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Is Opioid-Induced Hyperalgesia a
Nociplastic Pain Syndrome?

James B. Talmage, MD, Assistant Medical Director, TN BWC

dMIRable Review has published issues on the current “opioid epi-

demic” in the Spring 2021 issue and on the new 2022 Centers for
Disease Control Chronic Opioid Treatment Guidelines in the Winter 2023
issue (See References - AdMIRable Review). AdMIRable Review has also published on
the International Association for the Study of Pain (IASP) newly described pain
mechanism “nociplastic pain.” When the Fall 2022 AdMIRable Review article on this
pain mechanism was being written, there were 127 article citations retrievable by
searching PubMed for “nociplastic pain.” Today there are 184 citations, as additional
publications have appeared and are now indexed by the National Library of Medi-
cine. The reader of this article may benefit from reading the feature article in those
3 issues before reading further in this article.

This article will briefly revisit opioid-induced hyperalgesia (OIH) and nociplastic pain
to examine their similarities, and then consider Complex Regional Pain Syndrome,
Type 1 (CRPS), and “Failed Back Surgery Syndrome” (FBSS) as examples where both
may be present, since a high percentage of patients with either CRPS or FBSS is on
Chronic Opioid Therapy.

As we reviewed in the Spring 2021 issue, OIH develops sooner and more commonly
than many physicians suspect, even after brief courses of oral opioids. There is no
generally accepted laboratory or imaging test that can be performed to document
the presence of OIH in a particular patient. The diagnosis is confirmed by a trial of
opioid weaning. If the opioid dose is gradually decreased over time and if the pa-
tient's chronic pain paradoxically decreases, OIH is present, as decreasing the dose
of pain medicine that was effective should logically result in increased, not de-
creased, pain. Several reviews of OIH have been published_(Mercadante, 2019; Hig-
gins 2019; Glare 2019; Colvin, 2019; Sampaio-Cunha, 2022).

While there is no test to detect which patients have OIH, the questionnaires for no-
ciplastic pain and the physical exam signs for nociplastic pain may strongly hint that
the diagnosis of OIH should be considered in those taking opioids (See below).

The IASP introduced the concept of “nociplastic pain” to explain pain out of propor-
tion to the “objective findings” of either a peripheral cause (e.g. knee osteoarthritis)
or an easily documented injury to or disease of the nervous system (e.g. lacerated
median nerve, or radiculopathy from a disc herniation, or brain damage from multi-
ple sclerosis) with loss of motor or sensory pain receptive function (Aziz et al, 2019;
Nicholas et al, 2019). True radiculopathy was discussed in the AdMIRable Review
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Spring 2022 issue. These two IASP 2019 publications use CRPS and FBSS as exam-
ples of nociplastic pain.

In AdMIRable Review, we used the analogy to computer malfunctions, with nocicep-
tive pain (like knee osteoarthritis) being analogous to a defective mouse not permit-
ting normal computer function, neuropathic pain (like a lacerated peripheral nerve)
being analogous to a defective cable attaching the mouse to the computer, and no-
ciplastic pain (like CRPS or FBSS) being analogous to defective software (not hard-
ware) causing the computer malfunction. A computer hardware malfunction would
be analogous to a medically recognizable brain lesion on imaging in an area of the
brain involved in pain processing (neuropathic pain).

A PubMed (National Library of Medicine) search for “opioid induced hyperalgesia”
and “nociplastic pain” on April 10, 2023, yielded only one citation about inducing
nociplastic pain in mice, so the literature so far seems not to have connected these
entities.

The importance of connecting these concepts is by IASP and other reviewer publica-
tions the presence of a significant nociplastic pain syndrome, or component of noci-

plastic pain in cases of “mixed” pain, predicts non-response to “peripherally directed

therapies such as anti-inflammatory drugs and opioids, surgery, or injections.” (Fitzcharles, MA
2021). Thus,

[1]f we accept that chronic pain is a disease or a long-term condition, “then the philoso-
phy of care may change from a biomedical model that views chronic pain as a symptom
to that of a biopsychosocial one that views chronic pain as a disease or long-term condi-

tion” (Nicholas et al, 2019).

