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Learning Objectives: After participating in this CME activity, the physician should be better able to:

1. Describe the pathophysiology of temporomandibular disorder.

2. Evaluate a patient with symptoms of temporomandibular disorder and make a differential diagnosis.
3. Assess current treatment modalities and their applications to specific etiologies of temporomandibular disorder.

Temporomandibular joint (TMJ) disorder is a collective
term that includes a number of symptoms involving the
muscles of mastication, the TMJ, or the surrounding orofa-
cial structures. It is the second leading cause of nondental
orofacial pain after trigeminal neuralgia. The muscles of
mastication—rather than the TMJ—are the most common
origin of orofacial pain; indeed, TMJ disorder is considered
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to be a musculoskeletal disorder. To distinguish between
the joint and muscular origins of temporomandibular pain,
the American Dental Association has suggested the name
of temporomandibular disorder in place of TMJ disorder.
The term temporomandibular disorder emphasizes that
temporomandibular pain includes pain of either muscular
or joint origin, or both.!

The TMJ, composed of the squamous portion of the temporal
bone and the condyle of the mandibular bone, connects the
mandible to the skull. It is a loose-fitting, sliding and rotational
joint covered in fibrous cartilage with an intervening fibrous
disc in between, referred to as a modified hinge-type synovial
joint. The joint contains 2 synovial membranes: the superior
synovial joint lining the superior part of the articular disc and
inferior synovial membrane lining the inferior portion of the
articular disc. The mandible is connected to the cranium by 2
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extrinsic ligaments and 1 lateral ligament. The sphenomandibular
ligament functions as a passive support and the main weight
bearer of the TMJ. Of note, the stylomandibular ligament con-
tributes a very small amount to the strength of the joint.

There are wide differences of opinion
regarding the etiology, pathophysiology,
and treatment of TMJ disorder.

The muscles of mastication are responsible for the move-
ment of the TMJ. The masseter, temporal, and medial ptery-
goid muscles elevate the mandible and result in closure of the
mouth (Fig. 1). The lateral pterygoid, masseter, and medial
pterygoid muscles produce protrusion of the lower jaw.
Retrusion causes retraction of the lower jaw and is produced
by the temporal and masseter muscles. The ipsilateral retrac-
tors and contralateral protruders produce lateral movement of
the joint. All the muscles of mastication are innervated by the
mandibular nerve, a branch of the trigeminal nerve.!?

Physicians completing this CME activity will not only under-
stand how to evaluate the anatomy of the temporomandibular
joint, but will also be better able to diagnose the symptoms of
temporomandibular disorder, make differential diagnoses, and
assess current treatment options they can apply to practice.

Causes of TMJ Pain

Studies have failed to consistently demonstrate a specific
cause of temporomandibular disorder in most cases. There
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Figure 1. The muscles of mastication are shown surrounding the TMJ.

are wide differences of opinion throughout various special-
ties with regard to the etiology, pathophysiology, and treat-
ment of the disorder. Proposed etiologies of TMJ disorder
include trauma, rheumatologic disease, or advanced age.

Trauma to the TMJ can be further broken down into macro
and micro traumas. Macrotrauma is a result of external blunt-
force injury to the jaw. Microtrauma is due to internal joint
injury from jaw-clenching or teeth-grinding. The TMJ may also
be subject to habitual dislocation that manifests with excessive
forward motion of the condyle, to the point of complete separa-
tion of the articular surfaces with permanent fixation.

Rheumatologic etiologies include osteoarthritis and rheuma-
toid arthritis. Osteoarthritis can affect the jaw joint by the
same mechanism that affects other joints, that is, causing joint
breakdown progressing with age. Repetitive micro and macro
traumas accelerate osteoarthritic changes. Rheumatoid arthri-
tis is an autoimmune multisystem inflammatory disorder that
may cause inflammation affecting the TMJs symmetrically, as
is characteristic of the disease in other joints of the body.?

Pain in the orofacial area is the
defining feature of TMJ disorder.

Masticatory muscle disorders may be caused by overuse from
chewing, swallowing, speaking, or muscle spasm. Muscular
pain, or “malia,” caused by increased muscle use may occur
secondary to an increased level of metabolic waste products
and vasoconstriction. Vasoconstriction causes a decreased

deliverance of nutrient blood blow and decreased removal
of waste products. The metabolic waste products that are
thought to be the source of pain are mainly bradykinins and
prostaglandins.? There may also be a component of centrally
mediated pain manifesting as pain in the orofacial jaw area.

