR

Comments:

· Group 1 reached a plateau in pain scores at day 15.

· Group 2 reached plateau at day 7.

· Article published in Turkish.

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – No definition provided.


Studies of Pharmacological Interventions
Evidence Table 5.1.12: Combination—Pharmacological (Melitracen + Flupenthixol) and Nonpharmacological Treatment (TENS)

	Author
	Study Design/Quality
	Patient Description
	Intervention
	Findings & Comments

	Author:    Heilporn, 1977-78

Country: Belgium

Setting: NR

Refman ID: 828


	Case Series, Multidisciplinary approach

Study direction: retrospective

Adequate randomization: NA

Blinding: NA

Followup complete:  Yes (80-100%); Characteristics of patients lost to followup not described

Reliable/valid outcome measures: Categorical NC, “distinctly better,” “a certain improvement,” “no improvement”

Compliance assessed? NC

Length of study: 2 w to 3 m


	n=12 (11 SCI)

Gender: 91% Male

Age:  NR

Level of injury:  thoracic (10), lumbar (1) 

Completeness of injury: NR

Cause of injury:  NR

Time since injury:  NR

Duration of pain: NR

Onset of pain: NR

Pain description:  Dysaesthesia


	Group 1: 

Drug: 

Group 1: melitracen + flupenthixol

Group 2: TENS + melitracen  + flupenthixol
Dose:

Melitracen 3x50 mg/day

Flupenthixol 3x1 mg/day

Route: Oral

Frequency: t.i.d

Group 2:

transcutaneous nerve stimulation
	Outcome measures:

Global subjective assessment by MD

Group 1

5/11 “distinctly better,” 3/11 “no improvement,” 3/11 “a certain improvement”

Adverse effects: (3 pts) ocular problems, micturition difficulties 

Severity of adverse effects: NR

Group 2

1/3 “no improvement,” 2/3 “a certain improvement”

Adverse effects: none mentioned

Severity of adverse effects: NR

Patients not convinced by the treatment and felt that it hindered their independence.

Comments:

· Authors feel that stubborn pain may benefit from a trial of the drug combination of melitracen-flupenthixol.

	AUTHOR’S DEFINITION OF NEUROPATHIC PAIN – Diffuse sublesional pain localized in an anaesthetical region
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