Both of these reviews emphasize that recognition of nociplastic pain should result
in a change in treatment focus. Also, as reviews of each condition have pointed out,
both OIH and nociplastic pain have in common pain out of proportion to objective
findings in the biomedical model, so considering OIH as mediated by a nociplastic
pain mechanism is logical. Pain out of proportion to objective disease is like beauty,
in the eye of the beholder (Kosek et al, 2021; Nijs et al, 2021). Some physicians view
all patient encounters through the biomedical model in which they were trained.
They assume pain must be a symptom of nociceptive or neuropathic pain. They al-
so seem not to recognize illness presentations consistent with the biopsychosocial
model, which teaches that chronic pain is frequently a learned response to injury or
pain illness influenced heavily by mental stressors and social circumstances. This
hinders recognition of “pain out of proportion to disease or injury findings.” In a
future article, we will explore imaging of normal, asymptomatic individuals, and the
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Figure 1. Clinical decision-making tree of the IASP clinical criteria for nociplastic pain.

normal aging changes on imaging that can be mischaracterized as the “pain-

generating structure.”

As reviews of each condition have pointed out, both OIH and Nociplastic pain have

in common “central sensitization” causing allodynia and hyperpathia, so listing OIH

as mediated by a nociplastic pain mechanism is logical. Allodynia is pain provoked

by what should be a non-painful stimulus. Examples in the patient history would be

hypersensitivity to environmental smells, sounds, or lights. Examples on physical

exam would be brushing the skin with a small paint brush while asking the patient,

“On a zero to ten pain intensity scale, where zero is no pain and ten is the worst

pain you can imagine, what number describes what you feel when | do this?” Note

this is different from asking rhetorically, “How badly does it hurt when | do this?” A

similar physical exam test would be the sign
described by Gordon Waddle of lightly
pinching the skin.

Hyperpathia is present when a normally
mildly painful stimulus is perceived as more
painful to this person than to most people.
An example would be the “tender point” ex-
am for fibromyalgia in the original Wolfe
1990 criteria for that diagnosis. These exam-

Pain intensity

hyperalgesia

normal
pain

™~ normal
pain threshold

Stimulus intensity
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ination tests are even more meaningful if positive in areas remote from the pa-
tient's chief complaint (e.g. test on the shoulder of a back pain or knee pain patient).

The most recent reconceptualization of fibromyalgia dropped the criterion of ten-
der point count and uses instead criterion based on the Widespread Pain Index ,
which considers how many of 19 places on the body have pain,. Additionally, the
new criteria scores the severity of fatigue, cognitive symptoms, headaches, daytime
sleepiness, lower abdominal pain, and depression (Wolfe et al, 2016). This list of the
location of pain complaints is rarely documented in the medical records sent to the
BWC when patients on long-term opioid therapy, or their doctors, initiate Utilization
Review appeals. These non-pain symptoms are present in many chronic opioid
therapy patients further strengthening the association of OIH and nociplastic pain.
Yet, these symptoms are rarely listed or commented upon by treating physicians in
medical records submitted to the Bureau (Els et al, 2017; AHRQ, 2020).

The Central Sensitization Inventory (CSI -see references) is a questionnaire in the
public domain that can be downloaded and given to patients. It has been validated
and is available in multiple languages.

Table 3
Fibromyalgia criteria—2016 revision

Criteria

A patient satisfies modified 2016 fibromyalgia criteria if the following 3 conditions are met:

(1) Widespread pain index (WPI) = 7 and symptom severity scale (SSS) score = 5 OR WPI of 4-6 and SSS score = 9.

(2) Generalized pain, defined as pain in at least 4 of 5 regions, must be present. Jaw, chest, and abdominal pain are not included in generalized pain definition.

(3) Symptoms have been generally present for at least 3 months.

(4) A diagnosis of fibromyalgia is valid irrespective of other diagnoses. A diagnosis of fibromyalgia does not exclude the presence of other clinically important illnesses.