Symptoms

Pain in the orofacial area is the defining feature of this
disorder. TMJ disorder typically affects young women in
the third and fourth decades of life. Most individuals seek
medical care within 1 month of symptoms. After 3 months
of continuous pain, the disorder is considered chronic. Jaw
and facial pain most often are bilateral and may have radia-
tion of pain to the neck and shoulders. Orofacial pain is
exacerbated by light or deep touch, talking, chewing, or
yawning. Temporomandibular disorder may be reported ini-
tially as periauricular pain with associated tinnitus and hear-
ing loss. There may be swelling of the affected side of the
face from inflamed tissues surrounding the joint. Crepitus
may be felt if there is a component of osteoarthritis or wear-
ing down of the articular cartilages from remodeling. Patients
may report decreased range of motion or painless “clicking”
of the jaw.

Differential Diagnosis

Several other conditions may mimic the pain of TMJ disor-
der, including the following:

* Temporomandibular disorder, which includes both muscu-
lar and joint origins;

* Episodic neuropathic pain;

« Continuous neuropathic pain;

* Trigeminal neuralgia;

* Raeder syndrome (paratrigeminal neuralgia);

* Ramsay Hunt syndrome (varicella/zoster auricular syndrome);
* Migraine;

» Tension-type headache;

e Dental caries/abscesses; and

* Oromaxillary cancer.

Careful history and physical examination should be under-
taken to rule out these possible causes of facial pain.

Treatment

Depending on the individual presentation, therapeutic
modalities include conservative, pharmacologic, or interven-
tional approaches.

« Conservative management includes patient education,
reassurance, psychotherapy, behavioral therapy, and phar-
macotherapy.

©2011 Lippincott Williams & Wilkins, 800-638-3030
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¢ Interventional methods include injections, arthrocentesis,
arthroscopy, and arthrotomy.

» Pharmacologic treatment includes use of a single agent or
a multimodal approach.

Patient education, psychotherapy, and behavioral therapy
target patients with known underlying anxiety or other psy-
chologic symptoms that lead the individual to clench and
grind teeth. Relaxation techniques and biofeedback are the
recommended general starting point for this patient popula-
tion. Pharmacotherapy is suggested by multiple sources in
the literature to be successful in a large number of cases. The
question of which pharmacologic agent to choose should be
decided for individual patients, on the basis of coexisting
comorbidities.

After 3 months of continuous pain,
TMJ disorder is considered chronic.

Physiotherapy involves application of ice packs, passive
and active stretching of the TMJ, and treatment of trigger
points. Variable outcomes of the effectiveness in the short
and long terms have been reported. Trigger-point injections
of the muscles of mastication have been tried including dry
needling and use of local anesthetics with and without corti-
costeroids. Such therapies have not generally demonstrated
good results in this patient population.!

Surgical management of temporomandibular disorder may
be beneficial in individuals with severe arthritis in the joint.
For the TMJ, arthrocentesis or arthroscopy is the common
procedure performed. Surgery is indicated in the manage-
ment of fractures, infections, and tumors of the joint.*

Pharmacologic therapy includes the use of several medica-
tions, combining single-agent and multiagent therapies. In
general, anti-inflammatory drugs including, but not limited
to, aspirin, ibuprofen, naproxen, piroxicam, and prednisone
are used as treatment initially for mild pain symptoms.
Opioids may be indicated to treat moderate to severe pain
symptoms.

Several studies have analyzed the effectiveness of drug tri-
als and are summarized as follows:

Oral Benzodiazepine Versus Placebo

The study included 20 participants in a double-blind ran-
domized trial over 60 days. Participants were given 0.25 to 1 mg
orally daily. There was no significant statistical difference
between clonazepam and placebo in pain reduction.’

Gabapentin Versus Placebo

A total of 44 participants were included in a double-blind,
randomized trial over 12 weeks. Doses ranged from 300 to
2400 mg once daily. The results demonstrated a statistically
significant effect over placebo and showed a reduction of
spontaneous pain.’

Topical Capsaicin Versus Placebo

The study included 30 participants in a double-blind ran-
domized control trial over 4 weeks. Cream concentration of
0.025% was applied 4 times daily to the painful area. The
study failed to demonstrate a significant statistical difference
between placebo and topical applications of capsaicin in pain
reduction.”

Diclofenac Sodium Oral Versus Placebo

A total of 32 participants were included in this double-blind
randomized controlled trial over 2 weeks. Doses of 50 mg
thrice daily for the first week, and then 50 mg twice daily for
the second week, were administered. No statistically signifi-
cant difference was determined in daily pain scores.?

Oral Naproxen and Celecoxib Versus Placebo

Three parallel groups were arranged in this study. A total of
68 patients were included in the double-blind randomized
controlled trial over 6 weeks. Naproxen doses of 500 mg
twice daily showed a statistically significant difference in the
reduction of pain. Celecoxib doses of 100 mg twice daily
failed to demonstrate a statistically significant difference in
comparison with the placebo.’

Topical Methyl Salicylate Versus Placebo

This study included 52 participants in a double-blind ran-
domized controlled trial for 52 days. Cream formulation was
applied over the masseter area twice daily. Oral doses of
750/600 mg of glucosamine/chondroitin sulfate were given
twice daily. There was a demonstrable reduction in sponta-
neous pain.'?

Clonazepam Versus Placebo and Cyclobenzaprine
Versus Placebo

A total of 41 participants were included in this double-blind
randomized controlled trial for 3 weeks. Clonazepam daily
doses of 0.5 mg and cyclobenzaprine daily doses of 10 mg
were used. There was no statistically significant effect in
either medication. Both agents failed to reduce pain in com-
parison with placebo.!!

Oral Glucosamine/Chondroitin Sulfate Versus Placebo

This study included 45 participants in a double-blind random-
ized controlled trial over 12 weeks. A statistically significant
difference in reduction of pain could not be demonstrated.'?

Piroxicam Versus Placebo and Diazepam
Versus Placebo

The study included 41 participants arranged as a double-
blind study over 15 days. The doses included 20 mg of pirox-
icam and 2 mg of diazepam administered as once-daily
doses. Three parallel groups were arranged, including phar-
macotherapy versus placebo. No statistically significant dif-
ference was demonstrated between piroxicam or diazepam
versus placebo.'3

©2011 Lippincott Williams & Wilkins, 800-638-3030
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Figure 2. CT-guided TMJ botulinum toxin administration. Needle tip
(arrow) shows the correct position in the TMJ before botulinum injection.

Prazepam Versus Placebo

This study included 3 groups of patients who received 5 or
10 mg of the drug or placebo in a double-blind randomized
controlled trial. The study observed 83 participants for 8 days.
No statistically significant reduction in pain was determined.'*

Botulinum Toxin

Another treatment modality involves botulinum toxin.
Botulinum toxin is considered an invasive pharmacologic
intervention (Fig. 2). Studies suggest that botulinum toxin
injection may be highly successful in cases that have failed
pharmacologic therapy.!>6

The primary target of botulinum toxin injection is the group
of muscles of mastication, including the temporal, masseter,
and lateral pterygoid muscles. In those who have failed con-
ventional treatment, botulinum toxin may improve symp-
toms. There are reports of pain relief up to 90% in patients
with muscular-type temporomandibular pain.'”!8

Botulinum toxin is produced by the bacteria Clostridium
botulinum. Various toxins are available, referred to as botu-
linum toxin A, botulinum toxin B, and so on through
G. Botulinum toxin A is the most common form used in the
treatment of temporomandibular disorder and other facial
indications, and is known by the trademark Botox.

Good results have been shown when
botulinum toxin is used for the
treatment of habitual dislocation of
the TMJ.

The mechanism of action of botulinum toxin is inhibition of
the release of acetylcholine at the neuromuscular junction. 82
The toxin binds and is then internalized at nerve terminals.
Once internalized, it is released into the cytoplasm and a
complex of botulinum toxin and neural proteins is formed.

This complex then causes proteolysis of a synaptosomal-
associated protein called SNAP-25. SNAP-25 is required for
synaptic vesicles containing acetylcholine to fuse at the
nerve terminal membrane. This reaction results in inhibition
of the normal exocytosis of acetylcholine.?!?> Decreased
amounts of acetylcholine at the motor end plate leads to
decreased amounts of receptors and neural activity and
finally muscular denervation.

Clinical effects become apparent within 1 to 2 days. The
result is temporary. Over a time span of 3 to 18 months, the
targeted muscles form new acetylcholine receptors resulting
in the eventual return of normal muscular function.?>-#

Good results have been shown when botulinum toxin is
used for the treatment of habitual dislocation of the TMJ.> Tt
has also been suggested that botulinum toxin should be con-
sidered as first-line therapy in those of advanced age. It has
been recommended as the first line of therapy for those with
neurologic or systemic disease. Beneficial effects of pain
reduction have been reported to last an average of 3 to 6
months.2¢

A study including only 5 patients with habitual dislocation to
whom 25 to 50 units/muscle of botulinum toxin was used at 2
sites into the lateral pterygoid muscles showed no recurrences
of dislocation and no further injections were necessary.?’

Another small study that included 4 cases of recurrent TMJ
dislocation with neurogenic origins showed tremendous
improvement after botulinum toxin A administration.
Participants were locally infiltrated with botulinum toxin A
at the level of the external pterygoid muscles bilaterally
using palpation and an electrical amplifier for muscle identi-
fication. Between 10 and 25 units of botulinum toxin A were
used. Only minor transient adverse effects were reported.?