Ascertainment
(1) WPIL: note the number of areas in which the patient has had pain over the last week. In how many areas has the patient had pain? Score will be between 0 and 19
Left upper region (Region 1) Right upper region (Region 2) Axial region (Region 5)
Jaw, left* Jaw, right* Neck
Shoulder girdle, left Shoulder girdle, right Upper back
Upper arm, left Upper arm, right Lower back
Lower arm, left Lower arm, right Chest*
Abdomen®
Left lower region (region 3) Right lower region (Region 4)
Hip (buttock, trochanter), left Hip (buttock, trochanter), right
Upper leg, left Upper leg, right
Lower leg, left Lower leg, right

(2) Symptom severity scale (SSS) score
Fatigue
Waking unrefreshed
Cognitive symptoms
For the each of the 3 symptoms above, indicate the level of severity over the past week using the following scale:
0 = No problem
1 = Slight or mild problems, generally mild or intermittent
2 = Moderate, considerable problems, often present and/or at a moderate level
3 = Severe: pervasive, continuous, life-disturbing problems
The symptom severity scale (SSS) score: is the sum of the severity scores of the 3 symptoms (fatigue, waking unrefreshed, and cognitive symptoms) (0-9) plus the sum
(0-3) of the number of the following symptoms the patient has been bothered by that occurred during the previous 6 months:
(1) Headaches (0-1)
(2) Pain or cramps in lower abdomen (0-1)
(3) And depression (0-1)

The final symptom severity score is between 0 and 12
The fibromyalgia severity (FS) scale is the sum of the WPI and SSS

The FS scale is also known as the polysymptomatic distress (PSD) scale.
* Not included in generalized pain definition.
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The CSlis frequently referenced in articles
on nociplastic pain. A score of 30 suggests
the possibility of a nociplastic pain mech-
anism is present, and a score 240 is felt to
document the problem.

Nociplastic pain is NOT a mental illness,
and a referral to a psychologist will not
diagnose it. Psychologists are not trained
in general medicine and cannot confirm
“pain out of proportion to objective find-
ings.” They don't perform physical exami-
nations, and they rarely have all the medi-
cal records. The treating physician must
be the person to recognize that nociplas-
tic pain is present and say as much when
referring the patient to a psychologist.

Psychologists can be helpful to patients
with this disorder by offering work-
focused cognitive behavior therapy and
reinforcing gradual increases in activity
while supporting opioid weaning efforts.
Physical therapy can contribute by help-
ing patients choose exercises they toler-
ate and gradually increasing exercise
schedules (Franco et al, 2020; Van

Griensven et al, 2020).

If OIH is present but not recognized by
the treating physician, and if this is a noci-
plastic pain syndrome, which means that

Features of nociplastic pain conditions
+ Combined peripheral and central pain sensit sation
« Hyper-responsiveness to painful and non-painful sensory stimuli
+ Associated featu res
Fatigue
Sleepdistu hance
Cognitive disturbances
Hypersensitivity to environmental stimuli
A nxiety and depressed mood

Peripheral features
« Minor local muscle pathology (eg, changes inpH, muscle
fibre composition, andlatent and active trigger points)

« Peripheral sensitisation (eq, expansion of receptive
fields elevated cytckine and chemakine concentrations)

« Hyperalgesia, dysesthesia, and allodynia

+ Localised or diffuse tenderness, or both

Supraspinal mechanisms

+ Hyper-resporsiveness to pain stimuli
« Hyperactivity and connectivity in and

between brainregions involved in pain

« Decreased activity of brain regions

invalved inpain inhibition
(ie, descending inhibitory pathways)

« Elevated cerebrospinal fluid substance

Pand glutamate concentrations,
deaeased GABAergic transmission

» Changes in the sizeand shapeof grey

andwhite matter regions involved in
pain processing

« Glial cellactivation

Spinal mechanisms

« Regional clustering and convergence
of signals from different pain loci

«Spinal cord reorganisation

« Amplified spinal reflex trars mission

« Diminished spinal inhibition

«Wind-up and temporal summation

+Glial cdl activation

Figure: Mechanisms and features of nociplastic pain
Figure created by Joe Kanasz.

the biomedical approach to treatment, such as performing invasive procedures

with injections or surgery, is likely to be unhelpful, then recognition of OIH should

change treatment recommendations from those that were based on the biomedical

model to therapy recommended for nociplastic pain. This recognition might occur

with a second opinion consultation by a physician who is open to the concept of

nociplastic pain syndromes.
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In light of this, when Utilization Review denies requests for injections, surgeries, and
other invasive treatment for long-term opioid patients, and the treating physician
subsequently appeals the denial to the Bureau Medical Director, the medical rec-
ords submitted in the appeal should contain the following:

e A statement of when opioids were started, the pain rating (Visual Analog Scale 0
-10) and function level of the patient when opioids were started, whether the
opioid dose has been increased over time, the current pain rating and function
level.

e This information facilitates recognition of whether opioids have benefit - have im-
proved pain and function, and longer duration opioid therapy indicates the need for
longer, slow opioid weaning by the 2022 CDC Opioid guidelines.

e A statement of whether a trial of opioid weaning to look for opioid induced hy-
peralgesia has occurred and if “yes” the outcome.

e A reduction in pain and improvement in function would suggest OIH, and further
reductions in the opioid dose may be more logical than invasive treatment indicated
only for pain relief.

e A Review of Systems that documents complaints of fatigue, pain in other body
locations, cognitive impairment, sleep disturbance, hypersensitivity to environ-
mental noises, smells, light, etc., lower abdominal pain syndromes, headaches,
level of depression and anxiety symptoms.

e This would help confirm the presence of “central sensitization” or nociplastic pain.

e A physical exam for objective evidence of an inflammatory disease, for neuro-
logic deficit that is consistent over time in a given location, and for signs of allo-
dynia and hyperpathia both in the area of the current pain complaint and in
body areas remote from the chief pain complaint.

e This would clarify whether objective pathology or “pain out of proportion” to objec-
tive findings is the issue being treated.

e Imaging that documents a potential pain-generating pathology that correlates
with the physical exam and a rationale why this is not just a finding commonly
seen in asymptomatic populations as they age.

e This would clarify whether objective pathology or “pain out of proportion” to objec-
tive findings is the issue being treated.

If these items were routinely available in the appeals file, the Bureau Medical Direc-
tor could more easily determine whether the patient likely had nociceptive pain or
neuropathic/nociceptive pain, and thus whether a biopsychosocial model treatment
approach might be more appropriate, given the relative risk of complications. Sim-
ilarly, the Director could determine if OIH was likely present and whether the re-
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quested invasive treatment should be deferred until a trial of opioid weaning has
occurred.

(“Primum non nocere” - first do no harm).

Progress is slow in medicine, despite the remarkable speed with which scientific
information can now be disseminated (Rubin et al 2023). But progress does occur
eventually. There is hope for the future, in general health care and in the care of
injured workers.
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Medical Abstracts of Interest
Regarding Opioid Use

Selected by James B. Talmage, MD
Published verbatim from PubMed.gov, in the public domain.

Review. Lancet. 2019 Apr 13,

Perioperative opioid analgesia-when is
enough too much? A review of opioid-
induced tolerance and hyperalgesia

Lesley A Colvin !, Fiona Bull %, Tim G Hales 2

PMID: 30983591
DOI: 10.1016/50140-6736(19)30430-1

Abstract

Opioids are a mainstay of acute pain management but can have many adverse
effects, contributing to problematic long-term use. Opioid tolerance (increased
dose needed for analgesia) and opioid-induced hyperalgesia (paradoxical increase
in pain with opioid administration) can contribute to both poorly controlled pain
and dose escalation. Hyperalgesia is particularly problematic as further opioid
prescribing is largely futile. The mechanisms of opioid tolerance and hyperalgesia
are complex, involving p opioid receptor signalling pathways that offer
opportunities for novel analgesic alternatives. The intracellular scaffold protein -
arrestin-2 is implicated in tolerance, hyperalgesia, and other opioid side-effects.
Development of agonists biased against recruitment of B-arrestin-2 could provide
analgesic efficacy with fewer side-effects. Alternative approaches include inhibition
of peripheral p opioid receptors and blockade of downstream signalling
mechanisms, such as the non-receptor tyrosine kinase Src or N-methyl-D-aspartate
receptors. Furthermore, it is prudent to use multimodal analgesic regimens to
reduce reliance on opioids during the perioperative period. In the third paper in
this Series we focus on clinical and mechanism-based understanding of tolerance
and opioid-induced hyperalgesia, and discuss current and future strategies for pain
management
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Review > Eur ] Pain. 2021 Jan; 25 (1): 51-70.