A comprehensive review analyzed a few randomized con-
trolled trials of botulinum toxin A therapeutic application in
the treatment of orofacial pain and cervical dystonias.>” The
purpose of this study was to show that botulinum toxin is safe
and effective in the treatment of maxillofacial conditions
before dental implantation. Results for chronic facial pain
were shown in 1 randomized controlled trial including 90 par-
ticipants divided into 2 groups; 1 with normal saline as the
injectate and the other with botulinum toxin A injected into the
masticatory muscles. Participants were evaluated 4 weeks after
therapy, and decreased facial pain was reported in 91% of the
participants. Only mild and transient adverse effects were seen.
The visual analog scale was used for pain assessment.

Another major study included 26 participants before and
after botulinum toxin injection. It revealed a significant differ-
ence between preinjection and postinjection pain scores*® and

©2011 Lippincott Williams & Wilkins, 800-638-3030
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demonstrated statistically significant differences in subjective
headaches, functional dysfunction, and mouth opening.
Participants were observed for 3 months at 2-week intervals.
Electromyographic guidance was used for accurate needle
placement into the lateral pterygoid muscle bilaterally, which
was injected with 12.5 units of botulinum toxin A. The medial
pterygoid muscle, under electromyographic guidance, was
injected with 12.5 units bilaterally. Injections of the tempo-
ralis and masseter muscles were performed percutaneously
without electromyographic guidance with 25 units of botu-
linum toxin bilaterally. Increased pain was reported by all par-
ticipants on the first day postinjection. Complete absence of
pain was reported in 8 patients, and partial relief of pain was
reported in the remaining participants with 1 exception. This
patient reported an increase in symptoms postinjection. Two
patients failed to have increased functional range of motion.
One patient developed a temporary dysphonia and dysphagia
postinjection that later resolved.

Complications of botulinum toxin include pain at the site
of injection, temporary injection-site swelling, muscular
weakness, transient numbness, transient headache, nausea,
flu-like symptoms, bruising at the site of injection, erythema,
and development of tolerance.?!-33

Conclusion

Reviewing the treatment modalities for temporomandibular
disorder, it seems that no single therapy has been shown to be
successful. Rather, the correct etiology is necessary to estab-
lish appropriate management. Treatment modalities are
highly variable and should be chosen on the basis of the pri-
mary cause of dysfunction, which itself is not always clear.
Invasive procedures should be limited to those cases in which
a clear etiology can be demonstrated that is amenable to sur-
gical correction. Conservative management that includes
behavioral therapy, psychotherapy, and physiotherapy should
be the first line in those individuals with clear emotional
and psychologic issues. It has been well documented that
stress and psychologic factors play a role in some patient
populations, and the main therapeutic focus in these cases
should be behavioral modification and relaxation techniques.
Botulinum toxin injection has been shown to be successful in
many cases of pain, but results are usually not permanent.
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Conversation: Richard B. Lipton, MD, on the Impact of Nausea in
Mlgralne and Tailoring Treatment to the Attack, and to the Patient

New data illuminate the
impact of nausea on migrai-
neurs, indicating that pres-
ence of the cosymptom leads
to a greater disease burden.
And in many cases, the nau-
sea is getting in the way of
pain relief, according to
investigators who presented
new data from a landmark
longitudinal study sponsored
by the National Headache
Foundation at the American
Headache Society annual

scientific meeting in June
Richard B. Lipton, MD 2011.

“Recognizing nausea may be a key to reducing the overall
burden of migraine for certain episodic migraine sufferers,”
said Richard B. Lipton, MD, professor and vice chair of the
Saul R. Korey Department of Neurology at the Albert
Einstein College of Medicine, and director of the Montefiore
Headache Unit in New York, New York.

Lipton is lead investigator of the American Migraine
Prevalence and Prevention (AMPP) Study, based on data
compiled from 2004 through 2009 examining nearly 163,000
Americans age 12 years and older selected to be representa-
tive of the US population. On the basis of a validated ques-
tionnaire, the researchers reviewed headache symptoms and
frequency, impairment, current use or past use of migraine
prevention medications (whether prescribed or over-the-
counter), and use of medications prescribed for other indica-
tions but known to prevent migraine headaches (coincident
use).

The findings showed that patients who reported frequently
experiencing nausea with migraine were more likely to be
disabled by the disease and more likely to be dissatisfied
with their treatment.

They also had greater odds of experiencing other symp-
toms, including the following:

*  One-sided pain;
» Throbbing or pulsating pain;

 Sensitivity to light, sound, and/or smell;
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* Loss of appetite;
* Neck pain; and

 Sinus pain.