Prescription of exercises for the treatment
of chronic pain along the continuum of
nociplastic pain: A systematic review with
meta-analysis

Katherinne Ferro Moura Franco 12, Dorine Lenoir 224, Yuri Rafael Dos Santos Fran-

co ?, Felipe José Jandre Reis 42, Cristina Maria Nunes Cabral 1, Mira Meeus 24

PMID: 32976664
DOI: 10.1002/ejp.1666

Background and Objective

To compare different exercise prescriptions for patients with chronic pain along the
continuum of nociplastic pain: fibromyalgia, chronic whiplash-associated disorders
(CWAD), and chronic idiopathic neck pain (CINP).

Databases and data treatment

Randomized controlled trials comparing different exercise parameters were includ-
ed. The search was performed in the databases Cochrane Central Register of Con-
trolled Trials, MEDLINE, EMBASE, CINAHL and PEDro. Data on the parameters for
the physical exercise programs for pain management were extracted for analysis.

Results

Fifty studies with 3,562 participants were included. For fibromyalgia, both aerobic
strengthening exercises were similar and better than stretching exercises alone.
Exercises could be performed in 50- to 60-min supervised sessions, 2 to 3 times a
week, for 13 weeks or more. For CWAD, body awareness exercises were similar to
combined exercises, and there was no difference in adding sling exercises to a
strengthening exercise program. The exercises could be performed in 90-min su-
pervised sessions, twice a week, for 10 to 16 weeks. For CINP, motor control exer-
cises and nonspecific muscle strengthening had a similar effect. Exercises could be
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performed in 30- to 60-min supervised sessions, 2 to 3 times a week, for 7 to 12
weeks.

Conclusions:

he choice of parameters regarding exercises should emphasize global exercises in
nociplastic pain conditions (such as fibromyalgia and CWAD) and specific exercises
in non-nociplastic pain conditions (such as CINP) and be based on patient's prefer-

ence and therapist's skills.

Prospero Registration Number:
CRD42019123271.

Significance

The pain mechanism must be considered to optimize exercise prescription in pa-
tients with different chronic pain profiles. The main message of this article is that
low to moderate intensity global exercises performed for a long period of treat-
ment should be performed in patients with nociplastic pain predominance. Addi-
tionally, focused and intense exercises for a short period of treatment can be pre-
scribed for patients with nociceptive pain predominance.
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Review. ] Clin Med. 2021; (15) : 3203

Nociplastic Pain Criteria or Recognition of
Central Sensitization? Pain Phenotyping in
the Past, Present and Future