In an interview with Topics in Pain Management (TPM),
Lipton elaborated on the study and what clinicians can do to
make sure patients can get the best chance of relief, from the
range of medications.

TPM: Can you tell us more about the AMPP study?

Lipton: Our investigation is a 5-year longitudinal study of
a large representative sample of the US population looking
mostly at migraine headaches but also other headaches and
pain disorders.

By way of background, in 2004 we recruited the sample by
mailing questionnaires to 120,000 US households. We got
163,000 respondents, about 28,000 of whom have severe
headaches. We followed a random sample of 24,000 people
who have severe headaches in 2004 with annual question-
naires looking at headache features of the pain, patterns of
treatment, disease burden, and so forth.

The study has been a collaboration between the National
Headache Foundation, which has very generously funded
this study since 2004, and Albert Einstein College of
Medicine.

TPM: What was the new analysis of data you presented to
the scientific meeting this spring?

Lipton: The findings we presented at the American
Headache Society (in June) were on the relationship between
migraine and nausea. And, of course, the fact that migraine
patients get nausea is well known to neurologists and pain
specialists because migraine is often known as “sick”
headaches, and nausea is one of the features that are cardinal
symptoms and part of the definition of a migraine.

What was new in this study was that migraine sufferers
who had nausea were more likely to be disabled by their
headaches, more likely to miss work, more likely to miss
school, more likely to have a greater family impact, more
likely to go to the emergency room, and less likely to be sat-
isfied with their usual medication.

Migraine sufferers who had nausea
were more likely to be disabled by
their headaches... and less likely to be
satisfied with their usual medication.

So the picture that emerges is that if you meet the case
definitions for migraines, and if you have typical migraine
pain with nausea or typical migraine pain with sensitivity
to light or sound, the patient with nausea was more likely to
be disabled and more likely to be dissatisfied with treatment.

TPM: Why is it that the migraine sufferers with nausea
are more severely disabled and dissatisfied with treatment,
and why is nausea such a common feature in migraine?

Lipton: There is evidence from previous studies that with
migraine, the pain likely comes from inflammation and
dilation of meningeal blood vessels, that pain is carried by
the trigeminal nerve to a structure called the trigeminocer-
vical complex or the trigeminal nucleus caudalis, which is
the brain stem extension of the dorsal horn of the spinal
cord.

So it turns out that in animal models of migraine, the best
one is where the sagittal sinuses are stimulated so that you
can show activation in the trigeminocervical complex, and
you also show activation in a structure called the nucleus
tractus solitarius (NTS). And that nucleus is a major emesis-
dominating center in the brain. So we think what happens is
with activation of the pain pathway, comes nausea as well.
The more intense the activation of pain, the more the chance
the patient will be nauseated.

So the timing isn’t perfect in the sense that sometimes the
nausea can precede the pain or outlast the pain. We think
pain drives nausea in people with migraine, and that as
part of that, migraine sufferers develop gastric paresis,
which is to say the digestive system becomes somewhat
paralyzed.

TPM: And that gastric paralysis keeps them from absorb-
ing the medication for pain?

Lipton: We know that medicine works best in migraine if
you take it early. Some people who are particularly prone to
develop nausea say they will take the medicine and vomit 6
hours later, and the pills are still in their stomach, which is a
sign of gastric paresis.

So we think that part of the reason that migraine sufferers
with nausea have more severe disease, is that nausea is a
consequence of severe pain. Part of the reason migraine suf-
ferers with nausea are less satisfied with their treatment is
that they don’t absorb it if they’re nauseated.

So in migraine sufferers who have trouble with nausea,
treatment strategy should be developed in a way that takes
nausea into account.

TPM: How should clinicians take nausea into account
when tailoring a treatment plan?

Lipton: There are a bunch of ways of doing that. One way
is to actually give medicines that treat nausea as well as pain.
Another strategy is to give medications that don’t depend on
the digestive system for absorption.

Traditionally, we’ve done that primarily with injectibles or
nasal sprays. The 2 new approaches that are emerging were
old medicines with new tricks—new routes of administra-
tion. One is a sumatriptan patch (Zelrix, NuPathe Inc.),
where the patient applies an iontophoretic patch, so that
electricity drives the medicine across the skin. The other
related approach is an old medicine, dihydroergotamine,
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Why Wasn’t Nausea Being Treated?

Nausea is such a common symptom of migraine that it seems ironic it would go untreated in
so many cases. So how does that happen?

“There are a couple of answers to that,” said Robert Dalton, executive director of the
Chicago-based National Headache Foundation. “One is that historically there is a lot of com-
munication breakdown that happens between patients and clinicians when it comes to
migraine.”

It starts with patients trying to find a pattern to their attacks.

“Very often there is a tendency to assume that because something isn’t consistent, that it
isn’t related,” Dalton said. “So the patient who’s getting nauseated every second or third time
they have a migraine may be setting that aside as unrelated.

“And a lot of times, it’s because the question wasn’t getting asked, “he said. “The patient
says, I have this terrible terrible headache, and a determination is made that it’s a migraine.
Even the ones who come up with a good treatment regimen don’t always look into the other
side effects and impact of them.”

Dalton said reimbursement and drug costs may also play a role.

“For example, the triptans are great medications in the oral form and they are often generic
and inexpensive. There may be a tendency to see if that’s an adequate solution. If the patient takes it early enough that they
don’t get to the nausea stage,” Dalton said.

“But there are cases where a migraine attack does not always come with advance warning. And once the nausea takes hold,
then the oral medication is no longer a viable solution,” he said. “So having other alternatives, like the injectibles, patches,
inhalants—there are multiple variations out there—is necessary. That may add cost but, as the study shows, it can also greatly
decrease the negative impact of migraine.”

Dalton said the data on the impact of nausea can help more people understand migraine as a disease.

“It’s important to make it clear that people—health care professionals, migraineurs, general population—often do not realize
that migraine is so much more than just a headache,” Dalton said. “By making them aware that nausea is often a co-symptom
with headache and is part of the disease, this has a certain value just in terms of better understanding, so people are more
often treated and properly diagnosed.”

Data indicate that only half of the people with migraine in this country have an actual diagnosis.

“A common circumstance is somebody with migraine, especially if they haven’t moved into the chronic phase, is going to
the doctor and talking about headache in the context of everything else going on in their lives, and being told it’s stress or it’s
fatigue, something you ate, something else in the environment, and not being treated as a migraine,” Dalton said. “Nausea, if
not understood as a common symptom of migraine, can then cause the health care provider to assume the headache was a co-
symptom of the flu or secondary to some other disease,” he said.

Even with a diagnosis, many patients still aren’t getting the relief they could.

“The belief is that less than half of the people with the diagnosis are being properly treated,” he said.

Robert R. Dalton

that has been developed as an inhaler, similar to the nasal
spray, but the advantage is the absorption surface area of the
lung is much larger (Levadex, in phase 3 development by
MAP Pharmaceuticals).

There are also Compazine suppositories that help with the
pain and nausea. But patients don’t like suppositories very
much in North America.

TPM: Do patients in other countries like suppositories for
migraine?

Lipton: The French like suppositories. I certainly use them
in my practice for patients who are open to considering them
as a possibility when they can’t absorb oral medications.

Part of assessing the patient with headache is asking about
nausea and making a determination whether treatment for

nausea in addition to treatment for pain is necessary, or if a
treatment that doesn’t depend on the digestive system is
necessary.

TPM: If the pain is addressed through medication, does
that usually also treat the nausea? If the pain is under con-
trol, does that prevent the nausea from coming on?

Lipton: Yes. That’s what the clinical trials show. In addi-
tion to the drugs that are commonly used to treat a broad
range of disorders and migraine-specific medications, we
find that with the migraine-specific medications, when they
relieve pain, they also relieve nausea. And I think that’s in
part because the pain drives the nausea physiologically in
the brain stem. So if you get rid of the pain, you get rid of
the nausea.
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TPM: So it can be done if you plan ahead for the nausea
and what to do if it comes on. Is it a matter of strategy and
communication with the patient about what to do and when
to do it?

Lipton: With some patients, if you catch the headache early,
oral medication may well be effective. If you don’t catch the
headache early and nausea and gastric paresis develops, it
may be too late to use oral medication, and at that point you
may need to get the drug in through a different route.

Then, there are some patients who may not develop nausea,
and the oral medication may work for a much longer period.

So the message is really that acute treatment works best if
you tailor it to the patient, but also to the attack.

TPM: Tailor the treatment to the attack?

Lipton: By that I mean to the timing of when you catch the
attack. For example, some patients, if they catch the attack
during the day and take their oral medication, they can do
just fine, whereas another time, that same patient might wake

up in the morning with a severe migraine and nausea, if the
migraine evolved while they were asleep and they missed
that treatment window.

TPM: Is there anything else you wish to highlight?

Lipton: In the subgroup of people with episodic migraines,
they sometimes evolve into chronic headaches—which
means 15 or more headaches a month.

Pain conditions sometimes undergo a transition from
episodic to chronic pain. It’s an issue of import for doctors
treating migraines.

We’ve learned a lot about risk factors for migraine progression
of the disease, which include high headache frequency, nausea,
comorbid depression, and allodynia with the migraine attack. So
part of the treatment strategy for people with episodic migraine
is to reduce the chance of the disease progressing.