lo Nijs '23 Astrid Lahousse '* Eleni Kapreli °, Paraskevi Bilika ° ismail

®, Anneleen Malfliet '%*, Iris Coppieters '?, Liesbet De Baets ', Laurence

124

Saracoglu

Leysen ', Eva Roose ", Jacqui Clark "7, Lennard Voogt '8, Eva Huysmans

PMID: 34361986
PMCID: PMC8347369

DOI: 10.3390/jcm10153203

Abstract

Recently, the International Association for the Study of Pain (IASP) released clinical
criteria and a grading system for nociplastic pain affecting the musculoskeletal
system. These criteria replaced the 2014 clinical criteria for predominant central
sensitization (CS) pain and accounted for clinicians' need to identify (early) and
correctly classify patients having chronic pain according to the pain phenotype. Still,
clinicians and researchers can become confused by the multitude of terms and the
variety of clinical criteria available. Therefore, this paper aims at (1) providing an
overview of what preceded the IASP criteria for nociplastic pain ('the past’); (2)
explaining the new IASP criteria for nociplastic pain in comparison with the 2014
clinical criteria for predominant CS pain ('the present’); and (3) highlighting key
areas for future implementation and research work in this area ('the future'). It is
explained that the 2021 IASP clinical criteria for nociplastic pain are in line with the
2014 clinical criteria for predominant CS pain but are more robust, comprehensive,
better developed and hold more potential. Therefore, the 2021 IASP clinical criteria
for nociplastic pain are important steps towards precision pain medicine, yet
studies examining the clinimetric and psychometric properties of the criteria are
urgently needed.
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Case Law: Panel Affirms Complicated Post-
judgment Pain Management Case

Jane Salem, Staff Attorney, Nashville

arlier this year, a Tennessee Supreme Court workers’' compensa-
Etion Panel upheld a trial court decision rejecting an employer’s
request to terminate medical benefits—pain management—when it
argued that the employee’'s symptoms weren't caused by the work
injury but rather her preexisting personality disorder.

The employee had been injured approximately two decades ago, but

her pain persists. Because of the date of injury, the Panel decided the case under
pre-Reform Act law. Had it been tried under the new law, the result might have
been different.

Facts

In 2001, Kathryn Wilburn fractured her pelvis while working for Food Lion, which
accepted the claim. An orthopedist assigned a ten-percent impairment rating, and
Dr. Edward Workman, an authorized treating physician, assigned a three-percent
rating for “pain control.”

Dr. Workman diagnosed Wilburn in 2004 as having “[m]yofascial leg and hip pain,
pain disorder mixed, [and] severe psychiatric co-morbidity, including pain exacer-
bated panic episodes.” He noted at that time that her “mood dysregulation is com-
plicated by severe cluster B Axis Il pathology.” Dr. Workman prescribed eight differ-
ent medications: Celexa, Premarin, Soma, Prevacid, Klonopin, trazodone, Duragesic,
and MiraLAX.

In 2007, the case settled for the combined thirteen-percent impairment rating and
open medical benefits with Dr. Workman.

In 2019—more than a decade after the settlement agreement was entered—Food
Lion obtained an independent psychiatric evaluation from Dr. J. Sidney Alexander.

Dr. Alexander reviewed Wilburn's medical records and examined her personally. He
also administered two tests: the Structured Inventory of Malingered Symptomatolo-
gy, or “SIMS,” which is used to detect malingering; and the Central Nervous System
Vital Signs, or “CNSVS,” a set of tests used to assess cognitive skills.
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Dr. Alexander wrote that her SIMS results suggested that she “strongly malingered,”
while the CNSVS indicated that she “purposely tried to score exceedingly lower than
are her actual abilities,” and further “showed that she actively malingered.”

Dr. Alexander diagnosed mixed personality disorder with borderline narcissistic,
histrionic and dependent features. He explained that personality disorders are
“formed from genetics and from childhood parenting and experiences.” He noted
that Dr. Workman also documented from testing results that Wilburn showed
“serious Axis Il pathology.” Dr. Alexander described serious axis Il pathology as
“synonymous for a serious personality disorder” of the type he had diagnosed.

In Dr. Alexander’s opinion, Wilburn’s psychiatric symptoms weren't caused by the
work injury, but rather by her mixed personality disorder, which pre-existed the
work injury. Moreover, the need for treatment was “due to genetics, childhood diffi-
culties, and adult life choices.”

In 2020, Food Lion requested an order finding that Dr. Workman's treatment wasn't
causally related to the pelvic fracture, so it would no longer be responsible for his
treatment. At trial, Food Lion relied on the deposition testimony and report from
Dr. Alexander, while Wilburn introduced a C-32 form from Dr. Workman.

Dr. Alexander's deposition testimony faulted Dr. Workman for failing to formally
diagnose a personality disorder and for not adequately considering the possibility
of malingering. He acknowledged that Dr. Workman'’s diagnoses in 2019 and 2004
were essentially the same, and that his “attempts at treating” her were appropriate.