There has never been a study showing that treatment pre-

vents the progression from episodic to chronic pain, but there
Continued on page 12

Mitochondrial Damage Associated With HIV-Related

Sensory Neuropathy
By Sonia Elabd, MA

In patients with HIV, sensory neuropathy is one of the most
common complications. A study published in the January
2011 issue of Annals of Neurology posits that the reason for
the neuropathy is the accumulation of damaged mitochondr-
ial DNA (mtDNA) in the distal nerves of these patients.!

“For the first time we have a hypothesis backed by human
data to explain why the distal ends of long nerves are suscep-
tible to degeneration in peripheral neuropathies,” said Ahmet
Hoke, MD, PhD, principal author of the study and professor
of neurology and neuroscience, and director of the Neuro-
muscular Division at Johns Hopkins University.

“We linked two epidemiological observations—ie, older
and taller people have peripheral neuropathy more com-
monly—to a testable hypothesis about mitochondria’s role in
axons,” Hoke said. “Although we gathered the supporting
data in HIV patients, I believe the same applies to diabetic
and other types of peripheral neuropathies.”

The study examined postmortem tissue samples from dor-
sal root ganglia and sciatic nerves and sural nerves from 11
patients with HIV-associated sensory neuropathy, 13 patients
with HIV but without sensory neuropathy, and 11 HIV-nega-
tive patients, who were used as a control. The authors docu-
mented some interesting results.

“Consistent with the idea that in peripheral nerve fibers,
axons are the largest consumer of mitochondria-derived
ATP, we found that in humans and primates, the vast major-
ity of mitochondria (~84% in humans and ~93% in pri-
mates) were located within unmyelinated and myelinated

axons, whereas Schwann cells and other cells harbored
only a small percentage of all nerve fiber mitochondria,”!
wrote Hoke.

Amounts of mitochondrial common deletion mutations
were greater in sural nerve specimens of patients with HIV
and sensory neuropathy (SN) than in those with HIV and
with no neuropathy.

“Our findings suggest that mtDNA damage accumulates in
distal mitochondria of long axons, especially in patients with
HIV-SN, and that this may lead to reduced mitochondrial
function in distal nerves relative to proximal segments.
Although our findings are based on HIV-SN, if confirmed in
other neuropathies, these observations could explain the
length-dependent nature of most axonal peripheral neu-
ropathies,” wrote Hoke.

The researchers suggest that these findings could be
applied to develop agents that target mitochondrial function.

“For example, one can develop an assay to screen for drugs
that improve mitochondrial function or prevent mtDNA
deletions/mutations. There are drug companies and groups
developing and testing drugs that enhance mitochondrial
function because impaired mitochondrial function may be a
common mechanism for many neurodegenerative disorders,”
said Hoke. W
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Topics in Pain Management CME Quiz

To earn CME credit, you must read the CME article and
complete the quiz and evaluation assessment survey on the
enclosed form, answering at least 70% of the quiz questions
correctly. Select the best answer and use a blue or black pen
to completely fill in the corresponding box on the enclosed
answer form. Please indicate any name and address changes
directly on the answer form. If your name and address do
not appear on the answer form, please print that information
in the blank space at the top left of the page. Make a photo-
copy of the completed answer form for your own files and
mail the original answer form in the enclosed postage-paid

business reply envelope. Your answer form must be received

by Lippincott CME Institute by July 31, 2012. Only two
entries will be considered for credit.

Online quiz instructions: To take the quiz online, go to
hitp:/lcme. LW Wnewsletters.com, and enter your username
and password. Your username will be the letters LWW (case
sensitive) followed by the 12-digit account number above
your name on the paper answer form mailed with your issue.
Your password will be 1234; this password may not be
changed. Follow the instructions on the site. You may print
your official certificate immediately. Please note: Lippincott
CME Institute, Inc. will not mail certificates to online partici-
pants. Online quizzes expire at 11:59 pm Pacific Standard
Time on the due date.

1. The most common origin of orofacial pain is
the muscles of mastication

the TMJ

inflammation of the facial nerve

none of the above

SCow»

2. Which of the following statements to describe the TMJ
is/are true?
A. Tt connects the mandible to the skull.
B. Itis a modified hinge-type synovial joint.
C. It contains 2 synovial membranes.
D. All of the above

3. Which one of the following statements describing the

action of the muscles of mastication is frue?

A. The masseter opens the mouth.

B. The temporal and medial pterygoid muscles elevate the
mandible and close the mouth.

C. Retrusion of the lower jaw is produced by the lateral
pterygoid and masseter muscles.

D. Innervation is from the facial nerve.

4. Temporomandibular disorder

mainly affects young men who grind their teeth
typically occurs in the second decade of life

may be considered chronic if pain persists for 1 month
usually causes the sufferer to seek medical help within
1 month of symptoms

SCow»

5. Typical symptoms of temporomandibular disorder
include

periauricular pain

tinnitus

clicking of the jaw

all of the above

SCow»

6. Etiologies of temporomandibular disorder include
excessive swallowing

excessive chewing

muscle spasms

all of the above

oSOowy

7. Which one of the following populations has the highest
prevalence of temporomandibular disorder?
A. Women in the third and fourth decades
B. Women older than 60
C. Men in the third and fourth decades
D. Men older than 60

8. Which one of the following drugs is most effective for
treatment of temporomandibular disorder?
A. Clonazepam
B. Gabapentin
C. Topical capsaicin
D. Celecoxib

9. Botulinum toxin action is explained by
A. inhibition of acetylcholine release
B. stimulation of acetylcholine secretion
C. inhibition of epinephrine release
D. stimulation of acetylcholine reuptake

10. Complications associated with the use of botulinum
toxin include

pain

. swelling

muscle weakness

all of the above

® >

oA
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Continued from page 10

are a lot of remedial risk factors. If nausea is a risk factor,
maybe treating early might prevent against progression.

It may be that treating early might prevent against progres-
sion, but the issue is that reducing attack frequency is clearly
beneficial today, for patients.

TPM: What are the main messages you want to emphasize
Jor clinicians?

I NEWS IN BRIEF

Lipton: Nausea is a very common symptom that probably
arises as a response to pain through known anatomy.

Our data demonstrate that nausea is very common
migraine—80% of migraine sufferers have nausea some of
the time, and half have nausea with at least half their attacks.

It’s important for doctors to assess it so they can either
offer treatments that address the nausea or they have treat-
ments that can circumvent the gut and still get into the
bloodstream. H

Who Was That Unmasked
Doctor? Meningitis Cases
Linked to Specific Physicians
And Spinal Injections

The Centers for Disease Control and Prevention (CDC)
issued a clinical reminder to physicians and other health
care providers to always wear facemasks for cases that
involve injecting any material into the spine or inserting a
catheter.

The reminder was issued after specific cases of meningitis
were linked to physicians who did not wear a mask when
performing these procedures. It is believed that oral flora
from the providers was transmitted by droplets and infected
the patients.

The CDC “is concerned about the occurrence of bacterial
meningitis among patients undergoing spinal injection pro-
cedures that require injection of material or insertion of a
catheter into epidural or subdural spaces (e.g., myelogram,
administration of spinal or epidural anesthesia, or intrathe-
cal chemotherapy),” the reminder reads.

“Outbreaks of bacterial meningitis following these spinal
injection procedures continue to be identified among
patients whose procedures were performed by a healthcare
provider who did not wear a facemask (eg, may be labeled
as surgical, medical procedure, or isolation mask), with the
most recent occurrence in October 2010 (CDC, unpub-
lished data). This notice serves as a reminder that face-
masks should always be worn by healthcare providers when
performing these spinal injection procedures.”

This is not the first time the CDC has investigated multi-
ple outbreaks of bacterial meningitis among patients under-
going spinal injection procedures. Recent outbreaks have
occurred among patients in acute-care hospitals who
received spinal or epidural anesthesia, and also among

patients at an outpatient imaging facility who underwent
myelography.

In each of these outbreak investigations, nearly all spinal
injection procedures that resulted in infection were per-
formed by a common health care provider who did not
wear a facemask. The strain of bacteria that was isolated
from the cerebrospinal fluid of these patients was identical
to the strain recovered from the oral flora of the health care
provider who performed the spinal injection procedure.
These findings illustrate the risk of bacterial meningitis
associated with droplet transmission of the oral flora from
health care providers to patients during spinal injection pro-
cedures.

Facemasks have been shown to limit spread of droplets
arising from the oral flora, according to the CDC.

In addition to reminding them to wear a facemask, the
CDC also reminded health care providers to ensure adher-
ence to all CDC-recommended safe injection practices
including using a single-dose vial of medication for only 1
patient.

The CDC further emphasized that these recommenda-
tions apply not only in acute-care settings such as hospi-
tals, but in any setting where spinal injection procedures
are performed, such as outpatient imaging facilities,
ambulatory surgery centers, and pain management clinics.
(See Centers for Disease Control and Prevention. CDC
Clinical Reminder: Spinal Injection Procedures Performed
without a Facemask Pose Risk for Bacterial Meningitis.
http://www.cdc.gov/injectionsafety/PDF/Clinical_Reminder_
Spinal-Infection_Meningitis.pdf.) H

Coming Soon:

* Onsolis: The Future of Opiate Prescribing Under Risk
Evaluation and Mitigation Strategies (REMS)
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