In response to questions on the C-32, Dr. Workman attached an office note from a
2014 examination, as well as records from a 2021 office visit. Those records showed
he was continuing to treat Wilburn for “[plain disorder with related psychological

" ou nmou

factors,” “[lJow back pain,” “[ulnspecified inflammatory spondylopathy, lumbar re-

" ou "o " ou

gion,” “[s]lacrococcygeal disorders,” “[g]leneralized anxiety disorder,” “[p]ain in right

leg,” and “[m]ood disorder due to known physiological condition.”

Dr. Workman performed neuropsychiatric testing at the 2021 visit, which allowed
him to “assess the veracity of all patient’s complaints and reports of symptoms and
pain levels.” Wilburn's prescribed medications then included Ultram, Lunesta,
omeprazole, NuLido, Linzess, cyclobenzaprine, Calypxo, and senna.

The C-32 asked: “From a medical standpoint, considering the nature of the patient's

occupation and medical history along with the diagnosis and treatment, did this
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injury more probably than not arise out of the patient’'s employment?” Dr. Work-
man checked “Yes."

The trial court denied Food Lion’s request, and it appealed.

The Opinion
The Panel affirmed the trial court ruling that Food Lion failed to rebut the presump-

tion of correctness that attaches to Dr. Workman'’s opinion as the authorized treat-
ing physician.

“To be sure, Dr. Alexander’'s IME report and deposition testimony suggest that a
personality disorder may be at least partially to blame for Wilburn’s myriad psychi-
atric symptoms and failure to respond to Dr. Workman's attempts at treatment,”
the Panel observed. “But Dr. Workman was well aware of Wilburn's ‘axis Il patholo-
gy’ when he made his initial diagnoses and treatment decisions in 2004. At that
time, he considered that this pathology would complicate her treatment, ‘limit her
functional restoration,’ ‘lower her pain tolerance,’ and limit ‘her ability to tolerate

m

stress and pain.

The Panel also found it significant, as the trial court had, that Dr. Alexander
acknowledged that Dr. Workman'’s current diagnoses of Wilburn are materially
identical to the diagnoses he made in 2004, which served as the basis for the 2007
settlement agreement.

The Panel reasoned: “To the extent Dr. Workman's repeated references to ‘axis I
pathology’ and failure to formally diagnose a personality disorder raise questions
about causation, those questions existed in 2004 when Food Lion agreed to provide
for Wilburn’s future medical expenses. It is unclear why Food Lion did not seek clari-
fication on that issue before entering the settlement agreement or why it waited
more than a decade to challenge Dr. Workman'’s treatment.”

Dr. Alexander acknowledged, moreover, that Dr. Workman'’s attempts to treat Wil-
burn “were appropriate,” that treating Wilburn was a “tough task” given her varied
symptoms and “rapidly changing responses to medication,” and that Dr. Workman
had “worked very diligently to try to help her.”

Takeaways

The date of injury was in 2001, so the Panel applied pre-Reform Act law to reach its
decision. Notably, the Reform Act states that treating physicians now “shall not con-
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sider complaints of pain, notwithstanding allowances for pain provided by the ap-
plicable edition of the AMA guides,” to assign impairment ratings.

Also, the attorneys made some interesting strategic choices. Usually when one side
deposes a medical expert, the other side gets a deposition of its expert, too, so the
judge can make more of an apples-to-apples decision. But here, the employee re-
lied just on the responses to the C-32. It was a gamble that paid off. She prevailed
and avoided the significant expense of a deposition.

Moreover, the employer’s attorney didn't object to the C-32's attached medical rec-
ords. Under the new law, the Appeals Board wrote in Sadeekah v. Abdelaziz, “The
rules governing expedited hearings allow a party to introduce ‘[l]etters or written
statements addressing medical causation signed by a physician’ at an expedited
hearing, but such statements may be excluded at a compensation hearing.”

Finally, the opinion was penned by Justice Sarah Campbell, who joined the Tennes-
see Supreme Court last fall. This was her first workers’ compensation panel opinion
in that role.
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